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Despite growing evidence of their prevalence, clinical and subclinical disordered eating 

behaviors among men continue to be understudied phenomena. When compared to females, 

predictors of male disordered eating vary across ethnic groups, suggesting cultural influences on 

disordered eating. Moreover, gay and bisexual men experience pronounced levels of body 

dissatisfaction, sensitivity to societal body image standards, and subsequent disordered eating 

when compared to straight men and gay women. This study investigated possible differences in 

prediction of disordered eating among intersections of male ethnicity and sexuality. We 

approached this question through a transtheoretical lens that integrated intersectionality and 

minority stress theories. Archival data from a sample of African American, Latino, and White 

college men were analyzed using hierarchical multiple regression. Predictors of emotional and 

binge eating behaviors differed across ethnicity, in that body dissatisfaction and media 

internalization for African American and Latino males exhibit the strongest unique associations 

with emotional and binge eating behaviors, while the strongest unique predictors of emotional 

and binge eating behaviors among White males are depressive symptoms and low self-esteem. 

Moreover, African American sexual identity and depressive symptoms interact, as gay or 

bisexual men report stronger unique associations between depression symptoms and emotional 

and binge eating. All predictors (i.e., body dissatisfaction, depression symptoms, low self-

esteem, media internalization, and sexual minority identity) were unable to explain sufficient 

variance in over exercise behaviors in African American men. Results suggest ethnicity and 

sexual orientation are meaningful to the experience of disordered eating in men, and that 

underlying mechanisms may exhibit differing associative patterns across ethnic identity. 



 

Clinicians working with ethnically and sexually diverse male disordered eating populations may 

use the results to better inform treatment interventions and conceptualization. These findings also 

support the value of intersectional quantitative methodology and the limits of relying on single-

axis identity as a predictive element. 
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ETHNIC AND SEXUAL MINORITY DIFFERENCES IN THE PREDICTION OF 

DISORDERED EATING AND EXERCISE BEHAVIORS IN COLLEGE MEN 

Introduction 

For decades, researchers have been exploring and attempting to understand eating 

disorders among women, with relatively little focus on males. Among the three most prevalent 

types, a 2007 study estimated the female lifetime prevalence of anorexia nervosa at 0.9%, 

bulimia nervosa at 1.5%, and binge eating disorder at 3.5% (Hudson, Hiripi, Pope, & Kessler, 

2007). For men, the same study estimated the lifetime prevalence as 0.3%, 0.5%, and 2.0% 

respectively (2007). Although eating disorders are rare, their comorbidity with other 

psychopathology (2007) and lethality rates well above other Axis-I disorders (for a review see 

Hoek, 2006) have given researchers good reasons to study them. 

Since men exhibit lower rates of eating disorders (Hoyt & Ross, 2003; Hudson, Hiripi, 

Pope, & Kessler, 2007; Turnbull, Ward, Treasure, Jick, & Derby, 1996), female populations tend 

to be a focus in the literature. Even so, clinical levels of self-reported male disordered eating 

symptoms continue to be a presenting concern in college counseling centers (Hoyt & Ross, 

2003). Furthermore, prevalence among men seems to be heterogeneous across sexual identities, 

with gay and bisexual men exhibiting approximately 8 times the lifetime prevalence of any 

clinically diagnosable eating disorder when compared to straight peers (Feldman & Meyer, 

2007). Nevertheless, studies suggest the literature gap may be neglecting an important 

phenomenon within subcultures of men who have sex with men (sexual minority men), a group 

already at greater risk for suicide, depression, anxiety, and substance use (King et al., 2008). 

It may also be the case that sub-clinical levels of male disordered eating remain 

unexamined, despite potential harm. In their analysis of 555 male college outpatients, Hoyt and 
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Ross found that nearly 70% reported subclinical symptoms of weight loss strategies, with 18.7% 

reporting bingeing, 11.3% vomiting, 13.7% laxative use and 3.8% with a BMI ≤ 18 (2003). A 

larger study of 5,388 adolescent males revealed a similar pattern of weight loss strategies, with 

8.1-27.6% reporting binge eating, 9.7-22.5% dieting, 4.3-9.3% using weight-loss products, and 

as many as 5.7% reporting purging, depending on the participant’s age and sexual identity (Calzo 

et al., 2015). Specifically, the most at risk group for binging and dieting were sexual minority 

males ages 19-20, for weight-loss product use it was straight males ages 19-20, and for purging it 

was sexual minority males ages 17-18 (2015).  

Another group of men, for whom eating disorders and disordered eating are also over-

represented, are athletes. Among the male athlete population, pronounced levels of subclinical 

disordered eating and pathogenic weight control are apparent (Chatterton, 2012). Taken together, 

what the adolescent male, male sexual minority, and male athlete literature suggest is that male 

disordered eating is an important area of study that needs further examination.  This suggests 

that, at the very least, intervention efforts in school settings should be applied across the genders 

instead of focused solely on female students (DeBate, Lewis, Zhang, Blunt, & Thompson, 2008; 

Yean et al., 2013). 

In addition, another study found that subclinical levels of binge eating disorder were 

higher among men than women (Striegel-Moore et al., 2009). These findings, although not 

exhaustive, highlight the need for researchers to examine both subclinical and clinical levels of 

disordered eating in men. Subclinical symptoms more broadly fall under the continuum theory of 

severity, where on the far end of the spectra are eating disorders, predicated by various 

subclinical phenomenon (Treasure, Schmidt, & Furth, 2003). Using this lens, studies exploring 

disordered eating in general, rather than diagnosable eating disorders, would be able to examine 
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a more complete picture of disordered eating (Treasure & Collier, 2001).  

To highlight the consequences of this literature gap, in a randomized clinical trial aiming 

to improve body image in a population of college males, researchers found their intervention to 

be ineffective at reducing the lean muscle ideal and body fat dissatisfaction of their male 

participants (Henderson, 2012). Interestingly, lean muscle ideal and body fat dissatisfaction were 

two of the main outcome variables assessed. It should be noted that the foundation of the 

intervention program was developed based on prior female interventions noted in the literature, 

which the researchers attempted to tailor to male constructs (2012). Given the importance of 

gender in the formation of one’s identity, it is not surprising that interventions designed for 

females cannot be so easily adapted to males. Thus, a more nuanced understanding of the unique 

underlying mechanisms for men may lead to more efficacious interventions.     

Interestingly, muscle dysmorphia, a subtype of body dissatisfaction symptoms focused on 

dissatisfaction with musculature, appears to be more predictive of disordered eating behaviors in 

men (McFarland & Kaminski, 2009). For instance, a sample of 304 undergraduate men exhibited 

significant associations between muscle dysmorphia and dieting, diet pill consumption, and 

purging (2009). These findings highlight unique complexities in male disordered eating 

behaviors and body dissatisfaction that are different from women. If we are to properly intervene 

with males with disordered eating, it would be prudent to understand which areas of intervention 

are best suited for the populations we are serving. Due to the apparent relevance of muscularity 

behaviors in male disordered eating, it seems necessary to study this construct as an outcome in 

our model. Overall, it seems necessary to (1) study disordered eating behavioral outcomes 

separately, and (2) treat each outcome as a spectrum ranging from subclinical expression on one 

end and possible eating disorder on the other. As such, our model will examine the male 
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disordered eating behavioral outcomes of emotional/binge eating, drive for thinness (such as 

dieting and restricting), and over-exercise. Researchers have developed several theories to 

describe the equifinality of these outcomes, although the degree to which they are applicable to 

male populations has not been adequately explained. 

 

Transtheoretical Model 

Review of the eating disorder literature often approaches the topic from either a specific 

disorder diagnosis theory with specific factors, or it is studied from a transdiagnostic theory with 

common factors. In a sample of 192 women, it appears patients with a specific eating disorder 

often fluctuated between diagnoses, with over half of the participants experiencing a different 

eating disorder in a 30-month period (Milos, Spindler, Schnyder, & Fairburn, 2005). This finding 

suggests that common factors may feed into the maintenance of disordered eating behaviors, 

with a patient diagnosis signifying a temporal cross-section of the expression of those underlying 

factors. Although it is not clear whether the same temporal instability would be apparent in a 

male sample, the finding suggests a transdiagnostic approach to eating disorders might be 

appropriate for both research and clinical practice. We also suggest that a transtheoretical model 

will also be transdiagnostic, due to the narrow focus of many theories on a single disorder or 

related symptom as the main outcome of interest (Pennesi & Wade, 2016).  

Thus far, several common predictors across eating disorders have been identified. 

Pennesi and Wade reviewed several theoretical approaches which had been empirically validated 

and included research on efficacious treatment interventions (2016). Drawing from their 

transtheoretical rationale, they suggested researchers focus on the identified mechanism and 

related constructs that overlapped 4 or more of the empirically supported theories. These 
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included weight/shape preoccupation, self-esteem, emotionality, relational functioning, and 

negative affect. What seemed particularly relevant to male disordered eating were how some of 

the common factors seemed to be more applicable to women than men, such as emotionality and 

relational functioning.  

In regards to emotionality, research with college men have mixed findings. In a study of 

296 college aged men, findings suggest that deficits in emotion regulation strategies contributed 

to the prediction of disordered eating after accounting for BMI and negative affect (Lavender & 

Anderson, 2010). Some considerations in this study are that the authors did not include body 

dissatisfaction in their predictive model, even though unique associations were found between 

the variables of interest and body dissatisfaction as an outcome. Furthermore, the measure used 

for disordered eating did not include items assessing exercise as compensatory behaviors in 

disordered eating for men (Darcy, Hardy, Crosby, Lock, & Peebles, 2013). What is particularly 

confusing about this finding is that other studies have found that emotion regulation deficits in 

men are associated with muscularity ideals, but not body fat dissatisfaction (Griffiths, Angus, 

Murray, & Touyz, 2014). 

Perhaps the reason for these mixed findings is that the emotional awareness for men tends 

to be particularly poor (Barrett, Lane, Sechrest, & Schwartz, 2000), possibly contributing to a 

more nebulous construct for men than women. Until the interactions between emotion regulation 

difficulties, muscularity ideals, body dissatisfaction, and their relationship with disordered eating 

in men is better understood, the associations between negative affect and males disordered eating 

would likely be sufficient in the current model to capture possible emotionality. 

Similarly, men may value relational functioning differently from women (Flaherty & 

Richman, 1989). Although evidence appears to be robust for the importance of interpersonal 
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problems and disordered eating for women, there is very little studies exploring gender 

differences. One study in particular found that  interpersonal dependency was only associated 

with disordered eating in women, but not men (Pritchard & Yalch, 2009). Thus, we may be 

justified in modifying the transtheoretical model proposed by Pennesi and Wade for it to be more 

applicable to men (2016). With the exclusion of relational functioning and emotionality, and the 

inclusion of body ideal internalization to our transtheoretical model of male disordered eating, 

our salient factors are body dissatisfaction (e.g., Dakanalis, Timko, Clerici, Zanetti, & Riva, 

2014a), self-esteem (e.g., Yean et al., 2013), depression (e.g., Santos, Steven Richards, & 

Kathryn Bleckley, 2007), and internalization of body ideals (e.g., Ruisoto et al., 2015). 

Examination of our modified transtheoretical model of disordered eating for men (see 

figure 1) may assist with gender relevant intervention efforts, 2) assist with understanding the 

importance of these underlying common predictors, and 3) facilitate research within minority 

male groups to better understand cultural differences. What follows is a review of the literature 

that examines our identified common contributors to male disordered eating behaviors. We will 

then consider cultural differences and the relevant theories that speak to the importance of these 

constructs. 

 

Body Dissatisfaction 

Central to nearly all disordered eating theories is a preoccupation with body image, 

cognitive and affective dysfunction related to body shape, and its relationship with both general 

negative affect and disordered eating behaviors (Pennesi & Wade, 2016). Objectification theory 

posits that romantic interests evaluate and commodify other’s body based on cultural norms 

(Martins, Tiggemann, & Kirkbride, 2007). Male gender norms, such as masculinized strength 
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and media portrayal of muscular male beauty standards, suggest inclusion of muscularity in male 

body image operationalization (De Jesus et al., 2015; Olivardia, Pope, Borowiecki, & Cohane, 

2004; Strong, 2004). Several studies indicate that muscularity is an important consideration in 

male body dissatisfaction (Brennan, Crath, Hart, Gadalla, & Gillis, 2011; Calzo et al., 2015; 

Kaminski, Chapman, Haynes, & Own, 2005). Instruments and subscales often include 

muscularity items (Dakanalis et al., 2015; Kaminski, Chapman, Haynes, & Own, 2005; 

(Rodgers, Ganchou, Franko, & Chabrol, 2012; Stratton, Donovan, Bramwell, & Loxton, 2015), 

with very few gender unspecified instruments including items related to muscularity. As such, 

our conceptualization of body image dissatisfaction as a common contributor to male disordered 

eating will incorporate muscularity concerns. 

The literature appears to be mixed on whether body dissatisfaction is an independent 

construct from negative affect, as the two seem to be intimately intertwined (Banfield & 

McCabe, 2002; Noles, Cash, & Winstead, 1985). For our theoretical model, all common 

predictors to disordered eating are assumed to share both cognitive and affective components 

(see Figure 1). Although the distinction is important to consider clinically, it seems likely that 

automatic emotional and cognitive cycles between body dissatisfaction and other common 

predictors would create an overly complex model. Due to this rationale, our final model will not 

separate cognitive and affective components, with the assumption that each predictor consists of 

both to varying degrees within individuals. 

 

Depression 

There is ample evidence to suggest that depression plays a critical role in the 

development of eating disorders. For instance, the affect regulation model posits that individuals 
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engage in disordered eating to control negative emotions, which arise largely from body 

dissatisfaction (Polivy & Herman, 1993). Due to the importance of negative affect to disordered 

eating phenomenon, Eric Stice also integrated that information into his Sociocultural Model for 

Bulimia Nervosa (1994). A more recent review of the extant literature revealed an important 

nuance to this theory. It appears that although negative affect precludes binge eating behaviors, 

the behavior itself does not regulate, or reduce the negative affect like purging behavior does 

(Haedt-Matt & Keel, 2011). This means that although depression is a common factor for both 

binging and purging behaviors, they behave differently as a coping mechanism. More 

specifically, negative affect predicts both binging and purging, but only purging reduces it 

(2011). A limitation of the review is that only about 11% of the sample was men, which makes 

its applicability to male samples questionable. A follow-up study examining college men 

supported the meta-analysis, however, with both negative affect and emotion regulation 

difficulties predicting disordered eating behaviors (Lavender & Anderson, 2009).  

It may not be entirely helpful to think about the success of disordered eating behaviors in 

regulating negative affect. In the case of over-exercise as a potential disordered eating behavior, 

for instance, depression is highly likely to be reduced after the activity (Salmon, 2001). However 

paradoxically, depressed individuals are much less likely to engage in general physical activity 

(Burton et al., 2013) let alone intense levels of exercise. This may not be true for all depressed 

individuals, as the accessibility of over-exercise as a coping mechanism for negative affect 

largely depends on an individual’s prior use of that strategy. This maladaptive coping strategy is 

termed “exercise dependence” in the literature (Berczik et al., 2014), and it is characterized by 

increasing levels of excessive exercise needed to be able to successfully cope with stress and 

depressive symptoms. It would, however, be understandable if there was a non-linear 
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relationship between depression and exercise, even in male athletes or exercise dependent 

populations, with more extreme levels of depression blocking functional access to the strategy, 

moderate depression predicting greater levels, and lower levels predicting more baseline levels 

of physical activity. 

Other evidence highlights that general negative affect is too simplistic of a variable, and 

that anger and disgust are the most salient emotional predictors to disordered eating (for a review 

see Fox & Power, 2009). In their attempt to integrate the evidence for the affect regulation 

model, Fox and Power suggested a Schematic Propositional Analogical Associative 

Representation System model to incorporate a multi-level model of emotion to disordered eating 

phenomenon. This theory appears to have ample evidence for a multi-dimensional approach to 

emotion for women, yet the evidence for men was lacking.  In fact, consideration of the 

applicability of the theory to males failed to consider men’s reduced ability for emotional 

awareness (Barrett, Lane, Sechrest, & Schwartz, 2000). As such, even if the segmentation of 

negative affect is more theoretically appropriate as Fox and Powers suggested, gender 

differences may bestow more predictive power to general negative affect for men. Taken 

together, the reviewed theories propose a compelling basis for the inclusion of depression in our 

integrated model. 

 

Self-Esteem 

There is some evidence to support the notion that low self-esteem is a precursor to 

disordered eating (Dunkley & Grilo, 2007). In a study of 470 adolescent students, participants 

were placed in a self-esteem building intervention or a control group. The students in the self-

esteem group were followed for 12 months, and those at greater risk for development of eating 
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disorders reported lower drive for thinness and greater body satisfaction following intervention 

(O’Dea & Abraham, 1999). It should be noted that the intervention program aimed to improve 

general self-esteem, not self-esteem related to body image concerns. Contradictory evidence 

exists between boys and girls during adolescence, with boys preferring their bodies to be heavier 

and their body image as unrelated to self-esteem, unlike their female counterparts (Furnham, 

Badmin, & Sneade, 2002). This is not the case for college aged men and women, however, with 

findings highlighting how male’s self-esteem is contingent on muscularity behaviors and related 

to body dissatisfaction (Grossbard, Lee, Neighbors, & Larimer, 2009).  

Conceptually these findings would seem to indicate that as individuals become 

sexualized, their link between body image and self-esteem increases. This notion is somewhat 

supported in the literature, as less avoidant body focus is related to sexual functioning in college 

aged men and women (Cash, Maikkula, & Yamamiya, 2004). Others have conceptualized 

disordered eating behaviors is a form of escape from aversive self-awareness (for a review see 

Heatherton & Baumeister, 1991), which seems to also indicate that it is not negative self-esteem 

that causes disordered eating behaviors, but rather one of the coping mechanisms for people to 

remedy the experience of low self-esteem and self-concept.  

 

Internalization of Media Body Ideals 

Our preliminary model of male disordered eating includes internalization of body ideals 

to account for social and media influences on male disordered eating, due to compelling 

evidence for their importance. For instance, the dual-pathway model of bulimia posits that 

internalization and awareness of body ideal pressures is mediated by body shape dissatisfaction 

and negative affect in its prediction of bulimic symptoms (Stice, 2001). In addition, when 
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applied to both clinical and non-clinical samples, data highlights the importance of body image 

societal pressures (Strien, Engels, Leeuwe, & Snoek, 2005), in-as-much as individuals are 

consciously aware of those pressures.  

As valuable as the dual pathway model has been for understanding bulimia in girls and 

women, the same model may not apply to men, who tend to be more affected by internalization 

of body ideals rather than awareness of them (DeBate, Lewis, Zhang, Blunt, & Thompson, 

2008). Although it would logically follow that body image ideal awareness would lead to 

internalization, this assumption may be incorrect for males. Contradictory evidence seems to 

indicate that mere experimental exposure of media body ideals yields the expected negative 

effect on body image satisfaction in men (Strong, 2004), supporting the notion that awareness is 

a factor.  Other work examining the underlying mechanisms in the dual pathway model have 

found similar mediational pathways between men and women, suggesting more similarities than 

differences (Yean et al., 2013). None-the-less, there is strong evidence to support internalization 

of body ideals in the current model, despite the conflicting evidence for awareness of societal 

pressures (Grammas & Schwartz, 2009). Seeing as the formation of the self is often 

contextualized many domains other than self-appraisal in one’s microsystem (Bronfenbrenner, 

1986), it would be logical to consider both self-report of common transtheoretical predictors and 

other specific common identities, such as ethnicity and sexual orientation. 

 

Sexual Minority Status 

For sexual minority men, the literature is far more consistent, with sexual minority men 

reporting a higher lean ideal, greater body dissatisfaction, and higher rates of disordered eating 

compared to straight men (e.g., Feldman & Meyer, 2007; Yean et al., 2013). Some reasons for 
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this association have been explored in the literature, including gay male’s increased 

susceptibility to media and social messages about body shape ideals (Gigi, Bachner-Melman, & 

Lev-Ari, 2016).  

It may also be the case that the unique stressors associated with identifying as a sexual 

minority male (Meyer, 2003) enhances the need for maladaptive reactive coping (disordered 

eating) when experiencing negative affect. Researchers have hypothesized that membership to a 

marginalized group is a risk factor for dysphoria, with overlapping stigmatized identities 

contributing via dysfunction to emotion regulation, interpersonal function, and cognitive 

processing (for a review see Hatzenbuehler, 2009). There is very little evidence in the literature 

that speaks directly to this possibility in relation to disordered eating in men. There is some 

evidence, however, that depression specifically plays a role in sexual minority male disordered 

eating. For instance, among a diverse sample of sexual minority men in Canada, depression was 

one of only three psychosocial factors associated with disordered eating as measured by the 

Eating Attitudes Test, along with childhood sexual trauma and muscularity behaviors (Brennan, 

Crath, Hart, Gadalla, & Gillis, 2011). It is important to note that independent contributions to the 

prediction of disordered eating were not found with BMI, sexual risk behaviors, sexual alcohol 

use, education, muscular ideal, and internalized homonegativity (2011).  

Contrary to these findings, other researchers have found no differences between sexual 

minority men and straight men in regards to muscle increasing behaviors (Kaminski, Chapman, 

Haynes, & Own, 2005). Instead, when compared to straight men, research found that sexual 

minority men reported more preoccupation with lean body ideals, general body dissatisfaction, 

and dissatisfaction with their degree of muscularity. The only behavioral variable that was 

elevated among sexual minority men was their dieting behaviors to achieve a lean body (2005). 
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In general, the unexamined nature of disordered eating predictors among sexual and ethnic 

minority men, both independently and as intersecting identities, points to a need for researchers 

to re-examine the guiding framework for their investigations.  

 

Ethnic Minority Status 

Assuming differences stop at gender could be misleading prevention and intervention 

efforts, as ethnic and sexual minorities appear to experience different trajectories towards 

disordered eating. Within general female populations, for example, White, Hispanic, and Native 

American women report greater body dissatisfaction than Black or Asian women (Crago, 

Shisslak, & Estes, 1996). Other studies of female college students highlight how African 

Americans report lower levels of overall body shame, dietary restraint (Mason & Lewis, 2015) 

and lower body dissatisfaction/self-loathing (Aruguete, DeBord, Yates, & Edman, 2005). 

Additionally, in a female psychiatric population, African Americans also reported significantly 

lower levels of body image dissatisfaction and dietary restraint, with a non-significant tendency 

toward lower levels of purging behaviors (White & Grilo, 2005). Indeed, it appears that some 

ethnic minority identities serve as a protective factor for eating disorders among women. 

Although the reasons for different levels of risk for body dissatisfaction and disordered 

eating among various ethnic-racial groups of women are debated, it is possible that the White 

dominated media may not be relatable to African American women. This was not the case, 

however, in a study of 202 women identifying either as African American or Caucasian, where a 

non-significant effect was found in the manipulation of ethnic congruence of media exposure to 

body image ideals. Indeed, models who looked ethnically similar to participants did not exhibit a 

larger effect on participants’ body image when compared to ethnically dissimilar models (Bruns 
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& Carter, 2015).   

Unlike the findings for African American females, Latinas appear to exhibit more 

similarities with White women in vulnerability to eating disorders (Elliott, Tanofsky-Kraff, & 

Mirza, 2013). We can consider that a likely characteristic of Black female culture includes more 

body-positive female empowerment messages than White or Hispanic female culture. This 

possibility is highlighted in the literature, where Black females reported less body distortion and 

a larger body ideal than White, Asian, and Latina females (Gluck & Geliebter, 2002). Similarly, 

identification with Black ethnic identity has been shown to be positively correlated with body 

appreciation (Cotter, Kelly, Mitchell, & Mazzeo, 2015). This has led researchers to a “buffer 

hypothesis,” where ethnic identity among certain ethno-racialized women can serve as a 

protective factor against the development of negative body image and subsequent disordered 

eating (Sabik, Cole, & Ward, 2010). Moderation analysis of 905 female undergraduate college 

students suggested that African American women held higher regard for their body appearance 

and placed less importance on thin body ideals than their White or Asian peers (2010). 

In stark contrast, various, often conflicting findings suggest there is not consistent 

evidence for the buffer hypothesis in ethnic minority men (for a review, see Ricciardelli, 

McCabe, Williams, & Thompson, 2007). For instance, despite being generally more satisfied 

with their bodies, Black men report similar muscularity dissatisfaction when compared to White 

men (Renfro, 2015). It is also interesting to note that African Americans may experience lower 

levels of thin ideal internalization than other ethnic groups (Warren, Gleaves, & Rakhkovskaya, 

2013). This finding may be due to African American preference for more musculature than 

leanness (Renfro, 2015), although the exact reason behind this finding is unclear. In their attempt 

to summarize the literature on body image and disordered eating across male ethnic groups, 
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Ricciardelli and colleagues stated that ethnic minorities reported various body image protective 

factors, such as Black men’s preference for a larger body ideal, yet ethnic minority men 

generally reported more pronounced binge eating and weight loss efforts than their White male 

counterparts (2007).  

Another variable of importance in college samples is whether the student is an athlete 

(and which sport they play). Following the screening and assessment of over 300 college men, 

the 3.3% who met criteria for full blown eating disorders (most with significant symptoms of 

muscle dysmorphic disorder) did not include any African American men; gay and Latino 

students, however, were overrepresented compared to their representation in the overall sample. 

Furthermore, the African American men in the sample who had potentially symptomatic 

behaviors (i.e., over-exercise, using protein powders or special supplements to increase muscle 

mass, and binge eating) did not meet diagnostic criteria, because they had high body 

dissatisfaction and no impairments in functioning (Kaminski & McFarland, 2006). It is notable 

that this subsample of African American students were all collegiate athletes, mostly football 

players. This study contributes to the evidence that disordered eating, eating disorders and 

problematic exercise behaviors in men are complex; risk and protective factors likely vary with 

ethnic-cultural background.  

Indeed, the classic literature identifying being an athlete as a risk factor for disordered 

eating and eating disorders in men was based on samples of White high school boys and college 

men (e.g., Olivardia, Pope, Mangweth & Hudson, 1995). The sports identified as putting athletes 

at higher risk included wrestling, gymnastics, diving, and cross country running; these are not 

sports that most Black youth are exposed to (Baker, 2008). It is possible that being an athlete is a 

protective factor for Black men who play football. A more recent study suggests further 
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complexity using a large college male sample; specifically, after controlling for low self-esteem, 

fear of fatness, sexual orientation, and depression, identifying as an ethnic minority group was a 

predictor of disordered eating symptomology compared to white males (Pereira, Brown, & 

Kaminski, 2016). Whereas African American females might enjoy the benefits of body-positive 

cultural messages, body ideal norms may be less forgiving to male African Americans, with 

more pronounced social consequences for decreased body leanness and muscularity. 

Ethnic identity may serve as a protective factor for Latino populations. In a sample of 

women, Latina ethnic identity served as a buffer to the relationship between thin body ideal 

internalization and body dissatisfaction (Warren, Gleaves, Cepeda-Benito, Fernandez, & 

Rodriguez-Ruiz, 2005). This finding is counter intuitive to other epidemiological studies on rates 

of eating disorders among ethnic identities. For instance, although Latinos appear to exhibit 

similar rates of eating disorders to White non-Hispanic populations, their clinical presentation 

appears to lack the compensatory behaviors included in diagnostic criteria (Alegria et al., 2007). 

Interestingly, in a sample of 2,554 Latinos, researchers highlighted that less than a third of the 

men in the sample (n = 1,127) who met diagnostic criteria for eating disorders reported ever 

receiving treatment (2007). These findings suggest that Latino men may be particularly 

underserved in being both identified and treated for their disordered eating, despite possible 

protective cultural factors.  

There may be other literature, not related to disordered eating, that would suggest 

differences in disordered eating coping. For instance, the alcohol use literature has long since 

acknowledged cultural differences in alcohol consumption (Caetano, Clark, & Tam, 1998). 

Furthermore, cultural eating food choice development appears to be different depending on 

ethnicity (Kumanyika, 2008) and structural inequalities in low income ethnic minority 
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neighborhoods (Neff, Palmer, McKenzie, & Lawrence, 2009). Therefore, it is understandable 

that ethnic identities may exhibit differing predictive mechanisms when their eating becomes 

problematic. 

 

Intersectionality and Minority Stress 

If we are to understand the racialized sexual minority male experience of disordered 

eating, we should incorporate a broader intersectionality perspective in our investigations 

(Parent, DeBlaere, & Moradi, 2013). Kimberle Crenshaw is often credited to have coined the 

term “intersectionality” when she highlighted the importance of multiple identities in the 

oppression of minorities (Crenshaw, 1989). Although the original intent of the movement was to 

increase awareness for how race and gender intersect to create oppressive experiences that are 

phenomenologically different from each other, the term has since taken a more expansive 

meaning.  

Researchers are often puzzled by how to incorporate an intersectional perspective in their 

quantitative studies, often relying on majority reference groups to determine general similarities 

or differences among single-axis cultural identities on outcome variables (Parent, DeBlaere, & 

Moradi, 2013). Parent and colleagues have outlined some guiding principles in the application of 

approaches that do not misrepresent the complex and compounding nature of multiple minority 

oppression. Namely, instead of examining between group differences on continuous variables, it 

would be more beneficial to focus on within-group differences (2013). As applied to disordered 

eating literature, this approach would translate into examining models within intersecting 

identities to understand the unique manifestation of disordered eating predictors, considering 

compounding minority identity stress (Meyer, 2003).  
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To highlight this shift in guiding theoretical framework, in the previously noted Canadian 

sample collected by Brennan and colleagues, ethnic minority men, specifically Black and Asian 

participants (other ethnic minorities were collapsed into an “other” group), were statistically 

lower in disordered eating than their White sexual minority men counterparts (2011), which is in 

direct contradiction with findings in the U.S. (Pereira, Brown, & Kaminski, 2016). Thus, while 

many may be able to conclude that ethnic/racially underrepresented men do not warrant further 

research, it is also certainly possible that regional differences in minority oppression and societal 

stigma (Hatzenbuehler, Keyes, & McLaughlin, 2011) could be partially to blame for the 

counterintuitive findings of Brennan and colleagues (2011). This possibility has not been 

quantitatively explored in the literature through this lens. A single qualitative study was found in 

the literature that acknowledged the importance of multiple minority identities in the presentation 

of body image issues.  The exploratory findings suggested that, indeed, multiple forms of 

oppression within sexual minority males intersect to uniquely impact body image, with 

sentiments of discrimination that their intersecting identities were hidden elements in society 

(Brennan et al., 2013).  

It could be argued that when researchers simply include categorical identities in 

quantitative investigation, asking whether a single minority identity predicts increased or 

decreased disordered eating or body image concerns, we may be enabling structural oppression 

by asking the wrong questions. To use metaphor, it may be helpful to imagine the role of a city 

engineer. We might ask which of the intersecting roads experiences the most car traffic and 

allocate resources accordingly. This may, however, leave roads in poorer neighborhoods 

underserved due to less vehicle traffic and more foot and bicycle traffic. We should instead 

examine the intersecting roads as independent phenomenon with varying needs. Similarly, 



19 

although there is a lack of clear evidence that certain minority identities predict body 

dissatisfaction or disordered eating outcomes in men, clinicians may non-the-less encounter 

multiple minority identity eating disorder clients and feel ill-prepared to treat them. Thus, 

intersectional and minority stress frameworks may provide an increased understanding of the 

manifestation of disordered eating among the most hidden and marginalized of clients (Cole, 

2009).   

 

Conclusion 

Unexamined differences in disordered eating, disordered exercise, and related constructs 

between men and women, male ethnic identities, and male sexual orientation may disrupt 

intervention efforts. Drawing from our preliminary transtheoretical model of male disordered 

eating and exercise (DEE) with empirically supported predictors (see Figure 1), we propose a 

final model that incorporates minority stress and intersectionality frameworks (see Figure 2). 

This psychosocial transtheoretical model of male DEE assumes that both cognitive and affective 

components are inherent in precursors to DEE behaviors, and that more extreme symptom 

endorsement may lead to a possible diagnosis category. Inherent in this theory is the notion that a 

paradigm shift is necessary in the psychological community when studying cultural influence on 

the development of disordered eating psychopathology. The literature suggests that we begin to 

consider ethnic identities as constructs that necessitate independent examination, rather than the 

extent to which they are risk or protective factors in large, predominantly White samples. By 

doing so, we may begin to be remedy injustice in the literature which could potentially leave 

individuals with multiple minority identities inadequately cared for if they seek professional 

help. Intersectional and minority stress frameworks also point to the possibility that men with 
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layered identities, particularly stigmatized identities such as gay and bisexual men of color, may 

exacerbate risk factors associated with DEE. The extent to which this may be true has not been 

adequately examined in the literature.  

 

Present Study 

Given our interest in possible intervention efforts that will reduce the wide range of male 

DEE behaviors, in a variety of cultural contexts, we will be evaluating the link between 

transtheoretical precursors within ethnic identities, including the moderating effect of sexual 

minority status (see Figure 2 and Figure 3). It is beyond the scope of the present study to assess 

and formally examine the path from DEE behaviors to clinician evaluation and diagnosis of full 

blown eating disorders. The overarching purpose of this study will be to determine whether 

intersectionality and minority stress are valuable frameworks when studying disordered eating 

and exercise behaviors in men. Following the empirical rationale applicable to the present study, 

several hypotheses can be made.      

 

Hypotheses 

1. Sexual minority status (i.e., 0 = straight, 1 = gay/bisexual) moderates the relationships 

between risk factors for disordered eating and exercise (i.e., body dissatisfaction, internalization 

of media ideals regarding appearance, depression symptoms, and low self-esteem) and 

disordered eating and exercise behaviors (i.e., drive for thinness, over exercise, and 

emotional/binge eating), such that the prediction of disordered eating and exercise behaviors is 

strengthened by sexual minority status. This hypothesis is of interest at the intersection of 

ethnicity and sexual minority status, and this will be tested separately for 
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a. African American males 

b. White males 

c. Latino males   

2. Our variables of interest (body dissatisfaction, depression, low self-esteem, media 

internalization of media ideals, sexual minority status (SMS), SMS X body dissatisfaction, SMS 

X depression, SMS X low self-esteem, SMS X internalization of media ideals) are associated 

with disordered eating and exercise behaviors (emotional/binge eating, drive for thinness, and 

over exercise) differently within independently examined ethnic groups. Some variables in this 

hypothesis may be removed, depending on the results of the prior moderation analyses (see 

Hypotheses 1). 

3.  

Methods 

Sample 

The sample for the current study is derived from data originally collected for a 

dissertation focused on muscle dysmorphia in men (Woodruff, 2012). Participants include 923 

undergraduate males from a university in the southern United States. For the current study, only 

African American (n = 127), White (n = 543), and Latino (n = 118) participants are included in 

the analysis (i.e., 95 men who identify as Asian American, biracial, or any other ethnic group 

with limited representation are removed from the sample, see Table 1). The reason for this focus 

is due to the results of a power analysis using G*Power 3.1 (Faul, Erdfelder, Buchner, & Lang, 

2009). The conventions used for the power analysis assume a medium effect size (f2 = .15, α = 

.05) with 9 predictors in the model (Cohen, 1988). Results suggest a sample size of 110 is 

required for adequate analysis of ethnic samples. Thus, running a separate model for ethnic 
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identities other than African American, Latino, and White participants would reduce a priori 

power below acceptable levels (see Figure 4). Furthermore, 19 participants did not report their 

sexual orientation and 21 participants did not report their ethnicity and are also removed from the 

sample. As such, the final N for the current study is 788.  

Participant ages range from 18-25 years or older, and the overall mean of the sample is 

20.4 (SD = 2.3), which does not differ between ethnic identity, F(2, 784) = 1.97, p = .140, and 

sexual orientation (t = .28, p = .776). Overall, the sample contains far fewer gay and bisexual (n 

= 57) identifying men than straight (n = 731), with only 7.2% of participants who report a gay or 

bisexual identity (see Table 1 and Table 2 for a summary, and see Appendix A for measurement 

of demographics). The sample size is reduced further in African American, White, and Latino 

males, with 1.4%, 5.1%, and 1%, respectively, who report a gay or bisexual identity. While this 

lack of gay/bisexual men limits our ability to examine moderation Hypotheses 1, failure to 

support and partial support of those hypotheses require examination of predictor main effects to 

adequately characterize the reason for our findings. As such the current sample is simultaneously 

poor for Hypothesis 1 testing but rich in potential data for testing Hypothesis 2. Due to the 

inapplicability of demographics other than ethnicity and sexual orientation to the current 

theoretical model and their lack of variance with our demographics of interest, univariate 

statistics are only reported in Table 2 for descriptive purposes. Sexual minority status (χ2 = 2.30, 

p = .512) and ethnicity (χ2 = 6.56, p = .363) do not significantly differ in means for class 

standing. Class standing is also excluded from the main analysis and descriptive tables, due to 

irrelevance to our variables of interest. Although age is included in Table 2 for descriptive 

purposes, due to our need to consider sexual identity as a proxy of sexual minority stress, the 

developmental confounds of both age and class standing would reduce the interpretability of 
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sexual minority status (hereafter referred to as SMS) as a predictor if controlled. It should also be 

noted that all differences were non-significant within ethnicity when looking at demographic 

differences by SMS (p > .05). 

Furthermore, the sample means for BMI (M = 24.9, SD = 5.0) are not similar across 

ethnic groups, F(2, 667) = 8.46, p < .001, and sexual orientation (t = 2.30, p = .022). BMI is a 

misleading measurement for muscular individuals (Romero-Corral et al., 2008), however, and 

we exclude it from the main analysis for conceptual and power reasons. Conceptually, 

differences in body dissatisfaction are clinically more relevant to our outcome variables than 

BMI, and due to potential muscularity of individuals in our sample we are not able to confidently 

include it in the model. It should also be noted that differences in BMI by SMS are only apparent 

within the White ethnic sample (t = 2.02, p = .044) and are non-significant for other ethnicities (p 

> .05). 

 

Measures 

Demographic Survey  

The demographic survey (see Appendix A) was specifically developed for the Woodruff 

study (2012). The survey includes items asking for participant age, ethnicity, sexual orientation 

ideal weight, height, weight and various other demographic and descriptive information. The 

current study only uses the variables to evaluate ethnicity and sexual orientation in the main 

analysis. 

 

Male Eating Behavior and Body Image Evaluation - 2 (MEBBIE-2) 

The MEBBIE (Kaminski & Caster, 1994; Kaminski et al., 2002; Kaminski et al., 2005) is 
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a 57-item self-report instrument for men that measures attitudes, behaviors, and concerns related 

to eating, exercise, and body image. Items range on a 6-point Likert-type scale from 1 = 

never/strongly disagree to 6 = always/strongly agree. There are seven empirically and 

theoretically derived scales. They are Body Dissatisfaction, Drive for Thinness, Over-exercise, 

Distorted Cognitions, Drive for Muscularity, Fear of Fatness, and Emotional/Binge Eating. A 

Muscle Dysmorphia scale can also be computed (McFarland & Kaminski, 2009). For the current 

study, the Body Dissatisfaction, Emotional/Binge Eating, Drive for Thinness, and Over-exercise 

scales will be used. Reliability and validity research on the MEBBIE-2 demonstrate a test-retest 

reliability in undergraduate men, and convergent validity has been shown with others 

instruments that assess disordered eating (Kaminski et al., 2002). 

The Body Dissatisfaction (BD) scale contains 10 items that evaluate feelings of insecurity 

and negative preoccupation with one’s body. Internal consistency in our sample demonstrate 

good reliability across ethnic groups (African American α = .83, Latino α = .78, White α = .78). 

The Drive for Thinness (DT) scale of the MEBBIE-2 contains 4 items which evaluate feelings 

and behaviors focused specifically on reducing body fat to appear lean (i.e., I wish I could be 

thinner). In the current sample, internal consistency for DT also appears to be adequate for 

research purposes (African American α = .75, Latino α = .74, White α = .72). 

The Over-exercise (OE) scale contains 8 items that assess preoccupation with physical 

exertion for the purpose reducing guilt and anxiety about body shape (i.e., I’m afraid if I don’t 

exercise, I’ll get fat). In the current sample, OE internal consistency were also adequate for 

research purposes (African American α = .73, Latino α = .77, White α = .80). Finally, the 

Emotional/Binge Eating scale (EBE) contains 4 items that examine the extent to which 

participants engage in overeating behaviors to cope with emotional distress (i.e., I tend to eat 
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more when I’m sad), along with a perception that they are unable to control their behavior (i.e., I 

have lost control when I was eating). Internal consistency for this scale appears to be appropriate 

for further analysis (African American α = .76, Latino α = .74, White α = .81). Table 3 includes 

Cronbach’s alpha values for each examined MEBBE-2 scale, both over the entire sample and 

stratified by ethnicity. 

 

Symptom Checklist – 90 Revised (SCL90) 

The SCL90 (Derogatis & Cleary, 1977) is a 90 item self-report measure of mental health 

functioning in 9 different domains (somatization, obsessive compulive, interpersonal sensitivity, 

depression (DEP), anxiety, hostility, phobic anxiety, paranoid ideation, and psychoticism). Items 

range on a 5-point scale, with 0 = not at all to 4 = extremely. Convergent validity has been 

demonstrated in prior research (Derogatis, Rickles, & Rock, 1976). The current study uses the 

DEP subscale of the SCL90, which consists of 13 items. The internal consistency for the DEP 

scale in the current sample is well above research appropriate thresholds across examined ethnic 

groups (African American α = .89, Latino α = .90, White α = .92, see Table 3).  

 

Rosenberg Self-Esteem Scale (RSES) 

The RSES is a 10-item measure of overall perceived self-worth, confidence, and 

wellbeing (Rosenberg, 1965). Question responses range on a 4-point scale from 1 = strongly 

agree to 4 = strongly disagree. Reliability of the RSES has been shown to be adequate for 

research purposes, as research show it to be a stable trait measure through test-retest 

methodology over the course of 7 months in high school students (r = .63; Byrne, 1983) and 

undergraduates over the course of 4 months (r = .84; Martin-Albo, Nunez, Navarro, Grijalvo, 
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2007). The current samples demonstrate excellent internal consistencies across ethnic groups, 

suggesting this is an appropriate measure for further analysis (African American α = .84, Latino 

α = .89, White α = .91, see Table 3). 

 

Sociocultural Attitudes Toward Appearance Questionnaire-3 (SATAQ-3) 

The SATAQ-3 (Thompson et al., 2004) is a self-report measure that examines disordered 

eating and body image related media influence. It consists of 30 items ranging on a 5-point 

Likert-type scale from 1 = definitely disagree to 5 = definitely agree. The Internalization-General 

(IG) subscale is a 9-item measure evaluating agreement with media-portrayed unrealistic body 

norms. Other scales, including the Internalization-Athletic subscale, the Information subscale, 

and the Pressures subscale were not used for the current study. A few items from the original 

SATAQ-3 were modified for the current study to more accurately reflect language applicable to 

college men. For example, the original SATAQ-3 items were more applicable to female media 

ideals (e.g., being pretty) and were deemed inappropriate for research with college men. The 

reliability and validity of the modified SATAQ-3 has been demonstrated (α = .87 to α = .95; 

Karazsia & Crowther, 2008, Woodruff, 2012). Although the factor structure has been evaluated 

across ethnic minorities and deemed appropriately reliable, African Americans tend to report 

lower levels of internalization than other ethnic groups (Warren, Gleaves, & Rakhkovskaya, 

2013). In the current study, internal consistency for the IG subscale are appropriate for research 

purposes across ethnicities (African American α = .97, Latino α = .95, White α = .95, see Table 

3)  
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Procedure 

After obtaining UNT Institutional Review Board (IRB, see Appendix B) approval, 

participants were recruited from both classroom and local gyms to maximize body image 

variance. To oversample participants with a high drive for muscularity, men in recreational 

settings with a “very muscular” body type were asked to participate in exchange for $10 cash. 

Other recruitment techniques included community and campus based flyers and posters. 

The questionnaire packets took 45 to 90 minutes to complete and included the 

demographic survey, MEBBIE, RSES, SCL90, SATAQ, and several other measures that will not 

be examined in the current study. Following survey completion, trained research assistants led 

individual participants into a private room to collect accurate body measurements. Participants 

were then debriefed and provided with community resources for body image and disordered 

eating concerns. Student participants received SONA credits or extra credit, depending on the 

course from which they were recruited.  

 

Results 

Data Preparation 

Due to missing values in the dataset, we first substituted missing values with ethnicity 

stratified means (Schlomer, Bauman, & Card, 2010). Rigorous examination of hierarchical 

multiple regression assumptions, including normality, linearity, absence of multicollinearity, 

multivariate outliers, and homoscedasticity indicated that assumptions were adequately met. We 

came to this conclusion through visual examination of standardized-residual by standardized-

predicted scatter plots, q-q plots, Mahalanobis distance values, studentized residuals, tolerance 

and variance influence factors (see Tables 5 and 6), skewness, and kurtosis (Field, 2009). 

Mahalanobis distance values reveal multivariate outliers, but a clear majority of them are sexual 
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minority participants. Given that the current study is interested in the sexual minority sample, 

and they are specifically included in our hypotheses, the outliers identified are appropriate to 

remain in the analysis. Furthermore, the DEP scale is positively skewed in the current sample, 

within normal limits, with varying levels of non-normality contingent on the examined ethnicity. 

The kurtosis values are within normal limits for the overall sample as well, and they are not 

considered sufficiently non-normal in students of color to warrant transformation. 

Transformation of the DEP scale due to a kurtosis value of 3.82 is inappropriate for the current 

study due to the resulting difficulty with interpretation and impact to the overall analysis (George 

& Mallery, 2010).  

 

Analysis 

Tests for Hypotheses 1a, 1b, and 1c use hierarchical multiple regression analysis. To 

properly examine the hypotheses, we analyze African American, White, and Latino samples 

separately. Sexual minority status (SMS) serves as the moderator, with a separate model for each 

of the 3 outcome variables (Drive for Thinness, Over-Exercise, and Emotional/Binge Eating). In 

block 1, we enter the ethnicity stratified standardized variables body dissatisfaction (BD), 

depressive symptoms (DEP), low self-esteem (RSES), internalization of the thin ideal (IG), and 

unstandardized SMS. In block 2, we enter the interaction terms SMSxBD, SMSxDEP, 

SMSxRSES, and SMSxIG to the model. For significant moderation coefficients, we examine 

moderation plots using standard deviation to determine the level and nature of the effects (see 

Figure 5). If the interaction is insignificant, we remove the interaction term to improve power of 

the final models and interpretability of main effects. To properly interpret regression coefficients 

and moderation plots, we examine and report univariate and bivariate statistics for each sample 
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(see Tables 5-10), including sexual minority samples when appropriate. We also use a 

Bonferroni corrected alpha of .017 for the analyses, due to concerns with family-wise error.  

The analysis to test Hypothesis 2 examines significant differences between the ethnicity 

model coefficients (interaction coefficients and main effects only when interaction coefficients 

are not significant), using a z-score formula that accounts for regression coefficient standard 

errors:  

z = (b1-b2)/(√(𝑆𝑆𝑆𝑆𝑏𝑏12 +  𝑆𝑆𝑆𝑆𝑏𝑏22 ) 

We convert the z-score to a probability (p), of which 1-p produces the probability that the 

coefficient difference is due to chance. For probability values less than .05 (z-critical = +/-

1.645), we interpret that the coefficient is significantly different for the ethnicities being 

compared (Keith, 2014). We only use the formula for significant coefficients, i.e. the coefficients 

from both models are significant, and the compared models only vary by ethnic group nest and 

not dependent variable. Coefficients that are significant in one model but not significant in the 

other are different without further analysis. Practical differences in effect size is assessed using 

squared semipartial correlation coefficients (η2) which measures the amount R2 would be 

reduced if the variable is removed from the model. 

 

Univariate Statistics 

Means and standard deviations of the dependent variables (see Table 6) show several 

important considerations. Emotional and binge eating is the lowest mean of the dependent 

variables (M = 2.10, SD = 1.0), followed by over eating (M = 2.80, SD = 1.1) and drive for 

thinness (M = 3.30, SD = 1.3). Although sexual minority African Americans report the highest 

amount of emotional and binge eating across all three ethnicities (M = 2.64, SD = 1.3), straight 
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African American men report the lowest amount (M = 1.84, SD = 0.8). Similarly, straight 

Latinos report the most over exercise behaviors across ethnicities (M = 2.84, SD = 1.1), 

gay/bisexual Latinos report the least (M = 2.13, SD = 1.0). White sexual minority men report the 

highest drive for thinness behaviors (M = 3.71, SD = 1.3) with straight African American men 

who again report the lowest (M = 3.02, SD = 1.3). The data ranges on dependent variables show 

slight ceiling and floor effects across ethnic and sexual minority groupings, with a low ceiling on 

over exercise for gay/bisexual Latinos and emotional/binge eating for Latinos overall (see Table 

6). This finding suggests some variability in over exercise and emotional/binge eating is 

unexamined.  

For independent variables (see Table 5), gay and bisexual men overall report higher 

means for body dissatisfaction (M = 3.72, SD = 1.1), depressive symptoms (M = 15.68, SD = 

10.5), low self-esteem (M = 21.11, SD = 5.4), and media internalization (M = 3.32, SD = 1.1). 

Within ethnic and sexual orientation groupings, gay/bisexual African American men report the 

highest body dissatisfaction (M = 3.89, SD = 1.3) and depressive symptoms (M = 19.27, SD = 

10.8), White gay/bisexual men report the least self-esteem (M = 21.42, SD = 5.9), and straight 

Latinos report the highest media internalization (M = 3.42, SD = 1.1). Gay/bisexual men exhibit 

notable restricted ranges across ethnic identities (i.e., African American and Latino) for 

independent variables, which suggests limited predictive variance that is important to consider 

when interpreting bivariate and multivariate statistics. Despite the descriptive value of these 

univariate statistics, a one-way MANOVA testing for significantly differing means across our 

variables of interest was not significant, F (14, 1012) = 1.34, p = .178; Wilk's Λ = 0.964, partial 

η2 = .02. 
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Bivariate Statistics 

Review of bivariate correlation Tables 7, 8, 9, and 10 highlight several important 

patterns. For the overall sample in Table 7, sexual minority identity marginally relates to our 

examined variables, but unrelated to drive for thinness and media internalization. SMS has a 

positive relationship with emotional and binge eating (r = .11, p = .001), body dissatisfaction (r = 

.10, p = .004), depressive symptoms (r = .16, p < .001), and low self-esteem (r = .16, p < .001), 

but negatively relates to drive for thinness (r = .10, p = .004). Overall, marginal or moderate 

bivariate correlations in the straight sample are not reflected in the sexual minority sample, with 

some notable exceptions.  

The exceptions to this pattern are, to start, the positive relationship between drive for 

thinness and over exercise (r = .28, p = .041) as well as body dissatisfaction and media 

internalization (r = .44, p = .005) for sexual minority men. Similarly, sexual minority males self-

report indicates strong positive relationships between EBE and over exercise (r = .38, p = .004), 

depressive symptoms (r = .55, p < .001), and low self-esteem (r = .41, p = .002), with only 

marginal or moderate positive relationships in the straight sample. Strong correlations in the 

straight sample are also reflected in the sexual minority sample, including the positive 

relationships between drive for thinness and body dissatisfaction (r = .66, p < .001) as well as 

between depressive symptoms and low self-esteem (r = .51, p < .001).  

Overall, all correlations between ethnic identity and examined variables are marginal or 

non-significant. Notable non-significant associations in the overall sample include the lack of an 

apparent relationship between drive for thinness and depressive symptoms, over exercise and 

body dissatisfaction, and over exercise and low self-esteem (p > .05). Furthermore, the bivariate 

associations between examined variables is not able to be evaluated separately within ethnic 
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underrepresented groups, given small samples sizes. 

Within the ethnic identity samples displayed in Tables 8, 9, and 10, bivariate correlations 

reveal associations between examined variables that are different depending on individual’s 

ethnic identity. Both African American and Latino sample’s drive for thinness is unrelated to 

their over exercise behaviors. Also, drive for thinness is related to low self-esteem within White 

(r = .11, p = .010) and Latino (r = .21, p  = .030) samples, but not African Americans. Similarly, 

over exercise behavior is only related to media internalization within Latinos (r = .44, p = < 

.001) and African Americans (r = .33, p = .002), however for the White sample, over exercise is 

related to all examined variables except low self-esteem. Although emotional and binge eating is 

related to low self-esteem in White (r = .42, p < .001) and Latino samples (r = .41, p < .001), the 

constructs are not associated in African Americans. White participants’ body dissatisfaction is 

related to all observed variables, while the same construct is not related to over exercise in 

African Americans and Latinos. Within Latinos body dissatisfaction also has no association with 

depressive symptoms and media internalization.  Finally, low self-esteem is related to media 

internalization only in the White sample (r = .20, p < .001), and not within Latinos or African 

Americans.  

In regards to the overlap of SMS and ethnic identity, within White and Latino samples 

identifying as a sexual minority is either minimally associated or unrelated to examined 

variables. For African Americans, however, SMS is moderately related to emotional and binge 

eating (r = .25, p = .005), body dissatisfaction (r = .21, p = .016), depressive symptoms (r = .39, 

p < .001), and low self-esteem (r = .29, p = .002).   
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Multivariate Statistics 

African American Sample 

When predicting drive for thinness, the regression model is statistically significant, F(5, 

121) = 7.57, p < .001, with body dissatisfaction, depressive symptoms, low self-esteem, 

internalization, and SMS accounting for approximately 21% of the variance in drive for thinness, 

Adjusted R2 = .21.  Body dissatisfaction (B = .47, p < .001) and media internalization (B = .40, p 

= .003) are the stronger predictors in the model and the only statistically significant predictors. 

Furthermore, body dissatisfaction (η2 = .10) and media internalization (η2 = .06) uniquely 

account for about 10% and 6% of the variance in drive for thinness, respectively. Depressive 

symptoms (B = .15, p = .242), low self-esteem (B = -.16, p = .241), and SMS (B = -.05, p = .575) 

are weaker predictors of drive for thinness and do not contribute significantly to the model (see 

Table 11). The final model does not include the hypothesized interaction terms, as they do not 

significantly predict drive for thinness (p > .017).  

In regards to over exercise, the regression model is not statistically significant, F(5, 121) 

= 2.27, p = .052, with body dissatisfaction, depressive symptoms, low self-esteem, media 

internalization, and SMS accounting for approximately 5% of the variance in over exercise, 

Adjusted R2 = .05.  Media internalization (B = .33, p = .006) is the stronger predictor in the 

model and the only statistically significant predictor. Furthermore, media internalization (η2 = 

.06) uniquely accounts for about 6% of the variance in over exercise. Depressive symptoms (B = 

.13, p = .241), low self-esteem (B = -.07, p = .545), body dissatisfaction (B = -.01, p = .930), and 

SMS (B = -.09, p = .329) are weaker predictors of over exercise and do not contribute 

significantly to the model (see Table 12). The final model does not include the hypothesized 

interaction terms, as they do not significantly predict over exercise (p > .017). 
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When predicting emotional and binge eating, the regression model is statistically 

significant, F(6, 121) = 6.80, p < .001, with body dissatisfaction, depressive symptoms, low self-

esteem, media internalization, SMS, and SMSxDEP accounting for approximately 22% of the 

variance in emotional and binge eating, Adjusted R2 = .22.  Body dissatisfaction (B = .19, p = 

.015) and media internalization (B = .24, p = .009) are the stronger predictors in the model and 

the only statistically significant main effect predictors. Furthermore, body dissatisfaction (η2 = 

.04) and media internalization (η2 = .04) uniquely account for about 4% of the variance in EBE 

each. Low self-esteem (B = -.09, p = .288) is a weaker predictor of EBE and does not contribute 

significantly to the model. Depressive symptoms (B = .11, p = .026) and SMS (B = -.06, p = 

.583) are also weaker predictors of emotional and binge eating, however interpretation of these 

effects should be cautious, as the interaction between the predictors significantly contribute to 

the model (B = .61, p = .006). The interaction between depressive symptoms and SMS (η2 = .05) 

uniquely accounts for about 5% of the variance in emotional and binge eating, ∆R2 = .05, ∆F(1, 

120) = 7.85, p = .006. (see Table 13). Examination of a standard deviation moderation plot 

shows that lower depressive symptoms predicts lower amounts of emotional and binge eating for 

sexual minority African American men than for straight African American men, and that higher 

amounts of depressive symptoms predicts higher EBE for sexual minority African American 

men than for straight African American men. This difference was stronger when depressive 

symptoms was low (see Figure 5).  

 

White Sample 

When predicting drive for thinness, the regression model is statistically significant, F(5, 

537) = 33.00, p < .001, with body dissatisfaction, depressive symptoms, low self-esteem, media 
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internalization, and SMS accounting for approximately 23% of the variance in drive for thinness, 

Adjusted R2 = .23. Body dissatisfaction (B = .55, p < .001) and internalization (B = .20, p = .001) 

are the stronger predictors in the model and the only statistically significant predictors. 

Furthermore, body dissatisfaction (η2 = .16) and media internalization (η2 = .02) uniquely 

account for about 16% and 2% of the variance in drive for thinness, respectively. Depressive 

symptoms (B = -.15, p = .019), low self-esteem (B = .02, p = .777), and SMS (B = .05, p = .205) 

are weaker predictors of drive for thinness and do not contribute significantly to the model (see 

Table 11). The final model does not include the hypothesized interaction terms, as they do not 

significantly predict drive for thinness (p > .017).  

In contrast to the African American sample, the regression model for over exercise in the 

White sample is statistically significant, F(5, 537) = 18.97, p < .001, with body dissatisfaction, 

depressive symptoms, low self-esteem, media internalization, and SMS accounting for 

approximately 14% of the variance in over exercise, Adjusted R2 = .14.  Media internalization (B 

= .33, p = .006) and SMS (B = -.13, p = .002) are the stronger predictors in the model and the 

only statistically significant predictors. Furthermore, media internalization (η2 = .12) and SMS 

(η2 = .01) uniquely accounts for about 12% and 1% of the variance in over exercise, respectively. 

Depressive symptoms (B = .09, p = .132), low self-esteem (B = -.02, p = .749), and body 

dissatisfaction (B = -.02, p = .646) are weaker predictors of over exercise and do not contribute 

significantly to the model (see Table 12). The final model does not include the hypothesized 

interaction terms, as they do not significantly predict over exercise (p > .017). 

When predicting emotional and binge eating, the regression model is statistically 

significant, F(5, 537) = 26.70, p < .001, with body dissatisfaction, depressive symptoms, low 

self-esteem, media internalization, and SMS accounting for approximately 19% of the variance 
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in emotional and binge eating, Adjusted R2 = .19. Depressive symptoms (B = .14, p = .006) and 

low self-esteem (B = .26, p < .001) are the stronger predictors in the model and the only 

statistically significant predictors. Furthermore, depressive symptoms (η2 = .01) and low self-

esteem (η2 = .04) uniquely account for about 1% and 4% of the variance in EBE, respectively. 

Body dissatisfaction (B = -09, p = .023), internalization (B = .11, p = .019), and SMS (B = .05, p 

= .757) are weaker predictors of emotional and binge eating and do not contribute significantly to 

the model (see Table 13). The final model does not include the hypothesized interaction terms, as 

they do not significantly predict over exercise (p > .017). 

 

Latino Sample 

When predicting drive for thinness, the regression model is statistically significant, F(5, 

112) = 4.28, p = .001, with body dissatisfaction, depressive symptoms, low self-esteem, media 

internalization, and SMS accounting for approximately 12% of the variance in drive for thinness, 

Adjusted R2 = .12. Body dissatisfaction (B = .35, p = .012) and media internalization (B = .31, p 

= .013) are the stronger predictors in the model and the only statistically significant predictors. 

Furthermore, body dissatisfaction (η2 = .05) and media internalization (η2 = .05) uniquely 

account for about 5% of the variance in drive for thinness, each. Depressive symptoms (B = .19, 

p = .311), low self-esteem (B = -.14, p = .173), and SMS (B = .02, p = .838) are weaker 

predictors of drive for thinness and do not contribute significantly to the model (see Table 11). 

The final model does not include the hypothesized interaction terms, as they do not significantly 

predict drive for thinness (p > .017).  

In contrast to the African American sample, the regression model for over exercise in the 

Latino sample is statistically significant, F(5, 112) = 5.92, p < .001, with body dissatisfaction, 
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depressive symptoms, low self-esteem, media internalization, and SMS accounting for 

approximately 17% of the variance in over exercise, Adjusted R2 = .17. Media internalization (B 

= .51, p < .001) is the stronger predictor in the model and the only statistically significant 

predictor. Furthermore, media internalization (η2 = .14) uniquely accounts for about 14% of the 

variance in over exercise. Depressive symptoms (B = .10, p = .366), low self-esteem (B = -.10, p 

= .375), body dissatisfaction (B = -.22, p = .037), and SMS (B = -.14, p = .109) are weaker 

predictors of over exercise and do not contribute significantly to the model (see Table 12). The 

final model does not include the hypothesized interaction terms, as they do not significantly 

predict over exercise (p > .017). 

When predicting emotional and binge eating, the regression model is statistically 

significant, F(5, 112) = 10.19, p < .001, with body dissatisfaction, depressive symptoms, low 

self-esteem, media internalization, and SMS accounting for approximately 28% of the variance 

in emotional and binge eating, Adjusted R2 = .28. Body dissatisfaction (B = .21, p = .009) and 

internalization (B = .26, p < .004) are the stronger predictors in the model and the only 

statistically significant predictors. Furthermore, body dissatisfaction (η2 = .05) and low self-

esteem (η2 = .05) uniquely account for about 5% of the variance in EBE, each. Depressive 

symptoms (B = .14, p = .100), low self-esteem (B = .20, p = .021), and SMS (B = .09, p = .270) 

are weaker predictors of emotional and binge eating and do not contribute significantly to the 

model (see Table 13). The final model does not include the hypothesized interaction terms, as 

they do not significantly predict over exercise (p > .017). 

 

Coefficient Comparisons 

Examination of variable matching and ethnic sample discrepant multiple regression 
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coefficients reveal that when both coefficients are significant, they are not significantly different 

from each other (z-critical = +/- 1.645, z-obtained = -1.118 to 1.345).  

Comparison of effect sizes in drive for thinness behaviors show a large effect size for 

body dissatisfaction in the White sample (η2 = .16), but a moderate effect for African Americans 

(η2 = .10) and a small effect in the Latino sample (η2 = .05). Media internalization predicts drive 

for thinness behaviors with a moderate effect size for African Americans (η2 = .06), but a small 

effect size for White (η2 = .02) and Latino samples (η2 = .05).  

Regarding over exercise behaviors, SMS significantly predicts lower over exercise 

behaviors in the White sample (B = -.53, p = .002), but the variable was not significantly related 

to over exercise behaviors in the African American and Latino sample. Latino sample media 

internalization predicted over exercise behaviors with a large effect size (η2 = .14), however in 

the White sample (η2 = .12) media internalization moderately predicted the same behaviors. We 

cannot, however, compare media internalization for African Americans to other ethnicities in its 

prediction of over exercise, because the overall model did not adequately capture the variance 

observed in African American over exercise behaviors, Adj R2 = .05, F(5, 121) = 2.27, p = .052.  

Finally, depressive symptoms (B = .14, p = .006) and low self-esteem (B = .26, p < .001) 

are related to emotional and binge eating behaviors in the White sample, but not for the African 

American and Latino samples. Conversely, body dissatisfaction for African Americans (B = .19, 

p = .015) and Latinos (B = .21, p = .009) were significantly related to emotional and binge eating 

behaviors, but not for White participants. Similarly, media internalization for African Americans 

(B = .24, p < .009) and Latinos (B = .26, p < .004) were significantly related to EBE, but not for 

the White sample. Additionally, SMS successfully moderated the relationship between 

depressive symptoms and EBE for African Americans (B = .61, p = .006), but not for White or 
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Latino participants. 

Overall, male students of color, i.e. African American and Latino, were more similar to 

each other in model comparisons than with White student males (see Table 14). Furthermore, 

Tabulation of effect sizes indicate that Latino males exhibited only small effects and 1 large 

effect (Cohen, 1988) in the prediction of DE/EB, whereas African American male models 

included small and medium effects only and White males included a variety of effect sizes (see 

Table 15 for a summary).  

 

Discussion 

We examined multiple transtheoretical predictors of disordered eating and exercise 

behaviors (DE/EB) through the lenses of intersectionality and minority stress. Our findings 

support the notion that attending to multiple minority stress helpful in understanding male 

DE/EB. We were unable to examine the multiple minority stress hypothesized effects in Latinos, 

due to both a small sample of gay and bisexual Latinos and constrained variance on some key 

variables. For our White participants, however, we can confidently suggest that sexual minority 

identity does not exacerbate examined risk factors associated with DE/EB. Instead, the main 

effect of our predictors appear to sufficiently explain DE/EB among White college men. This 

finding may be the case due to reduced minority stress inherent in White sexual minority identity 

as compared to men in the U.S. who are both ethnic minorities and sexual minorities. It seems 

more likely, however, that factors unique to gay and bisexual male minority stress, such as 

internalized homophobia and lack of perceived interpersonal support of sexuality, may be more 

appropriate as moderators than sexual identity. Nevertheless, for our African American sample, 

we found evidence to support the hypothesis that multiple minority stress interacts with 
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depression symptoms, such that among this group of ethnically underrepresented men, being a 

sexual minority magnified the likelihood of emotional and binge eating. 

For emotional and binge eating (EBE) in the African American sample, the interaction 

between depressive symptoms and SMS, when holding all other variables constant, is congruent 

with the hypothesized prediction of SMS strengthening the relationship. For African American 

men, the addition of minority stress to depressive symptoms increases the possibility for 

maladaptive eating as a form of coping.. The reason for this finding is not clear. It may be the 

case that religiosity of the typical African American male college student in the southern U.S. 

creates a culture of stress for gay African American men. We are not, however, able to speak to 

this possibility with the current data, although it is congruent with the literature (e.g. Meyer, 

1995; Lewis, 2003) 

In stark contrast to hypotheses drawn from minority stress frameworks, we found support 

for our intersectionality hypothesis. Clearly the data gathered show a variety of differences 

between ethnicities in the prediction of DE/EB. For African Americans, the hypothesized model 

failed to adequately explain observed variance in over exercise behaviors. Although 

internalization of media ideals was significantly related to over exercise after holding other 

variables constant, the unique variance accounted for by the single predictor was not sufficient 

for African Americans, unlike White and Latino participants. This may be due to risk factors 

important to African Americans’ over exercise behaviors that we did not include in the model, 

such as masculinity. Another possibility is that problematic error may be suppressed by holding 

acculturation constant. For instance, African Americans may only engage in over exercise 

behaviors to cope with unrealistic media ideals in as much as they identify with the culture 

presenting those messages.  
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When predicting drive for thinness behaviors, however, all models were significant and 

the stronger predictors were similar across ethnicity, albeit in varying effect sizes. This suggests 

that although body dissatisfaction and media internalization are important regardless of ethnicity 

in its association with dieting and restrictive eating, the extent to which they are meaningful does 

depend on ethnicity. Media internalization was more important for African Americans, but body 

dissatisfaction was more important for White participants. Interestingly, the model appears to be 

missing a predictive element for Latino drive for thinness. This may be due to unique cultural 

expectations within Latinos that are not as prevalent in African American or White populations. 

For instance, experience of appearance based racial discrimination and related dietary restriction 

to compensate may be unique to Latinos, and inclusion of those variables may improve the 

model. 

There was also support for the use of quantitative intersectionality, as seen in the 

differences observed when predicting emotional and binge eating behaviors. Although all 

predictors only marginally explained unique variance across ethnicities, depressive symptoms 

and low self-esteem do appear to be statistically more meaningful for White participants than 

other ethnicities. For African Americans and Latinos, however, body dissatisfaction and media 

internalization were statistically more important risk factors than for White ethnicity. In fact, it 

may be the case that only White populations engage in DE/EB coping uniquely due to depressive 

symptoms and low self-esteem not related to other risk factors. It may be the case that emotional 

and binge eating behaviors are not as successful coping strategies to depression and low self-

esteem for male ethnic minorities. This may possibly be due to food availability, values placed 

on food that are different than White men, or unique cultural aspect of eating that are more 

typical to people of color. On the other hand, it could be true that African American and Latino 
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males simply understood the depression symptom measure differently, although this seems 

unlikely. Bivariate correlations were consistent across ethnic groups in how depression related 

with low self-esteem, body dissatisfaction, and emotional/binge eating. This finding suggests that 

depression was understood similarly across ethnic samples, and that a more robust explanation 

is, in fact, that depression and poor self-esteem is not uniquely associated with emotional and 

binge eating. 

 

Theoretical Implications 

The observed ethnic sample discrepancy in disordered eating has several implications to 

theory. Evidence suggests that for African American and Latino males, disordered eating 

behaviors may not be as successful in regulating negative affect than disordered exercise 

behaviors. Given the well supported theory of affect regulation in the conceptualization of body 

dissatisfaction and disordered eating (Polivy & Herman, 1993), one explanation for this finding 

is that male students of color have implicitly learned that emotional and binge eating will not 

improve their mood or global self-evaluation. This is likely an oversimplification, however, due 

to differential bivariate correlations (see Tables 8-10). Depression is clearly associated with 

emotional and binge eating in the 3 ethnic samples, yet low self-esteem is only related to 

emotional and binge eating in White and Latino samples. In fact, African American male’s level 

of self-esteem is unrelated to all measured DE/EB, whereas for White and Latino males it is 

related to both drive for thinness and emotional and binge eating. A similar pattern of 

discrepancy is apparent in how depression is related to body dissatisfaction in African American 

and White males, but not Latinos. Therefore, instead of differential affect regulation using 

disordered eating behaviors, is seems more likely that African American and Latino male college 
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students experience poor self-esteem and depression in unique and different ways.  

The possibility for coping mechanisms other than disordered eating and exercise 

behaviors is high for African American males. We suggest that another form of coping, 

unexamined in the current study, is that African American men draw from their cultural identity 

to cope with negative affect and poor self-evaluation. Although the literature for female 

disordered eating identifies some ethnic and racial identities as protective factors (i.e., Aruguete, 

DeBord, Yates, & Edman, 2005; White & Grilo, 2005; Sabik, Cole, & Ward, 2010; Cotter, 

Kelly, Mitchell, & Mazzeo, 2015; Mason & Lewis, 2015), our data suggest that for men, ethnic 

identity is largely unrelated to subclinical levels of DE/EB and transtheoretical risk factors. 

However, as with depression and low self-esteem, the relationships between risk factors and 

disordered eating were not present. On the other hand, although reports show that African 

American men exhibit lower levels of internalization of thin media ideals (Warren, Gleaves, & 

Rakhkovskaya, 2013), our data suggest that media internalization is uniquely associated with 

African American male drive for thinness behaviors. Although it may be empowering for ethnic 

identities to be highlighted for their protective cultural norms, our data suggest that ending 

investigations with that level of information is an injustice to our understanding of their 

experience of pathology. Ethnic differences in the explanatory variance of factors related to male 

DE/EB point to a greater need for researchers to both incorporate cultural influences into their 

theoretical models and to examine ethnic and gender samples independently. With more data 

highlighting these modeled nuances, we may begin to explore the ways in which ethnic identity 

can be used as a source of resilience within people of color.  

Although our study was underpowered to properly test hypotheses drawn from the 

incorporation of minority stress framework into our larger theory, we found an effect that was 
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powerful enough to surpass this limitation. Sexual minority African American males appeared to 

be more reactive to depressive symptoms, as exhibited by their steeper associative slope with 

emotional and binge eating. This finding speaks to the validity of researchers who suggest that 

overlapping ethnic identities in tandem with sexual orientation increases vulnerability to a wide 

variety of pathology (Hatzenbuehler, 2009). Although far more research is needed to test these 

hypotheses, the significant associations we found is a small step forward in addressing the 

concerns of ethno-racialized sexual minority men who feel underserved (Brennan et al., 2013) 

Support for the transtheoretical framework of DE/EB (Pennesi & Wade, 2016) appears to 

be supported by our data. With varying levels of strength, our identified common predictors 

successfully modeled examined subclinical DE/EB. An important caveat to this framework is 

that, in some way, cultural influences need to be incorporated into the theory. For the current 

study, we accomplished this by examining ethnic samples separately. Given that our common 

predictors were not able to model over exercise behaviors in African American men, 

modification to the theory may be necessary for cross-cultural applicability. Researchers have 

suggested in the past to use independent examination of ethnic samples to dispel inaccurate 

generalizations, such as with the alcohol use literature (Caetano, Clark, & Tam, 1998). In the 

context of cultural eating food choice development (Kumanyika, 2008) and structural 

inequalities in low income ethnically underrepresented neighborhoods (Neff, Palmer, McKenzie, 

& Lawrence, 2009), it is understandable that men of color and White males exhibit differing 

predictive mechanisms when their eating becomes problematic. The current study suggests that 

differences in cultural eating patterns may be important to the development of DE/EB.  
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Clinical Implications 

It is interesting to note that body dissatisfaction and internalization is uniquely associated 

with both emotional and binge eating behaviors and drive for thinness behaviors in men of color 

only. Seeing as the two behaviors cannot be simultaneously engaged in, we can safely assume 

that one must follow the other in chronological sequence for an individual. Thus, subclinical 

symptoms of problematic eating followed by compensatory efforts to stay thin, or visa-versa, 

suggest a possible path to bulimia symptoms. Intervention efforts to help African American and 

Latino men treat or prevent bulimia symptoms, per data in the current study, might particularly 

benefit from addressing body dissatisfaction and unrealistic media standards, with less emphasis 

on depressive symptoms and low self-esteem when appropriate. This may especially be true if 

clinicians suspect over exercise as a compensatory behavior. In contrast to men of color, White 

men may be best served with a combination of intervention aimed at both depressive symptoms 

and low self-esteem when addressing emotional and binge eating behaviors, and body 

dissatisfaction and media internalization when addressing compensatory behavior. Caution 

should be considered with intervention efforts for gay or bisexual African American men who 

may be at risk for development of bulimic symptoms, as depressive symptoms may be more 

strongly associated with their emotional and binge eating behaviors than for straight African 

American men.  

Interventions aimed at addressing drive for thinness and over exercise behaviors in men, 

in the absence of emotional and binge eating, might be best characterized as efforts to treat or 

prevent anorexia symptoms.   Our data suggest that problematic body image and unrealistic 

media ideals, irrespective of ethnic identity, depressive symptoms, and low self-esteem may be 

more meaningful for subclinical concerns. While body image, rather than unrealistic media 
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ideals, appear to be more viable targets of intervention for White men at subclinical risk for 

anorexia, data suggest that both are equally meaningful for African American and Latino men.  

Emotional and binge eating in the absence of compensatory behaviors, such as with binge 

eating disorder symptoms, might consider differences in both ethnicity and sexual orientation. 

For White men, intervention aimed at improving affective dysfunction, such as reducing 

depressive symptoms and low self-esteem, may be more beneficial than issues with media 

internalization or body image dissatisfaction. Conversely, data suggest Latino and African 

American men would not benefit from similar treatment and prevention as much as White men, 

and instead may see the most benefit from addressing body image dissatisfaction and media 

internalization. Gay and bisexual African American men, however, might reap the benefits of 

intervention targeting all modeled TC/AP, with less emphasis on low self-esteem. 

Taken together, these findings suggest that clinicians incorporate ethnicity and race in 

their conceptualization of males who report DE/EB or related risk factors. Given we are in the 

beginning stages of exploring these differences, the current study highlights only what is likely 

in a non-clinical population. Due to this nuance, it would be prudent of clinicians to interpret 

these findings as a representation of cultural norms their clients experience as an individual 

embedded in their ethnic community. Furthermore, the degree to which men presenting at a 

college counseling center identify and socialize with their community would understandably 

limit the accuracy of the current model.  

 

Limitations 

A variety of limitations should be considered when interpreting our findings. The current 

sample was not sufficient to test for the minority stress component of our model, due to a small 
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sample of sexual minority men. The consequence of this in our analysis was that the intersection 

of ethnicity and sexual minority status was unable to be properly examined. While this speaks to 

the veracity of the evidence we found in in sexual minority African American men, it suggests 

that the absence of significant interactions should be interpreted with caution. Furthermore, 

generalizability of our findings is limited primarily to college students, and care should be taken 

when using these findings to inform decisions or research with clinical populations, low SES or 

uneducated populations, or individuals with an ethnic identity other than African American, 

White, and Latino. The current sample was further limited in generalizability due to the 

convenience sampling in a local southern U. S. region.  

The cross-sectional correlational method of this study limits our ability to infer causal 

relationships. While our theoretical understanding of the examined constructs enabled the use of 

predictive language, we are not able to assert causal pathways in the current study. For instance, 

it could be true that over exercise behaviors expose college students to a culture of fitness and 

aesthetic beauty that causes increases in our measured independent variables. Similarly, 

emotional and binge eating behaviors unrelated to maladaptive coping, which may be the case 

with normative cultural food consumption practices, may have a causal path to body 

dissatisfaction. Similarly, thinness behaviors related to lowered food availability in low income 

families may cause increases in depressive symptoms due to poor nutrition. Given the possibility 

for a variety of causal paths, we are not able to speak to directionality with the current study. 

Error related to measurement should also be considered when interpreting the findings of 

this study. As previously mentioned, normative cultural eating patterns that differ by ethnicity 

may not be accounted for within our conceptualization of examined constructs. Our measure for 

emotional and binge eating may not be capturing problematic eating within ethnically 
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underrepresented men. Each construct was also measure by a single instrument, limiting our 

ability to reduce error when measuring our variables of interest. Perhaps the most egregious 

offender of this is our measure of sexual orientation. A single item of self-report is insufficient in 

capturing differences in sexual orientation identity formation. Individuals in the study may exist 

within different developmental stages of “coming out” to themselves or others (Cass, 1979), 

which may reduce the validity of self-report for that item. Similarly, a single item of ethnic 

identity, although widely used in literature, may contain problematic error that was left 

unexamined in our models  

Future Directions 

Due to the inherent difficulties in measuring sexual orientation in men, a 

multidimensional approach may be better suited to test the hypotheses in the current study. As 

such, future research should examine variance in the spectrum of sexual identity and its 

association with DE/EB and related constructs. Dimensions of sexual identity, such as 

internalized homophobia, masculinized gender roles, and perceived social support for one’s 

sexuality may be incorporated into a more robust operationalization of sexual identity. Future 

work may also address generalizability of our findings by recruitment in the broader national 

scale, with oversampling of ethnic and sexual minorities. Given the resources needed for such 

studies, it would be reasonable for future work to examine one identity at a time, with 

recruitment strategies that properly represent the community of interest. Similarly, causal 

direction may be able to be inferred with longitudinal designs, although such exploration would 

be costly and unfeasible in certain settings. 

More work is needed to properly remedy the current dearth of DE/EB research in ethnic 

and sexual minority men. Given the amount of useful, theory based, empirical data we could 
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report with cross-sectional convenience sampling, more robust methodology may provide 

clarification to the questions our data suggests. Taken together, we can confidently state that 

cultural influences are certainly important to the underlying mechanisms of male DE/EB. Indeed, 

the impact of ethnic identity on the formation of an eating disorder, be it protective or 

exacerbating, suggests that cultural variables are important to consider for all types of 

psychopathology. While the current study is concerned with DE/EB only, future work may well 

use the same quantitative framework when investigating other dysfunctional behaviors and 

disorders. 

Table 1 

Sample Demographic Frequencies and Percentages 

Ethnicity 

 N (percent)  

Overall Straight SMS 

Overall 788 (100) 731 (92.8) 57 (7.2) 

African American 127 (16.1) 116 (14.6) 11 (1.4) 

White 543 (68.9) 503 (63.7) 40 (5.1) 

Latino 118 (15.0) 112 (14.2) 6 (1.0) 

Note. Values in parentheses reference the overall sample N. 
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Table 2 

Sample Demographic Means and Ranges 

Variable Ethnicity 

 M (SD)   Range  

Overall Straight SMS Overall Straight SMS 

Age Overall 20.4(2.3) 20.4(2.3) 20.4(2.5) 18-25+ 18-25+ 18-25+ 

African American 20.5(2.2) 20.5(2.2) 20.4(2.7) 18-25+ 18-25+ 18-25+ 

White 20.5(2.3) 20.5(2.3) 20.3(2.5) 18-25+ 18-25+ 18-25+ 

Latino 20.1(2.2) 20.0(2.1) 20.5(2.6) 18-25+ 18-25+ 18-25+ 

BMI Overall 24.9(5.0) 25.0(5.1) 23.4(4.5) 16.1-51.6 16.1-51.7 17.4-33.9 

African American 26.2(5.0) 26.4(5.0) 24.3(5.4) 16.7-44.19 16.8-44.2 17.4-33.9 

White 24.4(5.0) 24.5(5.0) 22.8(4.1) 16.1-51.7 16.1-51.7 17.9-33.0 

Latino 25.9(5.0) 25.9(5.0) 26.1(5.3) 19.0-42.2 19.0-42.2 20.0-32.0 
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Table 3 

Reliability and Normality of Independent Variables 

Variable (items) Ethnicity Cronbach’s Alpha Skewness (Standard Error) Kurtosis (Standard Error) 

Body Dissatisfaction (4) 

Overall .79 0.17 (.1) -0.52 (.2) 

African American .83 0.30(.2) -0.37(.4) 

White .78 0.21(.1) -0.49(.2) 

Latino .78 -0.06(.2) -0.70(.4) 

Depression  
Symptoms (13) 

Overall .91 1.35 (.1) 1.89 (.2) 

African American .89 1.62(.2) 3.82(.4) 

White .92 1.29(.1) 1.59(.2) 

Latino .90 1.40(.2) 2.11(.4) 

Low Self-Esteem (10) 

Overall .90 0.61 (.1) -0.01 (.2) 

African American .84 0.86(.2) 0.20(.4) 

White .91 0.54(.1) -0.05(.2) 

Latino .89 0.64(.2) 0.12(.4) 

Internalization of Thin 
Media Ideals (9) 

Overall .95 -0.33 (.1) -0.64 (.2) 

African American .97 -0.30(-.3) -0.80(.5) 

White .95 -0.32(.1) -0.61(.2) 

Latino .95 -0.49(.3) -0.44(.5) 
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Table 4 

Reliability and Normality of Dependent Variables 

Variable (items) Ethnicity Cronbach’s 
Alpha Skewness (Standard Error) Kurtosis (Standard Error) 

Drive for  
Thinness (4) 

Overall .73 -0.04(.09) -0.88(.2) 

African American .75 0.37(.2) -0.62(.4) 

White .72 -0.10(.1) -0.85(.2) 

Latino .74 -0.29(.2) -0.95(.4) 

Over Exercise (8) 

Overall .78 0.33(.1) -0.50(.2) 

African American .73 0.29(.2) -0.74(.4) 

White .80 0.36(.1) -0.39(.2) 

Latino .77 0.26(.2) -0.60(.4) 

Emotional and 
Binge Eating (4) 

Overall .79 0.88(.1) 0.44(.2) 

African American .76 1.20(.2) 1.50(.4) 

White .81 0.81(.1) 0.33(.2) 

Latino .74 0.94(.2) 0.23(.4) 
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Table 5 

Univariate Statistics for Independent Variables 

Variable Ethnicity 
M(SD) Possible  

Min-Max 
Obtained Min-Max 

Overall Straight SMS Overall Straight SMS 

BD 

Overall 3.32(1.1) 3.29(1.1) 3.72(1.1) 

1-6 

1-6 1-6 1-6 
African American 3.10(1.1) 3.03(1.1) 3.89(1.3) 1-6 1-6 2-6 

White 3.34(1.0) 3.31(1.0) 3.69(0.9) 1-6 1-6 1-5 
Latino 3.50(1.1) 3.50(1.1) 3.56(1.7) 1-6 1.25-6 1-4.50 

DEP 

Overall 10.29(9.2) 9.86(9.0) 15.68(10.5) 

0-52 

0-50 0-50 0-47 
African American 8.82(8.3) 7.83(7.3) 19.27(10.8) 0-47 0-41 6-47 

White 10.58(9.4) 10.28(9.2) 14.45(10.2) 0-50 0-50 0-42 
Latino 10.50(9.2) 10.14(9.0) 17.33(11.9) 0-44 0-44 7-39 

RSES 

Overall 17.85(5.7) 17.59(5.6) 21.11(5.4) 

10-40 

10-37 10-37 10-36 
African American 16.51(5.1) 16.05(4.9) 21.09(4.9) 10-32 10-32 14-29 

White 18.19(5.8) 17.94(5.7) 21.42(5.9) 10-37 10-37 10-36 
Latino 17.65(5.5) 17.56(5.7) 19.17(2.1) 10-33 10-33 16-21 

IG 

Overall 3.19(1.1) 3.18(1.1) 3.32(1.1) 

1-5 

1-5 1-5 1-5 
African American 3.12(1.1) 3.11(1.1) 3.27(1.5) 1-5 1-5 1-5 

White 3.15(1.1) 3.14(1.1) 3.34(1.1) 1-5 1-5 1.20-5 
Latino 3.41(1.1) 3.42(1.1) 3.28(0.9) 1-5 1-5 2.20-4.40 

Note. RSES = Low Self-Esteem, IG = Internalization of Thin Media Ideals, BD = Body Dissatisfaction, DEP = Depression Symptoms 
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Table 6 

Univariate Statistics for Dependent Variables 

Variable Ethnicity 
M(SD) Possible 

Min-Max 
Obtained Min-Max 

Overall Straight SMS Overall Straight SMS 

Drive for Thinness 

Overall 3.30(1.3) 3.28(1.3) 3.60(1.4) 

1-6 

1-6 1-6 1-6 

African American 3.04(1.4) 3.02(1.3) 3.23(1.8) 1-6 1-6 1-6 

White 3.33(1.2) 3.30(1.2) 3.71(1.3) 1-6 1-6 1.25-6 

Latino 3.47(1.3) 3.47(1.3) 3.50(1.2) 1-5.75 1-5.75 1.75-5.00 

Over Exercise 

Overall 2.73(1.1) 2.76(1.1) 2.31(1.0) 

1-6 

1-6 1-6 1-4.50 

African American 2.80(1.1) 2.81(1.1) 2.59(1.3) 1-5.25 1-5.25 1-4.50 

White 2.70(1.1) 2.74(1.1) 2.26(0.8) 1-6 1-6 1-4.50 

Latino 2.80(1.1) 2.84(1.1) 2.13(1.0) 1-5.25 1-5.25 1-3.50 

Emotional and Binge 
Eating 

Overall 2.10(1.0) 2.08(0.9) 2.50(1.2) 

1-6 

1-5.75 1-5.75 1-5.25 

African American 1.90(0.9) 1.84(0.8) 2.64(1.3) 1-5.25 1-5.00 1-5.25 

White 2.17(1.0) 2.14(1.0) 2.45(1.2) 1-5.75 1-5.75 1-5.25 

Latino 2.06(1.0) 2.04(0.9) 2.54(1.4) 1-4.50 1-4.50 1.25-4.50 
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Table 7 

Overall Sample Two-tailed Bivariate Pearson Correlation Coefficients 

 DFT OE EBE BD DEP RSES IG 

OE .16, .16, .28 -      

EBE .23, .23, .12 .15, .15, .38 -     

BD .43, .41, .66 .04, .06, -.02 .23, .30, -.10 -    

DEP .06, .06, -.15 .10, .11, .26 .35, .31, .55 .22, .25, -.25 -   

RSES .12, .12, -.05 .03, .04, .14 .38, .36, .41 .31, .34, -.20 .60, .60, .51 -  

IG .32, .33, .24 .42, .44, .08 .26, .26, .29 .32, .30, .44 .18, .21, -.12 .17, .18, -
.07 - 

SMS .06 -.10 .11 .10 .16 .16 .04 

Note. DFT = Drive for Thinness, OE = Over Exercise, EBE = Emotional and Binge Eating, BD = Body Dissatisfaction, DEP = Depression Symptoms, RSES = 
Low Self-Esteem, IG = Internalization of Thin Media Ideals, SMS = Sexual Minority Status (heterosexual is the reference group). The coefficients are listed in 
the following order: Overall, Straight, SMS. Single coefficients are for the overall sample. Bolded values are significant (p < .05) 
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Table 8 

African American Sample Two-tailed Bivariate Pearson Correlation Coefficients 

 DFT OE EBE BD DEP RSES IG 

OE .13 -      

EBE .39 .02 -     

BD .40 .06 .30 -    

DEP .16 .10 .32 .23 -   

RSES .01 -.02 .09 .21 .47 -  

IG .42 .33 .30 .32 .17 .06 - 

SMS .04 -.06 .25 .21 .39 .29 .04 

Note.  Only overall African American sample reported due to low SMS sample (see Table 1). DFT = Drive for Thinness, OE = Over Exercise, EBE = 
Emotional and Binge Eating, BD = Body Dissatisfaction, DEP = Depression Symptoms, RSES = Low Self-Esteem, IG = Internalization of Thin Media Ideals, 
SMS = Sexual Minority Status (heterosexual is the reference group). Bolded values are significant (p < .05) 
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Table 9 

White Sample Two-tailed Bivariate Pearson Correlation Coefficients 

 DFT OE EBE BD DEP RSES IG 

OE .17, .18, .19 -      

EBE .17, .18, -.03 .21, .20, .47 -     

BD .46, .44, .62 .09, .11, -.09 .25, .29, -.22 -    

DEP .03, .02, -.03 .10, .10, .28 .35, .32, .56 .26, .28, -.10 -   

RSES .11, .11, .03 .07, .07, .32 .42, .40, .57 .33, .36, -.16 .65, .65, .60 -  

IG .30, .32, -07 .43, .46, .11 .23, .22, .26 .34, .34, .20 .17, .17, .08 .20, .20, .09 - 

SMS .09 -.11 .08 .10 .12 .16 .05 

Note.  DFT = Drive for Thinness, OE = Over Exercise, EBE = Emotional and Binge Eating, BD = Body Dissatisfaction, DEP = Depression Symptoms, RSES 
= Low Self-Esteem, IG = Internalization of Thin Media Ideals, SMS = Sexual Minority Status (heterosexual is the reference group). The coefficients are listed in 
the following order: Overall, Straight, SMS. Single coefficients are for the overall sample. Bolded values are significant (p < .05) 
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Table 10 

Latino Sample Two-tailed Bivariate Pearson Correlation Coefficients 

 DFT OE EBE BD DEP RSES IG 

OE .17 -      

EBE .31 .07 -     

BD .32 -.16 .35 -    

DEP .02 .11 .34 .03 -   

RSES .21 -.08 .41 .33 .49 -  

IG .31 .44 .39 .18 .24 .14 - 

SMS .01 -.14 .13 .01 .17 .07 -.03 

Note.  Only overall Latino sample reported due to low SMS sample (see Table 1). DFT = Drive for Thinness, OE = Over Exercise, EBE = Emotional and 
Binge Eating, BD = Body Dissatisfaction, DEP = Depression Symptoms, RSES = Low Self-Esteem, IG = Internalization of Thin Media Ideals, SMS = Sexual 
Minority Status (heterosexual is the reference group). Bolded values are significant (p < .05) 
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Table 11 

Summary of Hierarchical Multiple Regression Analyses for Variables Predicting Drive for Thinness 

Variable 
African American White Latino 

B SE η2 Tol VIF B SE η2 Tol VIF B SE η2 Tol VIF 

BD .47 .12 .10 .86 1.17 .55 .05 .16 .84 1.20 .35 .14 .05 .92 1.08 

DEP .15 .13 .01 .69 1.44 -.15 .06 .01 .59 1.70 .19 .14 .01 .67 1.48 

RSES -.16 .13 .01 .77 1.31 .02 .06 .00 .56 1.79 -.14 .13 .01 .70 1.43 

IG .40 .14 .06 .91 1.10 .20 .06 .02 .91 1.09 .31 .12 .05 .85 1.17 

SMS -.05 .43 .00 .82 1.22 .05 .18 .00 .97 1.03 .02 .51 .00 .97 1.04 

Summary Adj R2 = .21, F(5, 121) = 7.57 Adj R2 = .23, F(5, 537) = 33.00 Adj R2 = .12, F(5, 112) = 4.28 

Note.Tol = Tolerance. VIF = Variance Influence Factor, BD = Body Dissatisfaction, DEP = Depression Symptoms, RSES = Low Self-Esteem, IG = 
Internalization of Thin Media Ideals, SMS = Sexual Minority Status (heterosexual is the reference group).  Bolded values are significant after Bonferroni 
correction. 
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Table 12 

Summary of Hierarchical Multiple Regression Analyses for Variables Predicting Over Exercise 

Variable 
African American White Latino 

B SE η2 Tol VIF B SE η2 Tol VIF B SE η2 Tol VIF 

BD -.01 .10 .00 .86 1.17 -.02 .05 .00 .84 1.20 -.22 .10 .03 .85 1.17 

DEP .13 .11 .01 .69 1.44 .09 .06 .00 .59 1.70 .10 .11 .01 .70 1.43 

RSES -.07 .11 .00 .77 1.31 -.02 .06 .00 .56 1.79 -.10 .12 .01 .67 1.49 

IG .33 .12 .06 .91 1.10 .48 .06 .12 .91 1.09 .51 .12 .14 .92 1.08 

SMS -.09 .37 .01 .82 1.22 -.13 .17 .01 .97 1.03 -.14 .43 .02 .97 1.04 

Summary Adj R2 = .05, F(5, 121) = 2.27 Adj R2 = .14, F(5, 537) = 18.97 Adj R2 = .17, F(5, 112) = 5.92 

Note. Tol = Tolerance. VIF = Variance Influence Factor, BD = Body Dissatisfaction, DEP = Depression Symptoms, RSES = Low Self-Esteem, IG = 
Internalization of Thin Media Ideals, SMS = Sexual Minority Status (heterosexual is the reference group).  Bolded values are significant after Bonferroni 
correction. 
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Table 13 

Summary of Hierarchical Multiple Regression Analyses for Variables Predicting Emotional and Binge Eating 

Variable 
African American White Latino 

B SE η2 Tol VIF B SE η2 Tol VIF B SE η2 Tol VIF 

BD .19 .08 .04 .84 1.19 .09 .04 .01 .84 1.20 .21 .08 .05 .85 1.17 

DEP .11 .10 .01 .56 1.78 .14 .05 .01 .59 1.70 .14 .08 .03 .70 1.43 

RSES -.09 .08 .01 .76 1.31 .26 .05 .04 .56 1.79 .20 .09 .02 .67 1.48 

IG .24 .09 .04 .87 1.15 .11 .05 .01 .91 1.09 .26 .09 .05 .92 1.08 

SMS -.06 .36 .00 .48 2.08 .05 .05 .00 .97 1.03 .09 .32 .01 .97 1.04 

Block 2                

SMSxDEP .61 .22 .05 .40 2.49           

Summary ∆R2 = .05, ∆F(1, 120) = 7.85 
Adj R2 = .22, F(6, 120) = 6.80 Adj R2 = .19, F(5, 537) = 26.70 Adj R2 = .28, F(5, 112) = 10.19 

Note. Tol = Tolerance. VIF = Variance Influence Factor, BD = Body Dissatisfaction, DEP = Depression Symptoms, RSES = Low Self-Esteem, IG = 
Internalization of Thin Media Ideals, SMS = Sexual Minority Status (heterosexual is the reference group). Bolded values are significant after Bonferroni 
correction. 
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Table 14 

Number of Significantly Discrepant Coefficients between Ethnic Samples by Dependent Variable 

Variable African American - White Latino - White African American - Latino 

Drive for 
Thinness 0 0 0 

Over Exercise 2 1 1 
Emotional and 
Binge Eating 5 4 1 

 
Table 15 

Number of Effect Sizes Sorted by Effect Size Threshold, Ethnicity, and Dependent Variable 

Variable Effect Size African American White Latino 

Drive for Thinness 

Small 1 0 4 

Medium 2 2 0 

Large 0 1 0 

Over Exercise 

Small 2 1 4 

Medium 1 1 0 

Large 0 0 1 

Emotional and 
Binge Eating 

Small 5 4 5 

Medium 0 0 0 

Large 0 0 0 
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Figure 1. Preliminary modified transtheoretical model of male disordered eating and exercise. 
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Figure 2. Psychosocial transtheoretical model of male disordered eating and exercise. 
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Figure 3. Model of moderation hypothesis for disordered eating and exercise (DE/EB) and 
transtheoretical cognitive and affective predictors. 

 

 

Figure 4. Power analysis. Computed for linear multiple regression F tests when testing for 
significant R2 deviation from zero. Number of predictors assumed = 9, α error probability = 0.05, 
effect size f2 = 0.15. 
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Figure 5. Moderation plot for African American sample predicting emotional eating. 
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