The Pennsylvania State University
The Graduate School
College of the Liberal Arts

EFFECTS OF STATE AND TRAIT BODY SHAME
ON HEALTH-RELATED OUTCOME MEASURES

A Thesis in
Psychology
by
Jean M. Lamont

Submitted for Partial Fulfillment
of the Requirements
for the Degree of

Master of Science
August 2011

ii
The thesis of Jean M. Lamont was reviewed and approved* by the following:
Stephanie A. Shields
Professor of Psychology and Women’s Studies
Thesis Advisor
Karen Gasper
Professor of Psychology
Michelle G. Newman
Associate Professor of Psychology
Melvin M. Mark
Professor of Psychology
Head of the Department of Psychology
*Signatures are on file in the Graduate School.

iii
ABSTRACT
Body shame, a self-conscious emotion resulting from the perceived failure to meet a cultural appearance
ideal as well as the attribution of this failure to the core self, is a common experience for women in Western
culture. Body shame has been linked to the development of psychological disorders such as depression by
way of helplessness, but other features of the body shame experience may implicate this emotion in poor
physical health outcomes as well. Literature linking body shame to detrimental health behaviors and
diminished interoceptive awareness suggests that body shame creates a situation in which the appearance of
the body becomes an individual’s central focus to the detriment of bodily well-being. However, this
research does not establish a causal link between body shame and these health-related factors, nor is it a
direct test of the relationship between body shame and the importance of one’s bodily well-being. The
purpose of the proposed research is to test whether state and trait body shame contribute to decreases in
self-reports of the importance of bodily well-being. Participants who were either high or low in trait body
shame were randomly assigned to either an experimental condition in which body shame is induced or a
control condition. Both state and trait levels of body shame were expected to affect participant self-ratings
of health orientation as well as other health-related outcome variables. State level of body shame was
unaffected by the experimental manipulation; however, main effects of trait level of body shame were
revealed for many of the health-related outcome variables, indicating that participants high in trait body
shame reported lower interoceptive awareness, more willingness to value appearance over physical health,
and more willingness to avoid health care professionals than participants low in trait body shame.
Implications for future research include amending the research protocol in order to be able to test causal
effects of body shame on health-related factors, testing potential mediation of the relationship between trait
body shame and poor health outcomes by health-related factors, and examining other mechanisms, such as
cortisol evocation, by which body shame could contribute to poor health outcomes.
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INTRODUCTION
In Western culture, women’s bodies are often considered objects to be evaluated on the basis of
their appearance from an external viewer’s perspective, a process called sexual objectification.
Internalization of this perspective is referred to as self-objectification, a situation which reliably evokes
body shame. Body shame is a hedonically negative self-conscious emotion that derives from the
perception that one’s appearance falls short of a cultural appearance ideal and that the elements of one’s
appearance that do not meet this ideal represent incontrovertible flaws of the core self. Body shame has
been found to contribute to poor psychological health outcomes (e.g., Grabe, Hyde, & Lindberg, 2007;
Szymanski & Henning, 2007; Tiggemann & Kuring, 2004), and preliminary research suggests that trait
body shame is positively correlated with poor physical health outcomes (Lamont, 2010). Research
suggests that the connection between body shame and psychological health is that the near-constant
evocation of body shame in women in Western culture leads to perceptions of psychological helplessness
(e.g., Grabe et al., 2007; Tiggemann & Kuring, 2004) which has been shown to factor into the development
of psychological disorders (Abramson, Seligman, & Teasdale, 1978). But what could explain the
relationship between body shame and physical health outcomes? The purpose of this study is to examine
the importance that one places on one’s health as a specific feature of the body shame experience.
In their seminal article introducing objectification theory, Fredrickson & Roberts (1997) argued
that when body shame is evoked, the value of the appearance of the body is placed above that of its utility
and well-being such that the functioning and health of the body is less important than its appearance. This
lack of attention to bodily well-being in the service of appearance is suggested by research demonstrating
positive associations between trait body shame and engagement in detrimental health behaviors (AugustusHorvath & Tylka, 2009; Calogero, 2009; Fiissel & Lafreniere, 2006; Harrell, Fredrickson, Pomerleau, &
Nolen-Hoeksema, 2006) and negative associations between trait body shame and interoceptive awareness
(Daubenmeir, 2005; Muehlenkamp & Saris-Baglama, 2002; Myers & Crowther, 2008). Both participation
in detrimental health behaviors and diminished interoceptive awareness have been linked to poor health
outcomes (e.g., Kabir, Connolly, Clancy, Koh, & Capewell, 2008; Frasure-Smith, 1987). If body shame
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does cause an individual to ignore her health in the service of appearance, as this research suggests, it
would follow that body shame would be associated with poor health outcomes. Thus, the mechanism by
which body shame could lead to poor health outcomes may be the devaluing of physical well-being when
body shame is evoked.
The research linking body shame to detrimental health behaviors and interoceptive awareness
suggest that bodily well-being is ignored to some degree in the presence of body shame; however, engaging
in detrimental health behaviors and diminished interoceptive awareness do not directly test objectification
theory’s claim that bodily well-being is sacrificed to improve appearance in the presence of body shame.
Moreover, a causal relationship between body shame and these health-related factors cannot be determined
based on the correlational data that is reported. The purpose of the present research is to test whether a
causal relationship exists between body shame and the importance that one places on one’s health.
Specifically, the current research endeavors to test whether individuals experiencing increases in state body
shame report the health as being less important compared to individuals who are not experiencing increased
state body shame.
I begin by defining body shame as a psychological construct and discussing a specific situation that
reliably evokes body shame, how the construct of body shame has been measured empirically, and research
demonstrating that body shame is a routine experience for many groups of women in Western culture.
Next, I discuss how and why body shame is implicated in poor psychological health outcomes, and a
preliminary study linking trait body shame to poor physical health outcomes as well. To explain the
mechanism through which the relationship between body shame and health outcomes may occur, I address
research on trait body shame and both interoceptive awareness and propensity to engage in harmful health
behaviors, and introduce another health-related that describes the importance that one places on one’s own
physical health. I then describe an experimental study intended to measure directly the effects of body
shame on the importance that individuals place upon their physical health.

3
What is Body Shame?
In general, shame is a negative self-conscious emotional response that occurs when a person
perceives that she or he has fallen short of some ideal (M. Lewis, 1992) and attributes that shortcoming to
some immutable flaw in the core self (H. B. Lewis, 1971; Tangney & Fischer, 1995). Body shame involves
a comparison to the cultural ideal of what women’s bodies are supposed to look like, a standard which the
vast majority of women cannot achieve (Wolf, 1991). The characteristics of women’s bodies that fall short
of the ideal are experienced as persistent and pervasive – they are immutable flaws of the core self. The
inflexibility of these defects in the self is reinforced by the failure to meet cultural ideals despite dieting,
exercise, cosmetic surgery, or other interventions aimed at correcting them (McKinley & Hyde, 1996).
Body shame has been linked to several negative psychological health outcomes such as depression (Grabe
et al., 2007; Szymanski & Henning, 2007; Tiggemann & Kuring, 2004), eating disorders (Calogero, Davis,
& Thompson, 2005; Burney & Irwin, 2000), and sexual dysfunction (Sanchez & Kiefer, 2007; Steer &
Tiggemann, 2008).
Body shame has been shown to be readily evoked in situations that induce self-objectification.
Fredrickson, Roberts, Noll, Quinn, & Twenge (1998) and Hebl, King, & Lin (2004) conducted similar
studies in which participants were asked to try on either sweaters or swimsuits under the guise that
participants would be evaluating them for a marketing study. Participants in the swimsuit conditions for
both studies reported experiencing more body shame than those in the sweater condition. Authors
concluded that increased body shame that participants reported was a result self-objectification.
Participants in both of these studies were completely alone while they evaluated themselves, therefore
suggesting that body shame is readily evoked by one’s own evaluation of one’s appearance.
How has body shame been measured?
As a construct, body shame has been measured in a number of ways. Andrews and her colleagues
(1995) have used a semi-structured interview technique to assess body shame which includes questions
such as, “Have you ever felt ashamed of your body or any part of it?” (p. 279). Follow-up questions
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address the length of time shame about the body was experienced, the first instance of this experience, and
so on.
In addition to interviewing, three quantitative measures of body shame have been developed. The
Experiences of Shame Scale (ESS; Andrews, Qian, & Valentine, 2002) contains three subscales, one of
which is intended to measure bodily shame by way of items such as, “Have you felt ashamed of your body
or any part of it?,” and “Have you avoided looking at yourself in the mirror?” Participants rate each of
these items on a Likert-type scale ranging from one (not at all) to four (very much) depending on whether
or not “they have occurred any time in the past year” (p. 41).
The Body Shame Questionnaire (BSQ; Noll & Fredrickson, 1998) asks participants to consider 28
characteristics of their bodies, including weight, skin tone, height, shape of hips, etc. For each body
characteristic, participants are asked to indicate whether or not they would like to change that characteristic
(“yes” or “no”) as well as the intensity of their desire to change this characteristic as well as how often they
thought about changing it (both on separate 1-9 Likert-type scales). These three scores are combined into a
composite body shame score. The Body Shame subscale of the Objectified Body Consciousness scale
(OBC-BS; McKinley & Hyde, 1996) is intended to measure the degree to which the internalization of a
cultural body standard has created negative self-conscious affect with regard to one’s body.
Researchers who investigate body shame find these measures to be somewhat incomplete. In fact,
because of the desire for a convenient, quantitative measure that can effectively access the full
phenomenology of shame, authors have often added to the OBC-BS and the BSQ items that have been
adapted from scales that measure general shame such that they apply to the more specific construct of body
shame. For instance, in addition to using the method which later became the BSQ, Fredrickson et al.
(1998), devised items to measure body shame that reflected theoretical contructs (such as the motivation to
hide) and items that Tangney, Miller, Flicker, and Barlow (1996) had used to measure general shame.
Typically, composite scores of body shame are created by supplementing the OBC-BS and/or the BSQ with
additional items to reflect this more broad conception of body shame (e.g., Hebl et al., 2004).
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Which women experience body shame?
In a recent review of the objectification literature, Moradi and Huang (2008) addressed the
similarites that studies which sought to compare groups of women with regard to their experiences of body
shame. The authors suggested that, while comparisons of groups are expected to result in group
differences, group similarities are more often found. Some researchers have reasoned that, because certain
subcultural values contribute to better body image (Hebl et al., 2004; Schooler, Ward, Merriwether, &
Caruthers, 2004) or foster resilience against objectification (Molloy & Herzberger, 1998), ethnic minority
women may be less susceptible to self-objectification. Nevertheless, both mediational and experimental
studies have found little to no difference among various ethnic groups and body shame (Buchanan, Fischer,
Tokar, & Yoder, 2008; Frederick, Forbes, Grigorian, & Jarcho, 2007; Grabe & Hyde, 2006; Hebl, King, &
Lin, 2004). Similarly, other researchers have found no differences in body shame when dividing women
into groups based sexual orientation (Haines et al., 2008; Hill & Fischer, 2008), age (Augustus-Horvath &
Tylka, 2009; Cooley & Toray, 2001; Grippo &Hill, 2007; Tiggeman, 2004; Tiggeman & Lynch, 2001),
feminist identity (Grippo & Hill, 2007; Hurt et al., 2007; Myers & Crowther, 2007), and socioeconomic
status (Johnston-Robledo & Fred, 2008), suggesting that the degrees of self-objectification and the resultant
body shame is a common experience for women in Western culture.
Body Shame and Health
Because body shame is a regular occurrence for many different women in Western culture, body
shame as a psychological construct has enjoyed a fair amount of attention in the psychological literature,
having been shown to have implications for perceptions of reproductive processes such as fertility
treatment, breastfeeding, and menstruation (Johnston-Robledo, Sheffield, Voigt, Wilcox-Constantine,
2007; Munschauer, 1997; Roberts, 2004; Roberts, & Waters, 2004; Schooler et al., 2004), relational issues
in heterosexual romantic couples (Sanchez, Good, Kwang, & Saltzman, 2008; Sanchez & Kwang, 2007),
and the course of psychological treatment (Swan & Andrews, 2003; Collinge, Wentworth, & Sabo, 2005).
Another way in which body shame has been shown to have an impact in women’s lives is its contribution
to psychological health outcomes. Research has linked body shame to psychological health outcomes such
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as major depressive disorder, eating disorders, and sexual dysfunction. The suggested mechanism by
which body shame might lead to these outcomes is that chronic experiences of body shame lead to
perceived helplessness to change apparently flawed aspects of the body (Grabe et al., 2007; Tiggemann &
Kuring, 2004).
However, other aspects of body shame suggest that it could also lead to other types of health
outcomes as well. For instance, that body shame places the importance of the appearance of the body over
other aspects of the body, including bodily well-being and interoceptive awareness, suggests that body
shame might be related to physical health outcomes as well. However, only one unpublished research
study to date (Lamont, 2010) has tested the connection between body shame and physical health. In this
next section, I will discuss the research linking body shame to psychological health outcomes. I will then
discuss why I think that body shame would be related to physical health outcomes as well.
Body Shame and Psychological Health
Fredrickson and Roberts (1997) suggest that self-objectification can lead to depression, eating
disorders, and sexual dysfunction in a variety of ways, including increased anxiety and increased incidence
of sexual harassment and/or assault perpetrated against women. They also assert that routine evocation of
body shame could account for these poor psychological health outcomes as well. These authors and others
have suggested that the consistent, negative evaluation of the inherent flaws in one’s appearance may result
in a chronic sense of helplessness based upon the perceived inflexibility of these apparent flaws (e.g.,
Grabe et al., 2007; Tiggemann & Kuring, 2004). This type of helplessness, with its emphasis on the
uncontrollability of self-relevant outcomes, has been shown to contribute to the development of
psychological disorders (Abramson et al., 1978).
Indeed, much research has linked body shame to poor psychological health outcomes, such as
major depressive disorder. In a large-scale study of young adolescents, Grabe et al. (2007) found that selfobjectification and body shame predicted depressive symptomatology for female participants, but not for
male participants. Path analyses in similar studies have demonstrated that body shame acts as a mediator in
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the relationship between self-objectification and depression (Szymanski & Henning, 2007; Tiggemann &
Kuring, 2004).
Body shame has been implicated in eating disorders as well. Calogero and her colleagues (2005)
examined the relationships among self-objectification, body shame, and eating disorder symptomatology in
a sample of women who had been diagnosed with an eating disorder. The authors found that body shame
partially mediated the link between self-objectification and such eating disorder symptoms as drive for
thinness and internalization of appearance ideals. Burney and Irwin (2000) examined the roles of general
shame-proneness, shame about eating, and shame about the body in women with eating disorders and found
body shame specifically to be a more reliable predictor of eating disorder symptomatology than general
shame-proneness.
Body shame has also been implicated in the symptomatology of sexual dysfunction. Sanchez and
Kiefer (2007) surveyed female and male participants ranging in age from 17 to 71 years of age, and found
that, among both women and men, body shame significantly predicted decreased sexual pleasure and
decreased sexual arousability. In a survey of undergraduate women, Steerand Tiggemann (2008) found
that increased body shame was related to increased self-consciousness during sexual activity. Further, the
authors found that increased body shame was negatively related to self-reported sexual functioning indices
such as arousal, orgasm, and satisfaction.
Body Shame and Physical Health
Plenty of research has demonstrated linkages between body shame and psychological disorders,
and has proposed mechanisms by which this connection may occur. Very little research, however, has
attempted to connect body shame and physical health outcomes, with only one study to date having
examined the relationship between body shame and health outcomes. Lamont (2010) surveyed 286
college-aged women with regard to trait level of body shame and self-reported health outcomes and found
that higher scores on body shame scales predicted significantly higher overall reports of acute health
outcomes (e.g., influenza, bronchitis; r = .143, p < .05), marginally higher reports of chronic conditions
(e.g., asthma, r = .110, p = .068), and marginally higher reports of physical pain symptoms (e.g.,
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headaches, abdominal pain; r = .105, p = .082). While this study demonstrates a connection between body
shame and health outcomes, it can provide no answers as to the process by which this relationship might
occur. What could explain these results?
Part of the phenomenology of body shame may shed some light on this question. Objectification
theory (Fredrickson & Roberts, 1997) suggests that when body shame is increased, the appearance of the
body becomes the main focal point, making bodily well-being less important than how the body looks.
This rivalry between bodily appearance and bodily well-being is suggested by research demonstrating that
increased trait body shame is correlated with engagement in detrimental health behaviors such as smoking
(Fiissel & Lafreniere, 2006; Harrell et al., 2006) and disordered eating (Augustus-Horvath & Tylka, 2009;
Calogero, 2009) as well as studies demonstrating a negative association between body shame and
interoceptive awareness (Daubenmeir, 2005; Muehlenkamp & Saris-Baglama, 2002; Myers & Crowther,
2008), which suggest that internal bodily states are ignored when appearance becomes salient.
Body shame and detrimental health behaviors. Body shame has been linked to behaviors that
are known to have direct, negative effects on physiological health outcomes. Trait body shame has been
shown to be correlated with smoking behavior. In a sample of 146 undergraduate women, Fiissel and
Lafreniere (2006) found that body shame was positively correlated with self-reports of smoking behavior
related to appearance concern. Similarly, Harrell and colleagues (2006) found that trait self-objectification
was positively correlated with smoking behaviors, although body shame was not directly measured in this
investigation.
Another detrimental health behavior that has been connected to body shame is disordered eating.
Several studies have shown that body shame is linked to eating behaviors such as binge eating, restricted
eating, yo-yo dieting, and purging. For instance, Augustus-Horvath and Tylka (2009) compared an older
(Mage = 29.7 years) and a younger (Mage = 19.9 years) sample and found that body shame was significantly
correlated with disordered eating, and that this relationship increased in strength in the older sample.
Calogero (2009) surveyed female and male undergrads with regard to trait self-objectification, body shame,
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and tendencies to engage in disordered eating and found that body shame fully mediated the relationship
between self-objectification and disordered eating.
Body shame and interoceptive awareness. Interoceptive awareness is the ability to accurately
identify and interpret physiological processes occurring within one’s own body, such as hunger and thirst
signals, fatigue, illness, and physiological states indicative of certain emotions (Daubenmier, 2005). Low
trait interoceptive awareness has been linked to various harmful health behaviors, including both overeating
(de Zwaan, Mitchell, Seim, & Specker, 1994) and undereating (Leon, Fulkerson, Perry, & Cudeck, 1993),
eating disorder-related substance abuse (Stice, Burton, & Shaw, 2004; Wiederman & Pryor, 1997), selfmutilation (Favaro & Santonastaso, 1998), decreases in the importance of health status (Hansell &
Mechanic, 1991) and decreased patient-initiated visits to physicians (Hansell, Sherman & Mechanic, 1991).
Further, low interoceptive awareness has been related to poor health outcomes, such as decreases in selfreported health status (Hansell & Mechanic, 1991) and increased arterial blockages (Frasure-Smith, 1987).
Muehlenkamp and Saris-Baglama (2002) found body shame to be negatively related to self-reports
of interoceptive awareness. Two additional studies report self-objectification, a situation which reliably
evokes body shame, to also be negatively correlated with interoceptive awareness. Myers and Crowther
(2008) found that trait self-objectification was negatively correlated with interoceptive awareness, and that
interoceptive awareness mediated the relationship between trait self-objectification and eating disorder
symptomatology. Daubenmier (2005) examined the differences between aerobics instructors and yoga
instructors on trait self-objectification, body awareness, and body responsiveness (using items such as “I
enjoy becoming aware of how my body feels”). Although no significant results were reported for body
awareness, the author found that lower self-objectification scores predicted higher body responsiveness
scores.
In terms of assessing the relationship between trait body shame and the importance of health, the
literature on body shame’s relationship to interoceptive awareness and health behaviors is problematic in
two ways. First, while a negative relationship between trait body shame and interoceptive awareness and a
positive relationship between trait body shame and detrimental health behaviors may suggest that the
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overall importance of one’s bodily well-being is diminished in the presence of body shame, neither of these
health-related variables directly measure the importance one places on one’s own health. Therefore, this
research does not represent a direct test of the appearance-health dichotomy proposed by objectification
theory. Secondly, while diminished interoceptive awareness and participation in detrimental health
behaviors are associated with poor health outcomes, these results are only correlational. Experimental
studies are needed to determine that body shame indeed does lead to decreased interoceptive awareness and
participation in detrimental health behaviors. Some experimental studies have demonstrated that state
increases in body shame do result in restrictive eating (e.g, Fredrickson et al., 1998; Hebl et al., 2004),
which could suggest either decreases in interoceptive awareness (e.g., ignoring hunger signals) or
detrimental health behaviors (e.g., starvation). However, it would be difficult to claim that the type of
eating restriction demonstrated therein leads to poor health outcomes. Indeed, this research has measured
restricted eating by the amount of foods such as chocolate chip cookies and chocolate milk (Fredrickson et
al., 1998) or chocolate candy (Hebl et al., 2004) participants consumed after the experimental manipulation.
One would be hard-pressed to argue convincingly that refraining from eating cookies would have
unfavorable consequences for one’s health. In short, the research relating body shame and harmful health
behaviors does not provide sufficient evidence to establish causal links between body shame and the
importance of bodily well-being. In the next section, I introduce a construct that I believe is a more direct
measure of the value one places on one’s health, or health orientation.
Body shame and health orientation. Health orientation is defined as the amount of importance
that an individual places on her or his physical health. It is measured by way of items on the
Multidimensional Body-Self Relations Questionnaire (Cash, 2004). Health orientation has been positively
related to participation in certain pro-health behaviors, such as healthful meal consumption (Geeroms,
Verbeke, & Van Kenhove, 2008), health information-seeking behavior (Dutta, 2007; Dutta & Bodie, 2006;
Dutta & Feng, 2007; Dutta-Bergman, 2003; Finnegan, Viswanath, & Loken, 1988) and exercise adherence
in later life (Meyer, Rezny, & Stuck, 2005). If body shame does indeed involve the practice of placing
one’s appearance over one’s bodily well being, then examining health orientation, a direct measure of the
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value one places on one’s health, would provide a more direct test of objectification theory’s claim that
body shame involves valuing appearance over health.
Further, it is important to determine causal relationships between body shame and health-related
outcomes variables. To date, literature examining body shame’s relationship to health-related variables
such as interoceptive awareness, detrimental health behaviors, and health outcomes has all been
correlational. Moreover, while these results suggest that individuals high in trait body shame would value
their health less than individuals low in trait body shame, these data cannot tell us whether participants high
in body shame actually placed their appearance over their health. In the next section of the paper, I propose
a study intended (a) to determine whether there is a causal relationship between body shame and health
orientation and (b) to test whether body shame actually causes individuals to value their appearance over
their health.
The Current Study
Overview
The purpose of the current study is two-fold: (a) to test whether acute bouts of increased body
shame result in a diminished emphasis on the importance of one’s own physical well-being in comparision
to a control group and (b) to test whether this devaluing of bodily well-being occurs at the expense of
appearance. Because trait body shame is associated with these variables, it will also be taken into
consideration. This study employed a 2x2 factorial design testing trait body shame (high versus low) and
level of state body shame (body shame condition versus control condition) and will be analyzed using
univariate ANOVA. Level of trait body shame was included because of research indicating trait body
shame’s relationship to health-related outcome variables of interest in the current study. It was
hypothesized that both level of trait body shame and state body shame would influence outcome variables
separately as well as to interact to influence these outcome variables.
Participants with high levels of trait body shame (high TBS) and those with low levels of trait body
shame (low TBS) were randomly assigned to an experimental manipulation intended to increase state body
shame. Participants’ state body shame weas measured in order to examine the unique effects of body
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shame on outcome variables. Health-related outcome variables of interest in the present study were health
orientation, measured by self-reports of the amount of importance that participants place on bodily wellbeing, and participants’ willingness to place appearance over bodily well-being, which was assessed using
a novel measure whereby participants rated their willingness to participate in appearance-improving
behaviors at the expense of their health. In addition, because previous literature on body shame and
interoceptive awareness, a health-related outcome variable, has only been examined in term of its
associations with trait body shame, the effects of state body shame on interoceptive awareness were also
examined. Finally, an exploratory health-related outcome variable expected to be affected by body shame
– avoidance of health care professionals – was also included. The unique effects of state body shame on
health-related outcome measures were to be determined by mediation analysis.
Hypotheses
Because the target variable in this investigation is body shame, it was essential to show that the
experimental manipulation has indeed evoked a significantly greater degree of body shame in the
experimental condition than in the control condition. The experimental manipulation is unpleasant, and is
expected to evoke many negative emotions. Therefore, in order to be able to parse out body shame’s
unique contribution to other outcome variables, other affective phenomena that may have occurred as a
result of this manipulation, such as state general shame, state guilt, and state negative affect, were
measured. Main effects of both state and trait level of body shame, as well as interactions between the two,
are expected for these outcome variables. If the experimental manipulation is successful in evoking body
shame as well as these other negative affective states, then
H1a: participants in the body shame condition were expected to report higher levels of body shame,
state general shame, state guilt, and other state negative affect than participants in the control
condition.
H1b: high TBS participants were expected to report higher levels of body shame, state general
shame, state guilt, and other state negative affect than low TBS participants.
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H1c: while high TBS participants were expected to report higher levels of body shame, state
general shame, state guilt, and other state negative affect than low TBS participants in the
control condition, these effects were expected to be exaggerated in the body shame condition.
Research suggests that body shame may lead to an individual place a premium on her or his
appearance as compared to situations in which body shame is not present. As a result, an individual
experiencing body shame might be expected to pay less attention to her or his physical well-being, thus
rating is as less important than would an individual who is not experiencing body shame. Thus, it was
expected that the experimental induction of body shame would lead to decreases in health-related outcome
variables compared to control. Main effects of both state and trait levels of body shame, as well as an
interaction between the two, were expected here as well. If body shame does indeed detract from the
importance of one’s own physical health, then
H2a: participants in the body shame condition were expected to report lower levels of health
orientation and interoceptive awareness, and higher ratings of willingness to avoid health care
professionals, than participants in the control condition.
H2b: high TBS participants were expected to report lower levels of health orientation and
interoceptive awareness, and higher ratings of willingness to avoid health care professionals,
than low TBS participants.
H2c: while high TBS participants were expected to report lower levels of health orientation and
interoceptive awareness, and higher ratings of willingness to avoid health care professionals,
than low TBS participants in the control condition, these effects wwere expected to be
exaggerated in the body shame condition.
Objectification Theory (Fredrickson & Roberts, 1997) predicts that when body shame is evoked,
bodily well-being is ignored in the service of appearance. Therefore, it was expected that body shame
would influence the results of a health-related measure in which participants were asked to read a dilemma
in which an individual must make a decision that will improve her appearance and decrease her physical
well being and then rate whether they would participate in the appearance-improving behavior at the
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expense of their health. If a characteristic of the body shame experience is that it compels the individual to
place the importance of her or his appearance above that of his or her health, then
H3a: participants in the body shame condition were expected to be willing to sacrifice their health
to improve their appearance to a greater degree than participants in the control condition.
H3b: high TBS participants were expected to be willing to sacrifice their health to improve their
appearance to a greater degree than low TBS participants.
H3c: high TBS participants were expected to be willing to sacrifice their health to improve their
appearance to a greater degree than low TBS participants, and these effects were expected to
be especially pronounced in the body shame condition.
Finally, if state body shame specifically and uniquely contributes to the change in self-reported
health attitudes, then
H4: body shame was expected to mediate the relationship between state body shame and health
orientation, interoceptive awareness, avoidance of health care professionals, and participants’
willingness to value appearance over health.
Method
Participants
Participants were 54 female undergraduate students enrolled in an introductory psychology course
in the Fall semester at Penn State (Mage = 18.35 years, SDage = 0.62 years). Participants identified
themselves as Caucasian (86.5%), African-American (5.8%), East Asian (3.8%), and Latina (3.8%).
Participants were recruited based on their scores on the Trait Body Shame Questionnaire (TBSQ; see
below). This survey as a recruitment tool was completed by participants along with a number of other
screening measures at the beginning of the Fall semester, such that participants were unaware that this
particular screening tool was related to the present study. Participants scoring in the upper tercile of scores
on the TBSQ (M = 4.13, n = 25) were considered to have high trait body shame, and those scoring in the
lower tercile of scores on the TBSQ (M = 3.31, n = 29) were considered to have low trait body shame.
Participants received course credit in exchange for their participation.
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Materials
All materials appear in appendices A through D.
Body-Related Affect
Trait body shame. Trait body shame levels were assessed using the Trait Body Shame
Questionnaire (TBSQ), which was constructed for this study by adding additional items to the OBC-Shame
Subscale (McKinley & Hyde, 1996). As mentioned earlier in this thesis, adding additional items to the
OBC-Shame Subscale is a common practice among body shame researchers, as this subscale is generally
viewed as not measuring the entirety of the construct (e.g., Fredrickson et al, 1998; Hebl et al., 2004). The
TBSQ, then, is comprised of all eight items from the Body Shame subscale of the OBC as well as 20
additional phenomenological items that have been developed by the researcher of the present study to
measure body shame. The former includes items that refer directly to shameful feelings about the body
(e.g., “I feel ashamed of myself when I haven’t made the effort to look my best”) and address the shamerelated phenomenology associated with negative global assessments of the self (e.g. “When I am not
exercising enough, I question whether or not I’m a good person”). The latter items were added in order to
assess a fuller phenomenology of body shame, including concealment (e.g., “I often wish that people
couldn’t see the way I look”) and comparison to an ideal (e.g., “Comparing my appearance to the way that
celebrities look makes me feel unattractive”). Participants were prompted to respond to all items in terms
of “how well each of the following statements describes [you] as a person in general” (emphasis added).
Participants rated each item on a seven-point Likert-type scale, one being “never or almost never” and
seven being “always or almost always.” Cronbach’s α for this scale as a screening measure for the present
sample (n = 54) was .93.
In addition, the TBSQ was used as an outcome variable. Previous studies have used similar trait
body shame measures as outcome variables and have demonstrated that this seemingly stable measure can
be affected in experimental manipulations (Fredrickson et al., 1998; Hebl et al., 2004). Cronbach’s α for
this scale as an outcome measure in the present study was .91.
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State body shame. Level of state body shame was measured using items adapted from the State
Shame and Guilt Scale (Marschall, Sanftner, & Tangney, 1994). Specifically, items intended to measure
general shame (e.g., “I want to sink into the floor and disappear”) were reworded to reflect shame about the
body (e.g., “I want to cover up my body”). Participants rated 10 of these items on a seven-point Likert-type
scale in terms of how they “feel right now,” one being “not at all” and seven being “very much so.”
Cronbach’s α for this scale was .88.
General Negative Affect
State shame and guilt. In order to distinguish the effects of body shame from general shame as
well as guilt, levels of general shame and guilt were measured using the State Shame and Guilt Scale
(Marschall et al., 1994). Shame items (n = 3), such as “I feel like I am a bad person,” reflect negative
global assessments of the core self, whereas guilt items (n = 3), such as ”I cannot stop thinking about
something bad I have done,” while still focusing on negative self-conscious affect, reflect negative
assessments of a specific action. Participants rated each item on a seven-point Likert-type scale in terms of
how they “feel right now,” one being “not at all” and seven being “very much so.” Cronbach’s αs for these
scales were αshame = .75 and αguilt = .80.
State negative affect. It is expected that the body shame condition will evoke a variety of negative
emotions and views of the self in addition to body shame. Therefore, it is essential for the planned
mediational analysis to distinguish between body shame and other negative states, such as negative affect,
general shame, and decreased self-esteem, in order to demonstrate that body shame specifically, rather than
just temporary negative self-worth, is driving the hypothesized decrease in health attitudes. State negative
affect was measured using 27 emotion labels that participants were asked to rate on a 7-point Likert-type
scale in terms of how they “feel right now,” one being “not at all” and seven being “very much so.”.
Negative affect was conceived as higher ratings on negative affect labels (e.g., “sad,” “angry at self”) and
lower ratings on positive affect labels (e.g., “proud,” “at ease”). Ratings of positive affect labels were
reverse-scored and combined with ratings of negative affect labels to create a composite negative affect
score. Cronbach’s α for this scale was .94.

17
Health-Related Outcome Measures
Health orientation. Health orientation was measured using 37 items from the Multidimensional
Body-Self Awareness Questionnaire (Cash, 2000). Participants rated items such as “I don't do anything
that I know might threaten my health,” and “I don’t care to improve my abilities in physical activities (R)”
on a 7-point Likert scale ranging from “strongly disagree” to “strongly agree.” Cronbach’s α for this scale
was .91.
Avoidance of doctor. Three items were used to measure the degree to which the participant felt
discomfort with or fear of physicians or diagnosis in Study 1 (i.e., “When I go to the doctor, I have trouble
communicating what's wrong,” “I avoid going to the doctor because I'm afraid something will be wrong,”
and “I am afraid of hearing bad news from my doctor”) were used to assess avoidance of health care
professionals. Cronbach’s α for these three items was .66.
Interoceptive awareness. Interoceptive awareness was measured using items from Daubenmier
(2005) intended to assess the degree to which an individual is motivated to become aware of bodily
sensations. Participants rated items such as “it is important for me to know how my body is feeling
throughout the day” and “I enjoy becoming aware of how my body feels” on a seven-point Likert-type
scale ranging from 1 = “not at all” to 7 = “very much so.” Cronbach’s alpha for this scale was .65.
Health-appearance dilemmas. In order to measure empirically the act of valuing appearance at
the expense of health, a set of 13 short scenarios were devised by the researcher to described an individual
having to choose between engaging in an activity that would improve her appearance at the expense of her
health.
“Megan is preparing for an upcoming wedding in which she is a bridesmaid, and going tanning for
a number of sessions will make her look 10 lbs lighter in pictures. However, Megan's doctor
recently found a pre-cancerous lesion on Megan's skin, making even a couple of tanning sessions
really dangerous for her. If you were in Megan's position, would you go tanning?”
Participants read these scenarios and rated each of them how likely they would be to engage in this
appearance-improving behavior and rated it on a scale of 1 (definitely not) to 6 (definitely yes). The rating
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scale was designed with no midpoint so that the participants would not be able to remain neutral (i.e.,
choose the center number of the scale) with regard to the dilemma. In short, participants would be forced
to choose between health and appearance in order to solve the dilemma. Face validity for this measure was
assessed by the peers of the researcher. Cronbach’s α for this measure was .80.
Procedure
High TBS participants were randomly assigned to either the body shame condition (n = 15) and the
control condition (n = 10). Similarly, low TBS participants were randomly assigned to the body shame
condition (n = 10) and the control condition (n = 19). Upon arrival at the lab, each participant was greeted
by a research assistant and asked to put her belongings (backpack, pocketbook, cell phone, coat and shoes)
in a plastic tub. Participants were told that in which they were participating was about physical attributes
and personality characteristics, and that they would be asked to provide some basic body measurements and
to answer some questions about themselves.
The room in which the study took place is referred to as the dressing room. The dressing room was
a small space created out of curtain dividers and located in 626 Moore Building on Penn State’s University
Park campus. It contained a digital scale, a measuring tape, and a full-length mirror. The participant was
told that, after she had stepped into the dressing room, she would be given 10 minutes to complete the task
described in the research packet on the table. Participants were told that they probably would not take the
entire time, but to standardize among participants, they would just need to wait out the ten minutes if they
finished early.
Body Shame Condition
In the body shame condition, the research packet contained instructions for the participant to
remove all clothing except for her undergarments, to weigh herself and take her own measurements (height
as well as measurements in inches around the waist, hips, and bust), and to record these measurements in
the research materials packet. The participant’s view of herself in the full length mirror and the recording
of actual body measurements were all part of the experimental manipulation, and were expected to evoke
state body shame. Previous research (e.g., Fredrickson et al., 1998; Hebl et al., 2004) suggests that body

19
shame can be induced quite readily in female participants by having her body weight and shape made
salient to her – in this case, through the taking of body measurements and the full length mirror – even
absent the suspicion that she can be viewed by another person. After they were finished taking theie
measurements, participants were instructed via the research materials to put on a hospital gown.
Once ten minutes had elapsed, the researcher returned to the dressing room to hand the participant
the packet of outcome measures. This step was in place to ensure that participants in this condition had
actually disrobed and put on the hospital gown. In order to maintain a high level of body shame, each
participant was instructed to remain in her undergarments while she completed the outcome measures. In
order to accomplish this without making the participant suspicious, the participant was told that, since
digital scales can be inaccurate, taking a second measure after a few minutes is recommended in order to
obtain an accurate weight measurement. Therefore, she was asked to remain in her undergarments until she
had completed the outcome measures, and then to weigh herself again and record the measurement. After
the participant was finished with the procedure, she was instructed to redress and exit the dressing room.
At this point, the research assistant met the participant, returned her belongings, and provided both verbal
and written debriefing.
Control Condition
In the control condition, the research packet contained instructions for the participant to take body
measurements and to record them, but these measurements were of the sole of the left foot, the left forearm,
and the palm of the left hand. The digital scale had been removed from the room, and the mirrors were
covered by curtains. Once ten minutes had elapsed, the researcher returned to the dressing room to hand
the participant the packet of outcome measures. After the participant was finished with the procedure, she
was instructed to exit the dressing room, at which point the research assistant met the participant, returned
her belongings, and provided both verbal and written debriefing.
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Results
Tests of Hypotheses
A series of univariate ANOVAs was performed in order to test hypotheses 1, 2, and 3.
Correlations among all of these outcome variables appear in Table 1.

Hypothesis 1a, that participants in the body shame condition would report higher levels of body
shame, state general shame, state guilt, and other state negative affect than participants in the control
condition, was not supported. No significant main effects of body shame were revealed for any of these
outcome measures [FTBSQ (1, 53) = .412, ns, η2 = .008; Fstate body shame (1, 53) = .405, ns, η2 = .008; Fstate general
shame

(1, 53) = .970, ns, η2 = .019; Fstate guilt (1, 53) = .067, ns, η2 = .001; Fstate negative affect (1, 53) = .866, ns, η2

= .017]. Hypothesis 1b, that high TBS participants were expected to report higher levels of body shame,
state general shame, state guilt, and other state negative affect than low TBS participants, was supported. A
significant main effect of trait was revealed in that high TBS participants reported significantly higher
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levels of body shame [FTBSQ(1, 53) = 67.16, p < .001, η2 = .578; Fstate body shame(1, 53) = 48.55, p < .001, η2 =
.493], state shame [F(1, 53) = 11.51, p = .001, η2 = .187], state guilt [F(1, 53) = 7.01, p < .05, η2 = .123],
state negative affect [F(1, 53) = 7.99, p < .01, η2 = .138] than participants low in trait body shame. The
hypothesized interaction between state and trait levels of body shame (Hypothesis 1c) on body-related and
general negative affect measures was not revealed. Means and standard deviations appear in Table 2.

Hypothesis 2a, that participants in the body shame condition would report lower levels of health
orientation and interoceptive awareness, as well as more willingness to avoid health care professionals,
than participants in the control condition, was not supported. No significant main effects of condition were
found for any of these outcome measures [Fhealth orientation (1, 53) = .221, ns, η2 = .006; Finteroceptive awareness (1,
53) = . 059, ns, η2 = .001; Favoidance (1, 53) = .080, ns, η2 = .002] Hypothesis 2b, that high TBS participants
would report lower levels of health orientation, internal locus of control, and interoceptive awareness, and
more willingness to avoid health care professionals, than low TBS participants, was partially supported.
While significant main effects of trait were not revealed for health orientation [Fhealth orientation (1, 53) = .327,
ns, η2 = .018], high TBS participants reported less interoceptive awareness [F(1, 53) = 9.07, p < .01, η2 =
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.154] and more avoidance of health care professionals [F(1, 53) = 4.78, p < .05, η2 = .087] than participants
low in trait body shame. The hypothesized interaction between state and trait body shame (hypothesis 2c)
on health-related outcome measures was not revealed.
The third set of hypotheses described predictions about the tendency for individuals to place their
appearance over their bodily well-being was tested by having participants complete health dilemmas.
Hypothesis 3a, that participants in the body shame condition would be willing to sacrifice their health to
improve their appearance to a greater degree than participants in the control condition, who will place
similar import on appearance and health, was not supported [F(1, 53) = 1.40, ns, η2 = .027]. Hypothesis 3b,
that high TBS participants would be willing to sacrifice their health to improve their appearance to a greater
degree than low TBS participants, was supported. Participants high in trait body shame were significantly
more likely to be willing to sacrifice their health to improve their appearance [F(1, 53) = 18.01, p < .001, η2
= .625] than participants low in trait body shame in either condition. The hypothesized interaction between
state and trait levels of body shame (hypothesis 3c) on willingness to sacrifice health in order to improve
appearance was not supported.
Because no differences between the body shame condition and the control condition on state body
shame, Hypothesis 4, which stated that body shame would mediate the relationship between condition and
health-related outcome variables, was unable to be tested.
Discussion
A series of univariate ANOVAs revealed no effect of state body shame on any of the outcome
measures, but revealed a significant effect of trait body shame on nearly all of the outcome measures.
Specifically, the high trait body shame group, regardless of condition, reported higher levels of body
shame, state general shame, state guilt, and state negative affect. Moreover, while no differences were
revealed for health orientation, participants high in trait body shame reported lower levels of interoceptive
awareness, a greater willingness to avoid visiting a health care professional when sick, and a greater
willingness to place appearance over health than participants who were low in trait body shame.
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Reasons for these results
While significant main effects of trait level of body shame were found on most of the outcome
measures, the results revealed no effect of body shame for either of the trait levels. In the next section, I
examine two possible reasons for this: (a) that the experimental manipulation was ineffective in producing
state body shame in participants, and (b) that some flaw in the design of the study prevented effects from
occurring.
Manipulation was not effective.
Participants in both the body shame and the control conditions reported similar levels of body
shame and other ratings of state negative affect. This suggests that the experimental manipulation intended
to induce state body shame and other negative affective state was not effective. I will discuss two potential
reasons for this: (a) that the evaluative component was not evident, and (b) that the cover story for the
experiment may not have been effective.
Evaluative component may not have been as evident. That the present manipualtion was
ineffective is surprising given this manipulation was based on a well-known experimental paradigm in the
self-objectification literature that has been shown to reliably evoke state body shame in participants.
Fredrickson et al. (1998) and Hebl et al. (2004) manipulated state body shame in participants by having
them try on a swimsuit alone and in front of a mirror. While the procedure in the current study seems
similar, it differs from the swimsuit paradigm in some key ways that may have detracted from its
effectiveness in producing state body shame in participants.
Because the swimsuit in the previous studies is small and revealing, it was assumed that viewing
oneself in a mirror one’s undergarments would lead to a similar affective state. Further, it was believed
that the additional experience of measuring one’s body would increase the state even further. While
undergarments do indeed reveal much of the body, and measurement does include a more private
evaluative component, it may be that the swimsuit more effectively produces body shame because it may
evoke the thought of being evaluated by others. For instance, the experience of wearing a swimsuit may
evoke the idea of evaluation by another, because these garments are often worn in public places such as the
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beach or a swimming pool. While undergarments are revealing, they are not often worn in public, perhaps
decreasing the implied evaluation by another. It is possible that, while both Fredrickson et al. (1998) and
Hebl et al. (2004) claimed that their manipulation was effective in inducing body shame evn when the
participant was alone, perhaps the swimsuit implied the potential for evaluation to the participants.
Cover story may not have been believable. Participants in Fredrickson et al. (1998) and Hebl et
al. (2004) were led to believe that they were participating in a marketing study and rated many products in
addition to the clothing they tried on, including perfume, cookies, and commercial soft drinks. Therefore, it
was likely not apparent to the participants in these studies that the experiment was intended to focus on
self-objectification or to elicit body shame. Participants in the current study, on the other hand, were told
that they would be taking body measurements to see how they relate to certain personality characteristics.
Compared to the swimsuit studies, this cover story is quite flimsy, and participants may have guessed that
they were expected to feel negatively about their bodies. Since shame as an emotion is difficult to admit
feeling (Tangney & Dearing, 2002), it is possible that the participants resisted feeling shame because they
knew what they study was supposed to be measuring.
In order to examine whether participants saw through the cover story, a subset of 6 participants in
the body shame condition answered open-ended questions regarding the purpose of the study. Specifically,
participants were asked to describe (a) what they thought the study was about, (b) if it was easy to guess
what the experimenter was trying to measure and (c) if there was anything they thought the experimenter
could do to improve participants’ comfort level. The first two questions addressed potential problems with
the cover story in a direct manner, whereas the third question was aimed at getting participants to talk about
the evaluative experience in a way that would assess whether or not they felt an appropriate level of
evaluation during the experimental procedure. Four out of the six participants who answered the questions
indicated that it was obvious that the researchers wanted them to feel self-conscious or negatively about
their bodies. For instance, participants described that the experimenter wanted to “make you feel
uncomfortable, exposed, [and] conscious about your weight” or “depressed, frustrated and self-conscious,”
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and that “the mirrors were there to make people feel self-conscious.” These responses suggest that the
cover story was indeed insufficient to mask the true purpose of the study.
Given that participants appeared to be able to guess that they were expected to feel negatively
about their bodies based on having taken measurements, it is possible that they attributed the negative
feelings that they might have about their bodies to external factors. Classic social psychological research
has shown that, if given the opportunity, participants will attribute negative life events to external sources.
Schwarz and Clore (1983) examined the effect of participants’ expectations for how their surroundings
might affect their mood on the attributions that participants made for negative life events. Participants who
expected that the room they were in would negatively affect their mood provided more external, unstable
reasons for negative life events. Baumgardner and Arkin (1988) found that individuals in a negative mood
were more likely to attribute the failure on a college entrance exam to external events. In these studies, the
explanation that the authors offer for their findings is that, when participants expect that they are supposed
to feel badly, they attribute their mood to external factors. Since internal attributions are a necessary
condition of the negative self-conscious emotions of interest in the study (i.e., body shame, general shame,
and guilt; Fredrickson & Roberts, 1997; Tangney, 2003), it is possible that the external attributions for the
negative affect experienced in the study prevented participants from feeling self-conscious emotions.
Unfortunately, there is no way to test the hypothesis that body shame was alleviated because participants
misattributed their negative feelings about their bodies to the situation given the data in hand. Moreover,
this misattribution, while it may alleviate internally-attributed body shame in participants, would not be
expected to alleviate all negative affect. For instance, participants in studies by Schwarz and Clore (1983)
and Baumgardner and Arkin (1988), even though they made external attributions, still reported negative
affect. In the current study, negative affect was not increased by the experimental manipulation.
Design may have compromised results.
In order to further determine whether the experimental manipulation was not effective, additional
analyses were run to examine potential design flaws in the study that were unrelated to the manipulation:
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(a) the idea that trait levels of body shame may have overridden state experiences of body shame, and (b)
that the control condition may not have served as a neutral comparison point for the body shame group.
Trait effect may have washed out state effect. The original analysis only included individuals in
the upper and lower terciles of scores on a trait body shame measure. If trait body shame is a very stable
trait characteristic, it is possible that state body shame is unmanipulable at high and low trait levels. To test
for this possibility, a separate sample of mid-level trait body shame participants (n = 29) was recently taken
through the same protocol. Participants were female undergraduate students enrolled in an introductory
psychology course in the Spring semester at Penn State (Mage = 19.41 years, SDage = 2.95 years).
Nevertheless, again, the results revealed no difference in state body shame between the groups [F(1, 28) =
.512, ns, η2 = .008]; Therefore, it is apparent that this experimental manipulation was ineffective at evoking
state body shame in participants.
Control group may not have been ideal comparison. It is possible that no difference was found
between the experimental and control groups because the control condition induced an affective state
similar to the experimental condition. In
order to explore this possibility, TBSQ
scores from the screening (pretest) were
compared to TBSQ scores collected
during the experimental procedure
(posttest). Recall that, although the
TBSQ is intended to measure trait body
shame, parts of it have been used to
assess state body shame after
experimental manipulations (Fredrickson
et al., 1998; Hebl et al., 2004).
A repeated-measures ANOVA revealed that, for the high and low trait participants tested in the
Fall semester, trait body shame decreased from pretest to posttest for all four groups [F(1, 53) 17.941 = ; p
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< .001, η2 = .281]. Pairwise comparisons revealed that posttest means for the high trait group in both the
body shame and the control condition were significantly lower than pretest (screening) means. These
means appear in Table 3.
The screening for this study took place in the beginning of the Fall semester, whereas the actual
study (posttest) occurred at the end of the fall semester. It is possible that the variable of interest decreased
over the course of the semester. For instance, Aubrey (2007) examined college women over the course of
12 month panel study and found that self-consciousness about bodily appearance decreased from the first
measurement to the second. However, other researchers have investigated changes in psychological traits
related to bodily appearance over the course of the first year in college and have reported mixed results.
Delinsky and Wilson (2008) surveyed women once in their first semester of college and then again in their
second semester, and found that eating disorder symptomatology increased in college women over the
course of the first year. Still other studies have shown body image to remain stable throughout the first
year of college. Vohs, Heatherton, and Herrin (2001) surveyed women once at the end of their senior year
in high school and once after the first semester of college and found that disordered eating and dieting
remained unchanged, even though participants reported having gained weight from the first to the second
test. Stable body image across college semesters was also reported by Bradford and Petrie (2008).
In order to test whether this effect held in a sample whose pretest (screening) and posttest measure
occurred closer together, pre- and posttest TBSQ scores were compared across condition for moderate traitlevel participants who were run in the Spring semester. A repeated measure ANOVA revealed a significant
difference between pretest and posttest scores for these participants as well ([F(1, 27) = 2.08; ns, η2 = .072],
but unlike the previous results, pairwise comparisons revealed that only the body shame condition
decreased in trait body shame, and that the control condition remained the same. These means also appear
in Table 4. These results, of course, are confounded by semester and trait level of body shame.
Solutions
Given the previous considerations, it appears that the current study yielded no results not because
of a design flaw having to do with trait levels considered or a problematic control group, but as a result of
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an manipulation ineffective at producing body shame. In the next section, I discuss improvements the
current study in order to amend the flaws in the current manipulation such that state body shame may be
elicited.
Strengthen the Evaluative Component
One way to improve the current study would be to strengthen the evaluative component in the body
shame group. One obvious improvement to the study would be to run the exact paradigm that Fredrickson
et al. (1998) and Hebl et al. (2004) ran in order to induce body shame in participants. This had been
avoided because of the funding required to run it successfully. For instance, authors of these articles
provided swimsuits for the experimental condition, and sweaters for the control, in multiple sizes, in
addition to having participants try and rate other products to maintain the cover story. I’ve argued earlier
that the evaluative component inherent in the swimsuit as well as a good cover story were both missing
from the current study. Implementing the original procedure from which the current study was based
would alleviate both of these problems.
Nevertheless, research on objectification suggests that less costly, lower impact studies are
effective at producing body shame in participants. For instance, Harper and Tiggemann (2008) found that
female participants viewed a series of advertisements featuring the thin ideal female body reported greater
self-objectification and body shame than women who viewed ads that didn’t feature the thin female body
ideal. Roberts and Gettman (2004) were able to evoke appearance anxiety, body shame, and decreased
interest in sex by simply having participants unscramble sentences containing words like “slender,”
sexiness,” and “elegance,” suggesting that the “mere exposure” (p. 20) to objectifying words creates a state
of self-objectification and therefore increased body shame in women.
In an initial iteration of this project, part of the procedure was to provide the participants with
magazines that they could peruse as they waited for various parts of the experiment. In the body shame
condition, the magazines would have been fashion magazines that typically depict objectified images of
women (Elle, Cosmopolitan, and Vogue), and be magazines for the control condition would have been
those that do not typically depict objectified images of women: an architecture magazine (Dwell), a
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horticulture magazine (The American Gardener), and a general news magazine (Time). The magazines had
initially been included as part of the experimental manipulation because it had been demonstrated that the
suggestion of the cultural body ideal, which is conveyed by fashion magazines, is enough to create body
shame in women. The magazines were removed from the procedure because it would have been
impossible to control how long participants looked at the magazines and what content they actually saw.
However, regardless of how closely and for how long participants engaged with the magazines may be
moot, as it is possible that just having the magazines in the room would remind the participants of the
cultural body ideal, thus helping to evoke body shame.
Exposing the participants to a media ideal could also be achieved in a more controlled manner. In
order to standardize the content and duration of participants’ engaging with objectifying media images,
another study could be performed. Participants would be told that they were participating in two studies:
one which involved rating products sold in magazines, and another that dealt with health. In the ostensible
first study, participants would be asked to rate advertisements on a number of characteristics, such as their
effectiveness at selling a product. These advertisements would depict objectifying images of women, and
in reality, would serve as the experimental manipulation, expected to increase body shame in participants.
The ostensible second study would be simply the completion of the outcome measures described in the
current study.
Improve the cover story
If I remain with the current paradigm, one way to improve the cover story would be to provide a
logical reason that the participants would need to take these measurements. Recall that there was no good
alternative reason that the participants were to be undressing in front of a mirror except to evoke body
shame, and it was evident to participants that they were supposed to feel negative self-conscious emotions
with regard to their bodies. One way of providing an alternative explanation for why participants would
need to take accurate measurements would be to tell them that body mass index (BMI) is a long standing
measure in the psychology literature but has recently been called under scrutiny for being inaccurate
because it only takes into account weight, height and age. The participants would be told that the new way
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to get a more accurate measure of how body characteristics involves taking many body measurements in
addition to height and weight. Further, since this inaccurate BMI has been related to a number of
psychological variables, it is important for psychological researchers overhaul this research by examining
how this new method of body measurement predicts these psychological characteristics. Outcome
measures of interest (body shame, health orientation, etc.) would be imbedded in other personality
questionnaires to disguise the true intent of the measures.
Future Directions & Conclusions
Even though the failure of the experimental manipulation in the currents study prevents us from
making conclusions about the causal nature of the relationship between body shame and health-related
outcome variables, significant main effects for trait body shame with regard to health-related outcome
variables were revealed Recall that my critique of the literature tying body shame to detrimental health
behaviors and interoceptive awareness is two-fold: (a) it does not provide a direct test of the claim made in
objectification theory (Fredrickson & Roberts, 1997) that body shame causes individuals to value
appearance over bodily well-being, and (b) the correlational nature of the data linking body shame and
these health-related factors do not allow us to draw causal conclusions about them. Since the experimental
manipulation did not work, the problem of being unable to link body shame to health-related factors
remains unresolved. Nevertheless, this study is the first of its kind to link trait body shame to factors that
represent direct measures of the importance of one’s physical health.
In short, the data presented herein provide at least correlational evidence that individuals high in
trait body shame tend to value their health less than those who are low in trait body shame. This evidence
suggests that trait body shame is negatively related to the value that one places on one’s own physical wellbeing. A next step, then, would be to test whether body shame were indeed related to physical health
outcomes (e.g., influenza, lupus, sexually transmitted infections) by way of diminished importance of
bodily well-being. A future study is needed in which mediational analysis is used to examine whether trait
body shame leads to physical health outcomes is mediated by the willingness to devalue one’s health.
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Nevertheless, physical health outcomes represent a vast construct, and researching even a few
variables that might impact it, such as the importance that one places on or the amount of control one
perceived to have over one’s physical health, may leave a lot of variance unexplained. That is to say, even
if body shame were to predict poor health outcomes in the future directions proposed above, and health
orientation and health locus of control were to mediate this to some degree, myriad other variables may
have an impact on physical health outcomes, some independent of and some related to body shame,
potentially to varying degrees. Moreover, it’s possible that body shame could be related to health outcomes
via other mediators as well. For instance, results of recent research have suggested that shame-related
emotions may be linked to poor physical health outcomes as well (Gruenewald, Dickerson, & Kemeny,
2007). Working from Sapolsky’s (1982) conclusion that cortisol is released specifically in response to
psychosocial stress in baboons, Gruenewald, Dickerson, and Kemeny (2007) proposed that cortisol is
released specifically when stress is the result of self-conscious emotions. Further research by these authors
and their colleagues into this question reveals that, indeed, psychosocial stress in the form of negative
social evaluation is a more reliable elicitor of cortisol than other stressful events, such as a cold-pressor
task, which induces physical stress (Dickerson & Kemeny, 2004; Dickerson, Kemeny, Aziz, Kim, & Fahey,
2007; Gruenewald, Kemeny, Aziz, & Fahey, 2004). Based on these findings, Gruenewald et al. (2007)
predict that routine experiences of social evaluative threat will result in heightened release of cortisol,
perhaps resulting in cortisol dysregulation, and therefore leading to poorer health outcomes. Certainly,
self-objectification presents a situation in which one’s body is being evaluated in response to a standard,
which is why it creates body shame at all. Body shame, then, represents a response to social evaluative
threat, and could thus also result in cortisol evocation. Another possible pathway by which body shame
could lead to poor health outcomes is body shame’s potential evocation of cortisol. However, no research
to date has tested this relationship.
In conclusion, the purpose of the present study was to test whether state evocations of body shame
caused individuals who were high and low in trait body shame to devalue their health. The extant literature
on body shame and health-related factors do not represent direct tests of the value that one places on one’s
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health and presents only correlational findings. The experimental manipulation aimed at increasing state
body shame in participants in the present study was not effective, and therefore did not allow an
examination of the causal relationship between body shame and the importance that one places on one’s
health. Nevertheless, significant main effects of trait were found for nearly all of the outcome variables.
Specifically, high TBS participants reported more body shame, state general shame, state guilt, and state
negative affect than low TBS participants. Moreover, high TBS participants reported lower interoceptive
awareness, more willingness to avoid health care professionals, and more willingness to sacrifice health in
order to improve appearance than low TBS participants. These main effects of trait body shame on many
of the health-related outcome variables provide a more direct test of and support objectification theory’s
claim that the experience of body shame involves the devaluing of one’s physical health. Future directions
include improving the manipulation to test causal effects of body shame on health-related factors, a
mediational analysis linking trait body shame to poor health outcomes by way of health orientation, and
examining other mechanisms, such as cortisol evocation, by which body shame could potentially be linked
to poor health outcomes.
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