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Determinants of Disordered Eating Patterns among an LGBTQ Community 

in Lebanon 

 

Hana Harb 

 

ABSTRACT 

 

It has been previously established that sexual minorities are more likely to suffer from 

mental health illnesses due to experiencing unique stressors such as fear, anxiety, stigma, 

harassment, and prejudice. A noteworthy mental health illness reported by lesbian, gay, 

bisexual, transgender, and queer are eating disorders. However, little to no research has 

been done on the symptoms and attitudes of eating disorders among sexual minorities, 

especially in Lebanon. Therefore, this cross-sectional observational study based in 

Lebanon that aims at investigating the relationship between sexual orientation and gender 

identity with disordered eating behaviors. Additionally, the correlation between several 

determinants of disordered eating behaviors among LGBTQ have been examined such as 

body image dissatisfaction, fear of negative evaluation, generalized anxiety, social support, 

and harassment levels. The study data was collected through an online survey comprised 

of 94 questions falling under various verified questionnaires among sexual and gender 

minorities. The final sample size of the study population was n=358. The primary outcome 

of the study is the global score of the eating disorder examination questionnaire (EDE-

Q6.0). Generally, the LBGTQ population in this study scored higher than cisgender and 

heterosexual individuals for the mean and global scores of the EDE-Q, indicating an 

increased risk for disordered eating behaviors and attitudes. Specifically, the mean score 

of the shape and weight concerns marked the highest among the LGBTQ sample 

population. Moreover, only body appreciation, generalized anxiety and fear of negative 

evaluation scales were significantly associated with disordered eating behaviors among 

different sexual orientation and gender identity individuals. Since sexual minorities are 

more likely to experience stressors that might directly or indirectly affect their mental 

health, remarkably eating disorders and their respective symptoms, it is very important that 

health professionals working with such vulnerable populations meticulously assess for 

disordered eating behaviors and better communicate with them.  In conclusion, the present 

results highlight important questions about disordered eating behaviors among LGBTQ 

communities and call for further comprehensive and extensive research studies on that 

matter. 

 

Keywords: Disordered eating behaviors, Body image satisfaction, Sexual orientation, 

Gender identity, LGBTQ, Eating disorder examination questionnaire (EDE-Q) 
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Chapter One  

Synopsis 

 

This thesis will offer insights on an unexamined paradigm studying the presence 

and type of correlation between gender identity and sexual orientation with disordered 

eating behaviors. Due to stress, stigma, and prejudice, lesbian, gay, bisexual, transgender, 

and queer (LGBTQ) identified individuals who are categorized under sexual and gender 

minorities have been shown to be at higher risk of developing disordered eating patterns 

compared to heterosexuals and cis-genders (Himmelstein et al., 2019). However, the 

presence of inconsistent results necessitated the need for more detailed studies on this 

relationship. Additionally, in some countries such as Lebanon, same-sex couples are 

considered illegal and “contrary to nature” facing daily risks of prosecution; thus, 

increasing their level of anxiety and fear. Hereafter, this thesis revolves around an 

observational cross-sectional population-based research study carried out on an   LGBTQ 

population in Lebanon. This study contributes to the dilemma about disordered eating 

behaviors among sexual minorities and is remarkable for being one of the first studies in 

Lebanon assessing this matter. Additionally, the study was executed through investigating 

the eating behaviors within self-identified LGBTQ individuals and identifying the risk and 

protective factors that can be associated with the development of such behaviors in sexual 

minorities. The primary outcome measure from the online survey displayed to the 

participants   is presence or proneness of disordered eating behaviors (DEB). Secondary 

outcome measures are the hypothesized determinants of DEB, which are body 

appreciation, generalized anxiety, fear of negative evaluation, harassment and rejection, and 

social support levels. Therefore, this thesis will help shed the light on the importance of 

examining disordered eating patterns among sexual and gender minorities and raising this 

complex relationship as a principal public health concern. 
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Chapter Two 

Introduction to Disordered Eating among Sexual 

Minorities 

2.1 Background  

Eating disorders are major mental illnesses with the likelihood of progressing into 

life-threatening medical problems and even mortality (McClain and Peebles, 2016). 

According to the American Psychiatric Association, ED are “characterized by persistent 

disturbance of eating or eating-related behavior that results in the altered consumption or 

absorption of food and that significantly impairs physical health or psychosocial 

functioning” (Bell et al., 2019). Despite limited research on eating disorders in the Middle 

East, a recent study showed a 46.1%, 39.4%, and 14.4% prevalence of bulimia nervosa, 

anorexia nervosa, and binge eating respectively in Lebanon (Zeeni, et al., 2015). Behavioral 

characteristics of eating disorders can be seen as binge eating episodes, extreme dieting, 

and inappropriate compensatory behaviors such as fasting, self- induced vomiting, 

excessive exercise, laxative or diuretic misuse, and or misuse of other “weight loss/diet” 

pills (Parekh, 2017). However, individuals who do not meet the criteria for an eating 

disorder may engage in some practices of disordered eating patterns and attitudes such as 

the practices mentioned above (Yu and Tan, 2016). These behaviors also known as 

disordered eating patterns are very important in determining the proneness to the 

development of eating disorders and helping respond faster and earlier to therapeutic 

interventions. It is important to mention that generally there is a delay in requesting help, 

causing recovery from eating disorders to be much more convoluted (Zeeni et al., 2015). 

Additionally, it has been recently proven that eating disorders are highly correlated with 

the development of serious psychiatric conditions in the future, such as depression, self-

harm behaviors, anxiety disorders, and drug use (McClain and Peebles, 2016). Henceforth, 

eating disorders are of paramount public health concern for having the highest rate of 

mortality among the wide spectrum of mental illnesses (McClain and Peebles, 2016). 
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Further delving into eating disorders (ED), disordered eating patterns are 

multifarious and complex, involving a wide range of psychological, sociocultural, and 

biological determinants. It is very well established that there are certain life events, which 

can cause enough stress and anxiety leading to the development of eating disorders (Eating 

Disorders Risk Factors, 2018). Lesbian, gay, bisexual, transgender, and queer identified 

individuals experience unacknowledged stressors that may play a role in the development 

of mental health illnesses and specifically disordered       eating behaviors. Examples of these 

distinctive stressors can include fear of rejection, discrimination, homelessness, post-

traumatic stress disorder, and being a victim of bullying (Bell et al., 2019). Emphasizing 

further on the undervalued stressors LGBTQ individuals experience, Lebanon is 

considered one of the countries that cogitates “same- sex relationships” as unlawful. 

Rendering article 534 of the penal code to prosecute consensual same-same relationships, 

LGBT individuals in Lebanon live in daily fear of imprisonment (Lebanon: Same-Sex 

Relations Not Illegal, 2018). Another unique stressor in the LGBTQ population can be 

generally correlated to the dissatisfaction with sex features that are inconsistent with the 

desired gender identity; hereafter increasing body image dissatisfaction and overall 

perceived negative body features (McClain and Peebles, 2016 and Burnette et al., 2019). In 

fact, sexual minorities are also susceptible to the development of body image disturbances 

(McClain and Peebles, 2016). Several features that characterize negative perception of 

body image include dissatisfaction with one’s body size, shape, and appearance, and one’s 

attitude toward the physical self, such as body shaming. Additionally, body image 

dissatisfaction can also be characterized by internalization of thin or muscular appearances. 

Thus, these features are consolidated with social and psychological pressure presenting a 

higher risk of disordered eating patterns (Baceviciene and Jankauskiene, 2020). 

 

2.2  Literature Review 

It can be noted from previous studies that much of the research done on eating 

disorders has been examined in cis-gender and heterosexual populations despite the 

documentation of high rates of disordered eating among lesbian, gay, and bisexual youth 

(Himmelstein et al., 2019). Also, as mentioned by the National Eating Disorders society, 

the prevalence of eating disorders is significantly higher in trans-gender than cis-gender 
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individuals. Needless to mention, prior studies have failed to build a consensus on 

disordered eating patterns among individuals falling under the umbrella of sexual 

minorities and gender variants. Nonetheless, the contradictory results from previous 

research studies on gender and sexual minorities propose a distinctive correlation between 

gender identity and sexual orientation with disordered eating patterns and attitudes 

(Feldman et al., 2011). Contemporaneously, sexual orientation and gender identity may 

interrelate with eating patterns and weight concerns. Himmelstein et al., (2019) highlighted 

that sexual and gender minorities have a stronger possibility than heterosexuals to engage 

in disordered eating behaviors or harmful weight-control approaches. A very recent review 

article on eating disorders and disordered eating behaviors in the LGBT population noted 

the higher prevalence of eating disorders and disordered eating patterns among gay, 

bisexual, and transgender adults and adolescents (Parker and Harriger, 2020). As for 

lesbian adults and adolescents, there were inconsistent findings in regards to ED and DEB.  

 

In Miller and Luk (2018), a developmental model was framed where distorted body 

image was hypothesized as a major mechanism leading to disordered eating patterns, which 

includes body objectification and minority stress philosophy. The minority stress theory 

roughly validates the unique types of stressors experienced by sexual minority individuals 

related to stigma, discrimination, and prejudice in regards to their sexual orientation 

(Meyer, 2003). According to Mason et al. (2017), the minority stress theory claims that 

discrimination and harassment based on sexual orientation results in less social support 

from family, more social anxiety and more general negative perception of one’s self, all of 

which are linked to disordered eating behaviors. Minority stress is interconnected with 

sexual orientation and gender identity and may somehow explain the poor physical and 

psychological health in the LGBTQ community (Himmelstein et al., 2019). Additionally, 

it has been previously mentioned in former articles that minority stress may contribute to 

elevated levels of attitudinal disordered eating patterns among lesbian women, gay men, 

bisexual men and women, and transgender women (Meyer, 2003; Mason et al.,2017; 

Nagata et al., 2020 c; Brewster et al., 2019).  Due to weight judgement and overweight BMI 

among lesbian women and body objectification aiming to sexually attract others among 

gay men, disordered eating patterns may be heightened as a response to minority stress 
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(Mason et al.,2017; Nagata et al., 2019). Hence, coping with minority stress in sexual 

minorities can result in deleterious disordered eating behaviors. When future 

recommendations are listed out for investigations on the relationship between gender 

identity and sexual orientation with disordered eating behaviors, important conclusions can 

be drawn out from the stress minority theory to develop more effective prevention 

measures and better strategies for therapeutic interventions. 

 

Another theory that might possibly explain the etiology behind disordered eating 

behaviors in the LGBTQ community is the interpersonal theory of eating disorders (IPT-

ED) suggested by Reiger, et al., in 2010 (Bell et al., 2019). Whilst studying the emergence 

of eating disorder symptoms, the IPT-ED model suggests the integration of interpersonal 

and psychological aspects of the individual. Insufficient or little social interactions, 

negative social exchanges, and perceived negative evaluation resulting in low self-esteem 

play a major role in understanding the IPT-ED model. Bell, et al. (2019) introduces the 

concept of “thwarted belongingness” that refers to the unmet basic human needs of 

belongingness, which in return might explain disordered eating patterns to enhance self-

esteem and regulate negative perception of one’s self. Therefore, the integration of 

theoretical models such as the stress minority and IPT-ED might play an impeccable role 

in better understanding disordered eating behaviors among sexual minority and gender 

diverse populations.  

 

2.3  Disordered Eating Behaviors among sexual minorities 

2.3.1 Lesbian adolescents and adults 

It is important to mention that research findings relating disordered eating patterns 

to lesbian adolescents and adults are the least consistent. Some of the previous studies such 

as Bell et al., 2019 indicated that lesbian adolescents and adults are at higher risk of 

disordered eating behaviors and eating disorders. Additionally, lesbian women are more 

likely to engage in binge eating episodes than heterosexual women. Parker and Harriger, 

(2020) summarized that according to former literature restrictive eating, purging, binge 

eating, frequent exercise and laxative use are more frequent among lesbian than 

heterosexual women. On the other hand, some literature reports more negative body image 
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among heterosexual women than sexual minority females, with differences in body mass 

index (Miller and Luk, 2018). Lesbian and bisexual girls, when compared with 

heterosexual girls, were associated with a more positive body image and were less likely 

to correlate themselves with girls displayed over social media (Austin et al., 2004). This 

can be possibly explained by the notion that due to heightened masculinity and lower levels 

of self-objectification, lesbian women are less susceptible to body image dissatisfaction 

and internalized thin body ideals than heterosexual women (Nagata et al., 2020) a. 

Consequently, sexual minority females have an increased likelihood to be overweight and 

obese (Himmelstein et al., 2019). Given that lesbian women usually have higher body mass 

indices (BMIs), weight and shape concerns may be normalized in this population (Nagata 

et al., 2020) a. 

 

2.3.2 Gay and bisexual men adolescents and adults 

Many research studies before have suggested that eating disorders and disordered 

eating behaviors are more prevalent in gay than heterosexual men (Parker and Harriger, 

2020). A systematic review on disordered eating and weight-related behaviors among 

sexual minority adolescents and young adults resulted in comprehensive evidence 

supporting the higher prevalence of sexual orientation disparities in disordered eating and 

weight-related behaviors between males rather than females (Miller and Luk, 2018). Earlier 

investigations claimed that when compared with heterosexual boys, gay and bisexual boys 

were more troubled by men displayed in social media and where more frequently engaging 

in binge eating episodes (Austin et al., 2004). Additionally, cisgender gay men had higher 

weight and shape concerns in Nagata et al., (2019). This may be explained by the concept 

that gay men are usually preoccupied with bulking up and muscularity. Hence, unhealthy 

weight control and disordered eating behaviors are more prominent among sexual minority 

males, where dieting was more reported than engaging in physical activity (Himmelstein 

et al., 2019). According to the systematic review by Parker and Harriger (2020), gay adults 

and adolescents are prone to engage in dietary restraint, binge eating, frequent dieting, and 

compensatory behaviors such as purging and exercising.  
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2.3.3 Bisexual adolescents and adults 

Despite the presence of a good amount of literature on gay and lesbian sexual 

minorities, bisexuality is rather a new area of study and research on disordered eating 

behaviors among bisexual individuals are limited. However, findings suggest that bisexual 

women and men are at high risk of eating disordered when compared to heterosexuals. This 

can be denoted by the high prevalence of disordered eating behaviors among bisexuals 

such as fasting, binge eating, body dissatisfaction, laxative use, skipping meals, and 

purging (Parker and Harriger, 2020).  Moreover, when compared to lesbian and 

heterosexual women, bisexual women have higher rate of eating pathology (Steele et al., 

2019). Another study found that bisexual women are more prone to occupy themselves 

with body and weight scrutiny, and compulsive mirror checking than heterosexual women 

(Henn et al., 2019). Weight and shape concerns are also evident among bisexual men 

(Nagata et al., 2020) b. 

 

2.3.4 Transgender adolescents and adults 

Similarly, ED studies among transgender individuals are very limited. Compared 

to cis-genders, transgender individuals have a gender identity non-conforming with their 

sex assigned at birth. Transgender individuals may identify with any sexual orientation. 

Some literature on disordered eating behaviors among transgender individuals suggest that 

body dissatisfaction, stigma, and reduced social support play a critical role in the 

development of disordered eating patterns (Brewster et al., 2019). In pursuing body image 

ideals, transgender individuals are more likely to use diet pills or laxatives, and vomiting 

than cis-genders (Diemer et al., 2015). Additionally, transgender adolescents and adults are 

apt to engage in steroid use, fasting, and binge eating (Parker and Harriger, 2020). As 

recapped by Nagata et al. (2020) c, body image dissatisfaction among transgender men and 

women might result in dietary restriction. For example, there are high rates of restraint 

eating behaviors in transgender men resulting in amenorrhea and loss of female sex 

characteristics (Avila et al.,2019). On the other hand, transgender women manifest in 

eating pathologies secondary to specific social standards that are correlated with slimness 

and effort for weight loss. 
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2.3.5 Queer adolescents and adults 

Definitely, queer individuals have not been properly represented in the literature 

and hence their mental health has not been addressed.  According to MacDonald (2011), 

the question on the prevalence of disordered eating behaviors among queer women remains 

vague. Out of the few studies present in the literature, queer women score lower rates for 

disordered eating patterns than heterosexual women. This was explained by the concept of 

decreased body image dissatisfaction and thin body ideals among queer women. Yet, the 

findings remain inconsistent where other studies found the queer women are prone to DEB 

such as binge eating. Although Bell et al., 2019 did not particularly tackle queer 

individuals, transgender and gender non-conforming adults had elevated risks of 

disordered eating pathologies. Thus, the poor and inconsistent studies on queer individuals, 

especially the ones investigating the relationship between sexual minorities and DEB, call 

for future research on this topic. 

 

2.4  Knowledge gap and purpose of this thesis 

It is also notable to mention the inconsistent findings about the difference in 

disordered eating patterns among the LGBTQ subgroups (McClain and Peebles, 2016). 

Consequently, further studies are needed in order to identify the possible risks and 

protective factors of disordered eating behaviors in the LGBTQ population to enable 

prevention and early intervention. To date, the most common risk factors are social 

pressures, weight and shape concerns, idealization of certain body images, impulsivity and 

dietary restraints (Milano et al., 2019). This can highlight the significant difference in the 

number of risks versus protective factors noting that well established LGBTQ clubs is the 

only well-known protective factor (Bell et al., 2019). According to Himmelstein et al. 

(2019), the risks involved in a higher prevalence of disordered eating patterns among 

transgender youth are usually correlated to stigma and violence exposure, which were 

counterbalanced by social support groups. On the other hand, generally a big chunk of the 

previous research on this topic investigated risk and protective factors within a particular 

group of the LGBT and has failed to take into consideration the ones still questioning their 

sexual identity. This neglect is notable enough that assumptions about the etiological 

factors and intervention approaches cannot be made. 
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To our knowledge, scarce studies have been done on the correlation between gender 

identity, sexual orientation, and eating behaviors in Lebanon. A very recent cross-sectional 

study that assessed the relationship between six factors and disordered eating among 129 

Lebanese gay men, found that the development of disordered eating behaviors among these 

gay men was 25% explained by the six factors under study (Naamani and El Jamil, 2021). 

These six factors were body dissatisfaction, self-objectification, positive minority identity, 

shame-proneness and a sense of belonging to the LGBT community. Moreover, shame- 

proneness and self-objectification were significantly and positively correlated to 

disordered eating. On the contrary to previous research, the relationship between body 

dissatisfaction and disordered eating was not significant (Naamani and El Jamil, 2021). 

 

In light of the aforementioned considerations, the rationale of this study is two-fold 

1) contribute to the limited research about the presence of disordered eating behaviors in 

gay, lesbian, bisexual, transgender and queer individuals along with comparing these 

subgroups, and 2) identify the risk and protective factors involved in this relationship. In 

addition, not only the presence of disordered eating patterns is to be studied but also the 

proneness to developing such behaviors since even minor levels of symptomatic disordered 

eating behaviors can be association with deficits in well-being. Moreover, this is the first 

study in Lebanon examining the presence of DEB among sexual minorities while assessing 

the determinants linked to this correlation. Therefore, this study helps fill the gap in our 

knowledge of disordered eating patterns among the LGBTQ population in Lebanon. 
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Chapter Three 

Methodology 

 

3.1  Study Design and Data Collection 

This study is an observational cross-sectional population-based research study 

carried out on heterosexual/straight females and males, and an LGBTQ population in 

Lebanon. The outcomes of this study were measured through an online survey on google 

docs (Google LLC.) displayed in both languages English and Arabic.  

 

The participants were contacted through social media accounts such as Instagram 

LLC., Twitter Inc., and Facebook Inc., in addition to referrals, and non-governmental 

organizations directed for human rights. Prior to accessing the survey, the participants had 

to agree to an informed consent portrayed on the first page of the questionnaire. The 

participants were clearly given the option to withdraw their surveys from the study with 

both anonymity and confidentiality being assured. See appendix A. 

 

Additionally, as an incentive, the study participants were able to access a brochure 

after submitting the survey. The brochure entitled “Your Guide to a Healthy Eating and 

Wellbeing” was created by my colleague Nour Kalash and I. In summary, the brochure 

was particularly tailored to the LGTBQ community and included healthy eating and 

lifestyle tips. Moreover, it included advices on drinking alcohol responsibly, physical 

activity, body image, and eating behaviors. At the end of the brochure, the readers were 

encouraged to accept themselves and reach out for support. See appendix I. 

 

The above study was approved by the Institutional Review Board Office at the 

Lebanese American University “LAU.SAS.LM4.10/Sep/2020”, which is constituted in 

accordance with the US Code of Federal Regular (45 CFR46. 107, 21CFR, 56.107), and 

Good Clinical Practice ICH. 
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3.2  Pilot Study 

Before disseminating the survey, a pilot study was initiated for trial purposes; 

survey formant and languages. It was also conducted to better estimate the average time 

needed to finish the survey. The pilot study included 6 participants who were then excluded 

from the analysis. 

 

3.3  Study Participants 

The targeted population of this study were sexual minorities residing in Lebanon. 

The sample population included lesbian, gay, bisexual, transgender, and queer self-

identified individuals, in addition to heterosexual men and women from different age 

groups. As for the exclusion criteria, participants who were not classified under “cis-

genders” or “LGBTQ” and under the age of 16 were excluded from the study. Hence, 3 

participants were excluded from the study analysis for they reported “Other” under gender 

identity and sexual orientation, thus not falling under the LGBTQ category. The final 

sample size was n=358.  

 

3.4  Study Questionnaires  

3.4.1 Socio-demographic and general health measures 

By referring to previous studies such as Bell et al. (2019) and Diemer et al. (2015), 

this section of the questionnaire was created to better understand the participants involved in 

this study. The participants were asked to identify their age, nationality, area of residence, 

who do they live with, sex at birth (male, female, intersex), gender identity (woman/cis-

woman, man/cis-man, trans-woman, trans-man, gender queer, gender fluid, non-binary, 

and agender), sexual orientation (straight/heterosexual, lesbian, gay, bisexual, asexual, 

pansexual, queer, or other), relationship status, level of education, and employment status. 

As for the three general health questions administered, they were partially derived from 

the National College Health Assessment (Diemer et al., 2015) assessing the participants’ 

general health status, medication usage, and exercise level. See appendix B. 
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3.4.2 Alcohol intake 

The second section of the survey involved one question originated from the Alcohol 

Use Disordered Identification Test-Core (AUDIT-C) developed by the World Health 

Organization. AUDIT-C is considered as a reliable tool where in this study one question 

was used to assess the frequency of drinking alcohol. Prior studies have highlighted 

alarming data on alcohol use among sexual and gender minorities, which was linked to a 

variety of factors such as stress minority, harassment and victimization (Hughes et al., 

2016). See appendix B. 

 

3.4.3 Eating disorder examination questionnaire (EDE-Q-6.0) 

The primary endpoint of this study is to investigate the presence and type of 

relationship between gender identity and sexual orientation with disordered eating 

behaviors. To assess eating behaviors, the Eating Disorder Examination Questionnaire 

(EDE-Q-6.0) was deemed most fit for this study. It is a self-report questionnaire that 

evaluates disordered eating behaviors and eating disorder attitudes over the past 28 days 

(Fairburn and Beglin, 1994). In addition, it also assesses frequencies of DEB such as 

compensatory behaviors and binge eating. The assessment demonstrates four subscale 

scores each over a 7-point order response: Restraint Eating (5 items), Eating Concern (5 

items), Shape Concern (8 items), and Weight Concern (5 items). The Global score is 

measured as the average of these subscales. Higher scores indicate pronounced eating- 

related behaviors or concerns. To determine proneness or higher risk of disordered eating 

behaviors, a cut-off of 3 was used. Weight and height reports are displayed at the end of 

this section as per of the EDE-Q. According to Bohrer et al. (2015), the EDE-Q6.0 is one 

of the validated and reliable tools used among different weight groups to measure 

restrained and disinhibited eating behaviors. It is certain that the EDE-Q was constructed 

on presumed cisgender women and men, however new studies have worked on developing 

community norm for disordered eating behaviors and attitudes in lesbian, bisexual men and 

women, transgender men and women, and gender expansive populations (Nagata et al., 

2020c). See appendix C. 
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3.4.4  Body appreciation scale (BAS-2) 

Starting with the first hypothesized determinant of disordered eating, distorted body 

image was assessed via the Body Appreciation Scale -2. The BAS-2 evaluates three aspects 

of body appreciation: respect toward one’s body, body acceptance, and resistance to 

pressure from media’s appearance ideals (Tylka and Wood-Barcalow, 2015). It includes 

10 items that are graded on a 5-point Likert scale ranging from Never (accounting to a 

score of 1) to Always (accounting to a score of 5). High scores indicate greater body 

appreciation; mean scores are calculated by averaging all items. Relating to the present 

study, the BAS-2 is considered as a validated tool among sexual minorities for assessing its 

correlation with other aspects of positive body image, inclusive of body image flexibility 

and functionality appreciation (Soulliard and Vander Wal, 2019). See appendix D. 

 

3.4.5  Generalized anxiety disorder (GAD-2) 

As previously mentioned, lesbian, gay, bisexuals, transgender, and queer 

individuals endure several experiences that might deteriorate their mental health status. 

According to the Anxiety and Depression Association of America, around 30 and 60 

percent of LGBTQ people suffer from anxiety and depression at some point in their lives 

(Brenner, 2019). In order to evaluate our participants’ anxiety level, the Generalized 

Anxiety Disorder 2-item (GAD-2) scale was used. It is considered as a very brief and 

simple initial screening tool for frequency of general anxiety disorder over the preceding 

two-week period. Responses are graded on a four-point Likert scale ranging from 0 (not at 

all) to 3 (nearly every day). A score of 3 points is the selected cut-off for pointing out 

possible cases that are in need for further evaluation (Kroenke et al., 2007). See appendix 

E. 

 

3.4.6 Brief fear of negative evaluation (BFNE) 

Likewise, the Brief Fear of Negative Evaluation was added to the survey to further 

assess social anxiety among the LGBTQ community. The BFNE is a 12- item scale based 

on a five-point Likert scale ranging from 1 (not at all characteristic of me) to 5 (extremely 

characteristic of me); the higher the score, the greater the fear of negative evaluation and 

perception of others towards oneself. Several studies before have used the BFNE scale to 
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assess the level of fear of negative evaluation and social anxiety among lesbian, gay, 

bisexual, and transgender individuals (Rohilla et al., 2016; Mereish et al., 2018). See 

appendix F. 

 

3.4.7  Heterosexist, harassment, rejection, and discrimination scale (HHRDS 

Into the bargain, lesbian, gay, bisexual, transgender, and queer individuals report 

experiences of rejection, harassment, and discrimination that all in all lead to deterioration 

in mental health status (Tabaac et al., 2017). Therefore, the survey was further built by 

adding a 14-item questionnaire, which is indicated to measure the frequency that the 

LGBTQ minorities report experiences of heterosexist harassment, rejection, and 

discrimination (HHRDS) over the past year. Responses are rated on a 6-point Likert scale 

that ranges from 1 (the event never happened to you) to 6 (the event happened almost all 

of the time). High total scores indicated more discriminatory experiences. It is important 

to highlight that several previous research studies have used the HHIDS in evaluating 

harassment and discrimination events among lesbians, gays, and transgenders (Szymanski, 

2006; Smith et al., 2019; Tabaac et al., 2017). See appendix G. 

 

3.4.8  Multidimensional scale of perceived social support (MSPSS) 

Last but not least, the Multidimensional scale of perceived social support (MSPSS) 

was included in this survey to evaluate the subjective apprehension of social support 

adequacy in three specific aspects: family, friends, and significant others (Zimet et al., 

1998). The MSPSS consists of 12-items rated from 1 (strongly disagree) to 5 (strongly 

agree), with total scores representing the sum of responses. Moreover, the higher the scores 

the greater perceived social support status. According to Bell et al., 2019 and Burnette et 

al., 2019, social support and community groups have been previously identified as a 

potential protective factor against disordered eating patterns, body image dissatisfaction, 

and harassment. See appendix H. 
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3.5  Statistical Analysis 

Statistical analysis was performed using statistical package SPSS- version 25. 

Descriptive analysis and cross-tabulation statistics were conducted for all 

sociodemographic characteristics for each subgroup under both sexual orientation and 

gender identity. The results indicated frequency and percentage for area of residence, level 

of education, relationship, employment, and health statuses, exercise level, alcohol 

consumption, and cohabitation. As for age and BMI, descriptive statistics yielded mean 

and standard deviation. Refer to table 1. 

 

Additionally, descriptive statistics were performed for the mean score of the 

subscales and the global score of the EDE-Q6.0 for the gender identity and sexual 

orientation subgroups. ANOVA tests were conducted to test the difference in the mean 

score of the subscales and the global score of the EDE-Q6.0 between the gender identity 

and sexual orientation subgroups. Then, with Tukey HDS post-hoc analysis, a pairwise 

comparison was conducted to discover where the difference between subgroups occurred. 

To account for a higher statistical power, lesbian, gay, bisexual, and queer individuals were 

computed to “LGBQ”. 

 

Then, a sample t-test was conducted to test the significant difference in the mean 

score and the global score of the EDE-Q6.0 subscales between LGBQ and the reference 

groups considered as heterosexuals. Considering that age and BMI are probable 

confounders as per previous literature review, a general linear model was performed to test 

the relation between the global EDE-Q6.0 score with both gender identity and sexual 

orientation. 

 

To test for the hypothesis that body dissatisfaction, generalized anxiety disorder, 

fear of negative evaluation, social support status, and harassment experiences are all 

determinants of disordered eating behaviors among sexual minorities, a multiple linear 

regression was performed. This analysis was indicated to test the correlation between the 

global EDE-Q6.0 score (sum of 4 subscales) and BAS-2, GAD-2, BFNE, MSPSS, and 

HHRDS among gender identity and sexual orientation subgroups.  
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Then, ANOVA analysis was conducted to check for significance. Pearson correlations were 

conducted for each determinant variable (body appreciation, anxiety, fear of negative 

evaluation, social support, and harassment scales) to check for multicollinearity and 

strength of association. Based on the results of the correlations and multiple linear 

regression, mediation analysis was performed test the hypothesis that BMI will mediate 

the association between BFNE with EDE-Q and between BFNE and BAS. According to 

Baron and Kenny (1986), three simple linear regression models were conducted with one 

insignificant result, hence failing to reject the null hypothesis. An alpha level of 0.05 was 

used for all analyses. 
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Chapter Four 

Results 

 

4.1  Characteristics of Participants 

The final population sample size for this study was n=358. Particularly, the final 

sample size included 210 lesbian, gay, bisexual, transgender, queer, and asexual 

individuals, and 148 heterosexuals. Table 1. Displays the number of participants, mean 

age, and mean BMI under each gender identity and sexual orientation category. The mean 

age and mean BMI for all of the participants were 24 years old and 24.17 Kg/m2 

respectively. 

 

 

Table 1. Cross tabulation of participant’s gender identity and sexual orientation along with 

age and BMI in mean and standard deviation. 

Age: in years; BMI: body mass index (Kg/m^2). 
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4.2  Exercise level and alcohol consumption among the study 

participants 

According to the descriptive statistics done on exercise level among gender identity 

subgroups, around 65% of gender queer individuals do not engage in physical activity. 

Similarly, the highest percentage was accounted for null physical exercise among bisexual 

and gay individuals. As for lesbian individuals, around 46% answered “never” for physical 

exercise, 42% for 1-2 times a week, and 13% for 3-4 times a week. More than half of 

transgender men and women engaged in at least 1-2 times of physical exercise a week.  

 

Moving to alcohol consumption, trans-women and trans-men reported insignificant 

alcohol consumption. Contrary to queer individuals where the highest percentage for 

alcohol consumption was 38.5% answering alcohol consumption “2-4 times a month”. 

Both lesbian and gay individuals also have insignificant alcohol consumption rates where 

the highest rates in both groups accounted for monthly or less alcohol consumption. 

 

4.3  Gender identity subgroup analysis for mean and global scores of 

EDE-Q 6.0 subscales 

The mean and global scores of the eating disorder examination questionnaire 

subscales among gender identity subgroups are shown in table 2. Participants who were 

trans-men had higher scores for all subscales and the global EDE-Q score compared to cis-

gender men, while trans-women had higher scores for the global score and all subscales 

except for the restraint eating when compared to cis-gender women. As for gender-queer 

individuals, their scores were generally higher than both cis-gender men and cis-gender 

women. Yet, when testing the difference in the mean and global scores of the EDE-Q 

subscales between gender identity subgroups, there was a significant difference in the mean 

score of the weight concern subscale only (p=0.01<0.05). The difference existed between 

trans-woman and cis-gender man (p=0.01<0.05), trans-woman and cis-gender woman 

(p=0.01<0.05), and trans-woman and gender queer (p=0.03<0.05).  
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Mean score above 3 was seen only in trans-woman for the shape and weight concern 

subscales indicating the proneness for disordered eating behaviors and attitudes. 

 

 

Table 2. Mean score and standard deviation for the EDE-Q6.0 subscales and global score 

among gender identity subgroups with variation between sample means. 
* Post-hoc comparison using the Tukey HSD test indicating significance at the p<0.05 

level. 
a Significantly different to man, b Significantly different to woman, c Significantly different 

to queer. 

 

 

4.4  Sexual orientation subgroup analysis for mean and global scores of 

EDE-Q 6.0 subscales 

The mean and global scores of the eating disorder examination questionnaire 

subscales among sexual orientation subgroups are shown in table 3. When compared to 

heterosexual men, gay individuals had higher scores for the global score and all subscales 

except for the restraint eating. Similarly, when compared to heterosexual women, lesbian 

individuals had higher scores for the global and all subscale scores except for restraint 

eating. The highest score for the restraint eating subscale was for heterosexual men, as for 

the eating concern subscale was for bisexual and queer individuals. Queer individuals also 

scored the highest for the weight and shape concern subscales and the global EDE-Q score. 

Nonetheless, when testing the difference in the mean scores and global scores of the EDE-Q 

subscales between sexual orientation subgroups, there was a significant difference in the 

mean scores for all the subscales and the global score (p=0.00<0.01). For the restraint 

eating subscale, the significant difference was found to be between heterosexual men and 

women and heterosexual women and bisexual individuals. For the eating concern subscale, 

the significant difference was present between bisexual and heterosexual women and men, 
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and bisexual and lesbian individuals. As for the shape concern subscale, the difference 

existed only between bisexual and heterosexual women. Similarly, the difference existed 

between bisexual and heterosexual women for the weight concern subscale in addition to 

queer individuals with heterosexual men and women. Moreover, there was a strong 

significant difference in the global score of the EDE-Q subscales among the sexual 

orientation subgroups (p=0.00<0.01). The difference existed between bisexual and 

heterosexual women, and queer and heterosexual women. Mean score above 3 was not seen 

in any of the sexual orientation subgroups for all of the subscales and global score of the 

EDE-Q. 

 

Table 3. Mean score and standard deviation for the EDE-Q6.0 subscales and global score 

among sexual orientation subgroups with variation between sample means. 

Heterosexual M: men; Heterosexual W: women 

**Correlation is significant at the 0.01 level (2-tailed); *Correlation is significant at the 

0.05 level (2-tailed). 

a Significantly different to heterosexual women, b Significantly different to heterosexual 

men, c Significantly different to lesbian. 
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4.5  Mean and global scores of EDE-Q 6.0 subscales between 

heterosexuals and LGBQA individuals 

The mean and global scores of the eating disorder examination questionnaire 

subscales between the reference group (heterosexual) and LGBQA (lesbian, gay, bisexual, 

queer, asexual) are shown in table 4. The mean scores for all of the four subscales and the 

global score were higher in the LGBQA group than heterosexual individuals. Mean score 

above 3 was not seen in any of the two groups for all of the subscales and global score of 

the EDE-Q. However, there was a solid significant difference between the two groups for 

the eating (p=0.00<0.01), shape (p=0.00<0.01), and weight concern (p=0.00<0.01) 

subscales of the EDE-Q. Moreover, the strong significance was also present for the global 

score between the two groups (p=0.00<0.05). 

 

Table 4. Mean score and standard deviation for the EDE-Q6.0 subscales and global score 

among heterosexuals and LGBQA with difference between the two groups. 

LGBQA: lesbian, gay, bisexual, queer, asexual 

 

**Correlation is significant at the 0.01 level (2-tailed); *Correlation is significant at the 

0.05 level (2-tailed). 

 

4.6  Correction for age and BMI as confounders between the EDE-Q 6.0 

global score among both gender identity and sexual orientation 

groups 

Both age and BMI were tested for possible confounders for the global EDE-Q score 

among both gender identity and sexual orientation groups. The results yielded positive 

correlation for age (p=0.02<0.05) and BMI (p=0.00<0.05). This test indicated a negative 

relationship between age and global EDE-Q score.  
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As individuals grow older, the global EDE-Q score decreases by 0.029. On the other hand, 

this test indicated a positive relationship between BMI and global EDE-Q score. As BMI 

increases, the global EDE-Q score increases by 0.068. 

 

4.7  Determinants of disordered eating behaviors among gender identity 

and sexual orientation subgroups 

The mean scores for the BAS-2, GAD-2, BFNE, MSPSS, and HHRDS for the 

groups: heterosexual/straight, transgender/gender queer and LGBQA individuals are listed 

in table 5 below. LGBQA individuals scored higher on the GAD-2 and BFNE while 

heterosexuals scored higher on the BAS-2 and MSPSS. Additionally, transgenders and 

gender queers scored higher than there cis-counterparts on GAD-2 and BFNE. After 

calculating the mean and standard deviation scores for the above questionnaires among 

both gender identity and sexual orientation groups we conducted regression analysis. The 

analysis indicated there was a strong significant relationship between all of the 5 

determinant scales mentioned above and the EDE-Q among both gender identity and sexual 

orientation groups (p=0.00<0.01). 35% of the variance in the EDE-Q is accounted by the 

determinants mentioned above (R-square=0.349). Therefore, we reject the null hypothesis 

that the determinants are not related to the dependent variable (global EDE-Q score). Diving 

into each of the determinants, only the body appreciation (p=0.00<0.001), generalized 

anxiety (p=0.025<0.05), and fear of negative evaluation (p=0.008<0.05) were significant. 

The results indicated a negative relationship between body appreciation and disordered 

eating behaviors, as the BAS-2 score increases by one unit, the global EDE-Q score 

decreases by 0.528. On the other hand, the generalized anxiety and fear of negative 

evaluation had a positive relationship with disordered eating behaviors. Thus, when the 

GAD score increases by one unit, the global EDE-Q score increases by 0.205 and when 

the BFNE score increases by one unit, the global EDE-Q score increases by 0.023. 

 

Finally, the strength of association between the global EDE-Q score and each of 

the determinants is displayed in table 6. The results indicated a negatively significant 

correlation between global EDE-Q score with the BAS-2 score (r=0.555=medium strength 

association) and with the MSPSS (r=0.203=weak strength association). Moreover, there 
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was a positively significant correlation between the global EDE-Q score with the GAS-2 

(r=0.344=medium strength association) and the BFNE scores (r=0.424=medium strength 

association). 

 

 

Table 5. Mean scores and standard deviation for the BAS-2, GAD-2, MSPSS, HHRDS, 

and BFNE questionnaires between the two main groups: heterosexual/straight and 

LGBQA individuals. 

 

LGBQA: lesbian, gay, bisexual, queer, asexual 

TQ: Transgender, Gender Queer 
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Table 6. Pearson correlation for multicollinearity with strength of association between 

EDE-Q global score and possible predictor variables. 

**Correlation is significant at the 0.01 level (2-tailed); *Correlation is significant at the 

0.05 level (2-tailed). 
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Chapter Five 

Discussion 

5.1  Discussion 
 

This study was designed to build on previous limited research to determine the 

relative levels of eating disorder symptoms and disordered eating patterns among lesbian, 

gay, bisexual, queer, and transgender individuals and compared to a heterosexual/straight 

or cis-gender group of individuals. Furthermore, we aimed to identify the determinants and 

to detect whether these determinants are considered risk or protective factors for disordered 

eating behaviors among an LGBTQ community in Lebanon. The hypothesized risk factors 

for disordered eating patterns among LGBTQ individuals were retrieved from previous 

literature, namely body image dissatisfaction, anxiety, fear of negative evaluation, 

harassment, rejection, and discrimination levels. While the hypothesized protective factor 

against the engagement in disordered eating behaviors and attitudes is the presence of 

social support. Up to our knowledge, social support and the feeling of belonginess to a 

community are considered one of the pivotal protective factors to any mental health illness. 

 

In concordance with previous literature, in our study the highest subscales among 

lesbian women were shape and weight concerns (Nagata et al., 2020a; Bell et al., 2019; 

Meneguzzo et al., 2018). The subscales were both higher in lesbian women than 

heterosexual women yet not statistically significant. It is important to note that previous 

literature associated the increased mean scores of the shape and weight concerns in lesbian 

women to BMI. However, contrary to Miller and Luk (2018), lesbian and heterosexual 

women in our study had a normal BMI. This might confirm the notion suggested by 

Meneguzzo et al. (2018) that when compared to heterosexual women, shape concern 

among lesbian women may be influenced by a greater desire for muscularity. Further 

confirmed when noticing that the mean score for the restraint subscale was higher in 

heterosexual women than lesbian individuals.  Nonetheless, lesbian individuals did score 

higher in the eating concern subscale compared to heterosexual women. Hence, lesbian 

women are less concerned about idealized thin bodies and consequently are not likely to 
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engage in restraint eating behaviors, however they might be at risk of disordered eating 

symptomatology due to their weight and shape concerns. 

 

Additionally, not only lesbian individuals scored the highest for the weight and 

shape concerns in the EDE-Q, but gay men as well. Although the difference was not 

significantly different, the mean scores of the weight and shape concerns in gay men were 

higher than heterosexual women. This comes supporting earlier investigations that when 

compared to heterosexual men, sexual minority males and gay individuals in particular 

have elevated weight and shape concerns due to their extensive concerns on muscularity 

and bulking up in attempt to attract the same sex partners (Austin et al., 2004; Nagata et 

al., 2019).  Consequently, gay individuals tend to be more involved in unhealthy weight 

control and eating habits. In our study, we found that gay individuals had higher eating 

concern scores than dietary restraint indicating that their disordered eating symptoms are 

more seen in binge eating and compensatory behaviors. However, the authors in Nagata et 

al. (2019) suggested that for gay men, larger endorsement of disordered eating attitudes of 

ED symptomatology does not ineludibly indicate a higher risk of disordered eating 

behaviors. As per Miller and Luk (2018) and Parker and Harriger (2020), gay men are more 

likely to be involved in restraint eating rather than physical exercise. Hitherto in our study, 

gay participants did not report neither elevated restraint eating symptoms nor engagement 

in physical activity. It is true that our results were not statistically significant but the overall 

picture backs up the comprehensive evidence on the higher risk of disordered eating 

behaviors among gay individuals (Parker and Harriger, 2020; Miller and Luk, 2018). 

 

Moving to discussing bisexual individuals, most of our statistical significance was 

seen when comparing bisexual men and women to the other sexual orientation subgroups. 

For all of the subscales and global score of the EDE-Q, when compared to heterosexual 

women, bisexual individuals had significantly higher scores. Additionally, bisexuals had 

higher scores than heterosexual men and lesbians for the eating concern subscales. 

However, in some previous studies, bisexual individuals did not have higher mean scores 

for the subscales or the global score of the EDE-Q questionnaire than lesbian individuals 

(Nagata et al., 2020) b. Conversely, in Luce et al. (2008), heterosexual women had a higher 
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percentage of disordered eating behaviors such as binge eating, laxatives misuse, self-

induced vomiting, and excessive exercise. The results for bisexual individuals definitely 

back up limited previous studies on higher scores of disordered eating behaviors among 

bisexual individuals (Parker and Harriger, 2020; Nagata et al., 2020) b. Our results can be 

explained by the lower body appreciation scores bisexual individuals ranked when 

compared to the rest of the sexual orientation subgroups. According to Henn et al. (2019), 

bisexual individuals especially women are at higher risk to occupy themselves with 

compulsive mirror checking and weight and body scrutiny.  

 

Another statistical significance in our study was seen in transgender analysis. 

Transgender women had significantly higher mean score for weight concern subscale when 

compared to heterosexual men, heterosexual women, and queer individuals. In fact, 

transgender women scored above 3 for the shape concern and above 4 for the weight 

concern subscales in the EDE-Q subscale indicating the presence of disordered eating 

attitudes in relationship to shape and weight. As for transgender men, the mean scores were 

also the highest for the shape and weight subscales although the score did not pass the 

cutoff point of 3 as transgender women. This was also seen in Nagata et al. (2020) c ,where 

the highest subscale scores for transgender men and women were the shape and weight 

concerns. In that same study, transgender men and women both reported dietary restraints 

as disordered eating behaviors (Nagata et al., 2020) c. However, in our study, we only 

observed a higher restraint eating mean score in transgender men while the higher mean 

score in transgender women was accounted for dietary concern. Supporting Diemer et al., 

(2015) and Parker and Harriger (2020), transgender individuals are more prone to engage 

in disordered eating behaviors such as binge eating, fasting, vomiting, and laxative or diet 

pills use than cisgenders. It is very important to mention that both transgender men and 

women in our study reported very low body dissatisfaction and scored the lowest among 

the gender identity subgroups in the body appreciation scale.  Thus, this comes in light of 

the results seen for the EDE-Q scores as it is very well established that poor body 

appreciation can increase the risk of disordered eating behaviors among transgender 

individuals. For example, the mean score of the restraint subscale in trans-men participants 

was higher than cis-genders, which can be explained by the obsessive thoughts of wanting 
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to achieve more masculine features by suppressing menstruation and eliminating female 

characteristics. Whereas in transwomen, the mean score of the dietary concern subscale 

was higher than cis-gender, which is probably due to the compulsive thoughts of wanting 

to be slimmer and more feminine. This notion was actually suggested in previous studies 

such as Avila et al. (2019) and Nagata et al. (2020) c. 

 

Last but not least, the limited number of studies on disordered eating behaviors 

among queer individuals disables us to fully analyze the results of our study. Also, our 

results are actually in contrast to one of the few articles found on disordered eating 

behaviors among queer women. The highest scores for the EDE-Q subscales were seen in 

the weight and shape concerns among queer individuals, where the mean score of the 

weight concern subscale was significantly higher than heterosexual men and women. 

Additionally, the mean scores for the eating concern and the global score were both 

significantly higher in queer individuals than heterosexual women. On the other hand, 

MacDonald (2011), reported lower scores of disordered eating patterns among queer 

women when compared to heterosexual women, which was linked to lower body 

dissatisfaction levels. However, in our study, the BAS-2 score was actually the lowest in 

queer individuals indicating a higher level of body image disturbance and hence confirming 

the higher probability of disordered eating patterns.   

 

After observing the mean scores and the global score of the EDE-Q subscales in 

each other the LGBTQ subgroups, we can further confirm our hypothesis by tackling 

disordered eating behaviors from a wider angle. When comparing LGBQA to heterosexual 

individuals, the eating, shape and weight concerns, and the global EDE-Q mean scores 

were significantly higher. The mean score for the restraint concern was also higher among 

LGBQA when compared to heterosexuals despite having an insignificant difference. We 

can therefore support the previous evidence found on the higher proneness or presence of 

disordered eating patterns and attitudes among sexual and gender minorities when 

compared to heterosexuals and cis-genders (Bell et al., 2019; Himmelstein et al., 2019; 

Parker and Harriger, 2020).  

 



 

29 

 

As well as investigating the risk of disordered eating behaviors and attitudes among 

sexual and gender minorities, this study aimed at examining the determinants of DEB in 

such vulnerable populations. According to a-priori studies on mental health disparities 

among LGBTQ populations, there are several factors that might play a role in either 

endorsing or hindering the development of disordered eating symptoms. In this study, we 

examined the body appreciation, generalized anxiety, fear of negative evaluation, social 

support, and harassment and rejection levels among the LGBTQ community in Lebanon. 

Our results indicated that only the body appreciation, generalized anxiety, and fear of 

negative evaluation scales were significantly associated with disordered eating patterns. 

Supporting previous literature, fear of negative evaluation and heightened levels of anxiety 

increase the risk of disordered eating behaviors among LGBTQ individuals while having 

higher body appreciation levels decrease that risk (Milano et al., 2019; Bell et al., 2019; 

McClain and Peebles, 2016). Moreover, this was particularly confirmed when comparing 

the mean scores of the 5 determinants of DEB among heterosexuals and LGBQA 

individuals. LGBQA participants had higher generalized anxiety and fear of negative 

evaluation and lower body appreciations scores than heterosexual individuals.   

 

Finally, one of the two developmental models that link the identified risk factors 

above, can explain the greater threat of disordered eating behaviors to the LGBTQ 

community in Lebanon. Starting with the stress minority theory, vulnerable populations 

such as LGBTQ individuals endure many stressful experiences during their lives that are 

associated with discrimination, harassment, fear, anxiety, stigma, and lack of social support 

(Meyer, 2007). In this study, we can see that the LGBTQ participants had higher anxiety, 

fear, and disturbed body image levels when compared to heterosexuals or cis-genders. 

These perceptions and experiences are linked to DEB in the stress minority theory. 

Remembering that in almost all of our results, the weight and shape concern subscales from 

the EDE-Q were the highest among LGBTQ individuals, it verifies that sexual and gender 

minorities suffer from weight judgement and body objectification that are in return linked 

to the stress minority theory. This was also seen in previous literature such as Mason et al., 

(2017) and Nagata et al., (2019). Hence, disordered eating behaviors may be prominent 

among LGBTQ individuals as a response to heightened levels of anxiety and fear, and 
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negative perceptions of one’s self according to the stress minority theory. Furthermore, 

although social support status (MSPSS) was not associated with EDE-Q in our study 

population, the mean score was higher in LGBQA individuals when compared to 

heterosexuals, indicating less social support. Rendering the interpersonal theory of eating 

disorders (IPT-ED), the lack of social support, increased perception of negative evaluation, 

and low self-esteem linked to poor body image can possibly explain the higher risk of 

disordered eating behaviors among sexual and gender minorities (Bell et al., 2019).  

 

5.2  Limitations and Strengths 

Similar to any other research study, the present conclusions should be interpreted 

in the framework of several methodological limitations. One of the major limitations of our 

study that limits generalizability is the inability to obtain a representative sample size of 

the LGBTQ community in Lebanon as sexual and gender minorities continue to live in 

concealment fearing prosecution and stigmatization.  In addition, the sexual orientation 

subgroups also included asexual individuals, who might experience different stressors. 

Thus, only large effects are likely to be significant in small sample sizes. Also, we only 

had 11 transgender individuals and due to technical issues were not able to fill the HHRDS 

questionnaire. Another limitation that might affect the generalizability of the study is that 

the respondents self-selected to participate in the study entitled “determinants of body 

image dissatisfaction and disordered eating behaviors among an LGBTQ community in 

Lebanon”, and as such, the results are subject to non-response bias.  Moreover, the 

questionnaires are based on self-report, which may subject to reporting bias.  Lastly, we 

were not able to detect a causal relationship between our dependent and independent 

variables due to our cross-sectional study design.   

 

On the other hand, our study also had certain strengths.  The selected scales in this 

study have been carefully chosen and validated among sexual and gender minority 

subgroups. Although the EDE-Q   has not been validated yet in lesbian women but in other 

sexual orientation subgroups, it is considered a bequest instrument commonly used by 

researchers and clinicians in determining and interpreting eating disorder symptoms.  It is 

important to mention again that this study is one of the first in Lebanon examining 
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disordered eating behaviors in the LGBTQ community and can hence insights on mental 

health disparities among sexual and gender minorities.  

 

5.3 Clinical Implications 

The above research study highlights crucial questions on the mental illnesses’ 

sexual minorities struggle with, especially eating disorders and disordered eating patterns. 

Since LGBTQ populations are presented to be at a higher risk for disordered eating 

behaviors and subclinical symptoms of ED such as weight and shape concerns, it is of 

paramount importance that health professionals working with sexual and gender minorities 

meticulously assess for ED and their symptoms. In this study, it was also seen that there 

were several risk factors that were and might have been associated with disordered eating 

behaviors, which also helps better understand how tackle ED and DEB among sexual 

minorities.  Moreover, given the prevalence of generalized anxiety, social anxiety, fear of 

negative evaluation, and stigma, it is very important that clinicians working with sexual 

minorities receive training in cultural and clinical competency in order to facilitate 

communication and access to gender-affirming interventions. Consequently, school 

administrators, teachers, educators, and health care professionals should be well aware of 

the risk factors involved in deteriorating sexual and gender minorities’ mental health and 

aim to promote an accepting environment (Parker and Harriger, 2020).  

 

Furthermore, it has been previously identified that there are specific interventions 

targeting sexual and gender minorities, which might help in promoting better eating habits 

and general mental health statuses. These interventions include media literacy, nutritional 

counseling, body activism, and community resilience (Brown & Keel, 2015; Feldman et 

al., 2011; Meyer, 2015). 

 

In a nutshell, this study in addition to previous research have been able to shed the 

light on the higher risk of disordered eating behaviors among sexual and gender minorities. 

However, significant gaps remain in the literature especially for role of anxiety, stigma, 

harassment, and rejection in the relationship between sexual orientation and gender identity 

with DEB.  
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Thus, clinicians and researchers should focus further on the factors associated in the 

development of eating disorders and ED symptoms among sexual minorities. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

33 

 

Chapter Six 

Conclusion 

6.1 Concluding Remarks 

Our study findings suggest a potential higher risk of disordered eating behaviors 

and attitudes among sexual and gender minorities especially in countries where such 

matters remain illegal and taboo. In light of the significant stressors LGBTQ individuals 

endure, as they are on the road to self-discovery and disclosure, eating disorder symptoms 

may start to appear alarming as a result of anxiety, fear, prejudice, and stigma according to 

the minority stress theory. Given the compelling groundwork on the determinants of DEB 

among sexual and gender minorities, future research should meticulously and lengthily 

examine the factors involved in disordered eating attitudes and behaviors among the 

LGBTQ community in order to cultivate effective prevention strategies and enhance 

therapeutic interventions.    
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Appendix C: Eating Disorder examination questionnaire (EDE-Q 6.0) 
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50 

 

Appendix F: Brief Fear of Negative Evaluation (BFNE) 
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Glossary of Terms 

 

For the purpose of this thesis, we have identified a list of operational terms that highlight 

the major concepts introduced in this pioneer study; the Determinants of Disordered 

Eating Patterns Among an LGBTQ community in Lebanon. 

 

Sexual Orientation: an innate or unchanging emotional, sexual, or romantic attraction to 

other people. 

 

Straight/Heterosexual: individuals with romantic and sexual attraction towards the 

opposite sex or gender. 

 

Lesbian: female identified individuals with romantic and sexual attraction towards the 

same gender- female homosexuality. 

 

Gay: male identified individuals with romantic and sexual attraction towards the same 

gender- male homosexuality. 

 

Bisexual: individuals with romantic and sexual attraction towards the opposite and same 

genders. 

 

Asexual: individuals who experience romantic but not sexual attractions; lack of sexual 

temptation. 

 

Pansexual: individuals who are not limited to one particular sexual orientation or identity. 

 

Queer sexual orientation: individuals identified as neither heterosexual nor homosexuals. 

 

Gender Identity: most felt concept of self as female, male, a mixture of both or neither – 

can also be noted by how individuals see themselves and refer to themselves. It is important 
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to note that one’s gender identity can be the same or different from the sex assigned at 

birth. 

 

Transgender: a wide term for individuals whose gender expression and/or gender identity 

is contrasting from cultural expectations based on the sex assigned at birth. Transgender 

individuals do not have to imply any specific sexual orientation. Hence, transgender 

individuals may identity as lesbian, gay, straight, bisexual, etc. 

 

Gender Queer: individuals who do not pledge themselves to orthodox gender distinctions 

and identify themselves as both, neither, or a mixture of female and male genders. 

 

Gender Fluid: individuals whose gender identity changes over time; might also label 

themselves as agender, bigender, or non-binary. 

 

Gender expression: the external expression of one’s gender identity through clothing, 

behavior, voice, and/or haircut. Such expressions may not fit the socially defined 

characteristics and behaviors usually linked to either masculinity or femininity.  

 

Non-binary: individuals who identify themselves as neither male nor female or as a 

combination of both. 

 

Agender: individuals with no gender identity.  




