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Acceptance of Cosmetic Surgery Scale (ACSS)
Donna Henderson-King and Eaaron Henderson-King

Introduction
The Acceptance of Cosmetic Surgery Scale (ACSS)
(Henderson-King & Henderson-King, 2005) is a 15-item
instrument designed to measure the degree to which respond-
ents accept the use of cosmetic surgery to enhance physical
appearance. It is comprised of three subscales that assess
acceptance of cosmetic surgery for personal psychological
benefits, acceptance for social reasons, and the extent to
which individuals would consider having cosmetic surgery.

The ACSS has been used and validated in numerous
countries. Samples have spanned a wide range of ages both
within and across studies, with participants as young as
mid-teens and into older adulthood. Many studies have
included both women and men as well as some degree of
ethnic and cultural diversity. The scale has been used
extensively by researchers, both in its entirety and separate
subscales, to study attitudes about cosmetic surgery gener-
ally and individuals’ interest in having cosmetic surgery, as
well as the relationship between cosmetic surgery accept-
ance and other body-related constructs such as body image,
body-esteem, and sociocultural attitudes regarding appear-
ance. Both correlational and experimental studies have
utilized the ACSS to examine whether a wide array of social
and individual difference factors, such as materialism and
social media use, are predictive of, or influence, cosmetic
surgery attitudes (e.g., Henderson-King & Brooks, 2009;
Walker et al., 2021).

Development
As the 1990s saw an increase in cosmetic surgery procedures,
theorists and researchers became more interested in under-
standing the factors that were driving people’s seemingly
greater acceptance and consideration of cosmetic surgery.
Empirical research required valid and reliable measures of
individuals’ attitudes and interest in cosmetic surgery, and
the ACSS (Henderson-King & Henderson-King, 2005) was
developed to fill that need. We aimed to produce a scale that
would capture individuals’ interest in pursuing cosmetic sur-
gery to enhance their own physical appearance. However,
since personal interest in having cosmetic surgery may or
may not be consistent with individuals’more general attitudes
toward the practice (e.g., someone may be completely disin-
terested in having cosmetic surgery themselves, and yet have
a positive attitude about the use of cosmetic surgery), we also

sought to tap attitudes about the more general use of cosmetic
surgery to enhance attractiveness.

Our focus was on two broad motives for having cosmetic
surgery: intrapersonal (to feel better about oneself) and social
(to be more attractive to others, perhaps for relationship or
career purposes). Scale development began with a set of 26
items and was reduced for conceptual and statistical reasons to
15 items. Exploratory factor analyses revealed a three-
component model with five items loading on each of the
Intrapersonal, Social, and Consider factors, and all 15 items
loading on a single unrotated factor. The scale demonstrated
strong convergent validity, discriminant validity, and test-
retest reliability. Of note to potential users of the scale, evi-
dence regarding validity also pointed to the importance of
distinguishing between social and intrapersonal aspects of
cosmetic surgery acceptance as the two subscales differed in
terms of their correlates. These findings reveal meaningful
differences between these two aspects of cosmetic surgery
attitudes; thus, researchers are advised to consider whether
hypotheses regarding cosmetic surgery acceptance apply simi-
larly across all aspects of acceptance.

Administration and Timing
The ACSS can be administered as a paper-and-pencil instru-
ment or in an online format. In its entirety, the ACSS is
completed in under five minutes by most respondents.

Factor Structure and Invariance
Research using exploratory and confirmatory factor analyses
has consistently supported the three-factor structure in
Western societies. However, in non-Western societies a two-
factor structure (i.e., Social/Consider and Intrapersonal) has
consistently been found (Swami et al., 2011; Wu et al., 2020).
The lack of invariance across cultures may reflect how people in
individualist and collectivist societies view the self in relation to
others. Occasionally, researchers have estimated error correl-
ations for items within each subscale to achieve the best fit. As
noted above, Henderson-King and Henderson-King (2005)
found that all ACSS items could be combined into a single
score, and this has been supported by numerous researchers.

Researchers have examined invariance of the ACSS across
factors such as gender, age, education level, and body weight.
Women tend to be more accepting of cosmetic surgery for
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intrapersonal reasons, and more likely to consider having
cosmetic surgery, than men. Some have found that men are
more accepting of cosmetic surgery for social reasons than
women. Furthermore, the relationship between gender and
scores on the Social and the Consider subscales may be
moderated by a variety of individual difference variables
(e.g., possible selves, Henderson-King & Henderson-King,
2005).

Evidence of Reliability
Research has consistently reported excellent reliability for
the overall score and for each subscale with Cronbach
alphas ranging from the low .80s to mid .90s. Test-retest
reliability for the subscales ranges from .62 to .82 for
a 3-week administration window (Henderson-King &
Henderson-King, 2005).

Evidence of Validity
There is considerable evidence supporting construct validity.
Overall acceptance (total ACSS score) is positively related to
body appreciation (Swami et al., 2012; although, see Wu et al.,
2020), body shame, life satisfaction, internalization of cultural
beauty standards, facial appearance concerns (Wu et al., 2020),
and perceived pressure for physical perfection (Meskó & Láng,
2021). Also, interventions designed to reduce cosmetic surgery
acceptance can, at least temporarily, lower overall acceptance
(Wu et al., 2024).

Regarding the ACSS subscales, there is evidence that
scores on Consider are positively associated with attitudes
toward makeup use, body dissatisfaction, and the internal-
ization of sociocultural attitudes toward appearance
(Henderson-King & Henderson-King, 2005; Meskó & Láng,
2021; Stefanile et al., 2014) and negatively associated with
appearance-esteem (Henderson-King & Henderson-King,
2005) and body appreciation (Meskó & Láng, 2021). Scores
on both the Intrapersonal and Social subscales have been
positively associated with attitudes toward makeup use and
fear of becoming unattractive (Henderson-King&Henderson-
King, 2005), appearance-related pressures and internalization of
appearance pressures (Meskó & Láng, 2021; Stefanile et al.,
2014), body dissatisfaction (Stefanile et al., 2014), and body
shame (Henderson-King & Henderson-King, 2005). However,
only scores on the Social subscale are negatively related to
appearance-esteem, social-esteem, and body appreciation
(Henderson-King & Henderson-King, 2005; Meskó & Láng,
2021). All of the subscales have consistently been found to be
unrelated to general self-esteem, weight dissatisfaction, and
performance self-esteem.

Scale Instructions and Items
Instructions read as follows:

Please indicate how much you agree or disagree with the
following statements using the scale below.

1 = Disagree a lot; 2 = Disagree somewhat; 3 = Disagree
a little; 4 = Neutral; 5 = Agree a little; 6 = Agree somewhat;
7 = Agree a lot.

Items:
1. It makes sense to have minor cosmetic surgery rather than

spending years feeling bad about the way you look.
2. Cosmetic surgery is a good thing because it can help people

feel better about themselves.
3. In the future, I could end up having some kind of cosmetic

surgery.
4. People who are very unhappy with their physical

appearance should consider cosmetic surgery as one option.
5. If cosmetic surgery can make someone happier with the

way they look, then they should try it.
6. If I could have a surgical procedure done for free, I would

consider trying cosmetic surgery.
7. If I knew there would be no negative side effects or pain,

I would like to try cosmetic surgery.
8. I have sometimes thought about having cosmetic surgery.
9. I would seriously consider having cosmetic surgery if my

partner thought it was a good idea.
10. I would never have any kind of plastic surgery.
11. I would think about having cosmetic surgery in order to

keep looking young.
12. If it would benefit my career, I would think about having

plastic surgery.
13. I would seriously consider having cosmetic surgery if

I thought my partner would find me more attractive.
14. Cosmetic surgery can be a big benefit to people’s self-image.
15. If a simple cosmetic surgery procedure would make me

more attractive to others, I would think about trying it.

Response Scale
The ACSS uses a seven-point Likert scale (see Scale
Instructions and Items above).

Scoring
Reverse score Item 10. Calculate mean scores for each of the
subscales and the Overall Acceptance score as follows
(replacing Item 10 with Item 10 reverse scored):

Intrapersonal Subscale: Items 1, 2, 4, 5, and 14;

Social Subscale: Items 9, 11, 12, 13, and 15;

Consider Subscale: Items 3, 6, 7, 8, and reverse-scored Item
10;

Overall Acceptance: all items, using the reverse-scored Item
10 in place of Item 10.

Abbreviations
There are no abbreviated versions of the ACSS. However, some
researchers have administered only a single subscale of the ACSS.
Though original evidence of validity and reliability data were
based on the administration of the ACSS in its entirety, subse-
quent studies have provided evidence of good validity and
reliability for the Consider subscale when administered
separately.

Donna Henderson-King and Eaaron Henderson-King
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Cost
The ACSS is a published scale, available for use free of cost.

Permissions
Scholars wishing to use an unmodified version of the ACSS
(either in its entirety or individual subscales) have permis-
sion to do so without contacting the authors. Those intend-
ing to modify items or use individual items from the scale
should contact Eaaron Henderson-King (henderse@gvsu.
edu) or Donna Henderson-King (hendersd@gvsu.edu) for
permission. Those wishing to translate the ACSS have per-
mission to do so. As noted above, the ACSS is available free
of cost; use of the scale should not be undertaken for finan-
cial gain.

Copyright
Elsevier holds the copyright for the publication inwhich theACSS
originally appeared (Henderson-King &Henderson-King, 2005).
Sample items may be included in research articles to provide
explication of the scale and its subscales; however, authors who
wish to publish the entire scale in its originally published format
should contact Elsevier for permission: www.elsevier.com/autho
rs/permissions-request/journal-permissions-form.

Additional Information for Users
Those reporting on their use of the ACSS should cite the
authors of the scale, Henderson-King and Henderson-King
(2005). Users of a translated version of the ACSS (Table 1.1),

please cite both the authors of the original version and the
authors of the translated version.

Any additional questions about the ACSS and its use may
be directed to Eaaron Henderson-King (henderse@gvsu.edu)
or Donna Henderson-King (hendersd@gvsu.edu).
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Table 1.1 Translations available

Language Authors Article Link

Mandarin Wu et al. (2020) ht tps : / /do i .o rg/10 .1016/ j
.bodyim.2020.03.009

Translations Reported (items not presented)

Hungarian Meskó & Láng (2021) https://doi.org/10.1007/s12144
−019−00519-z

Arabic Moriat et al. (2019) https://doi.org/10.4103/jfmpc
.jfmpc_249_19

Italian Stefanile et al. (2014) ht tps : / /do i .o rg/10 .1016/ j
.bodyim.2014.06.005

Malay Swami (2010) ht tps : / /do i .o rg/10 .1016/ j
.bodyim.2010.07.005

Korean Swami et al. (2011) https://doi.org/10.1177/
1090820X11431577

Swedish Lunde (2013) ht tps : / /do i .o rg/10 .1016/ j
.bodyim.2013.06.007

Serbian Jovic et al. (2017) https://doi.org/10.1007/s12144
−016−9458−7

Turkish Karaca et al. (2017) https://doi.org/10.14744/
phd.2017.72692

Acceptance of Cosmetic Surgery Scale (ACSS)
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Chapter

2
Anti-Fat Microaggression Experiences
Questionnaire (AFMEQ)
Jennifer B. Webb, Charlie L. Reeve, Lena Etzel and Abigail S. Hardin

Introduction
The 32-item Anti-Fat Microaggression Experiences
Questionnaire (AFMEQ; Webb et al., 2019) is designed to
capture a range of contemporary forms of weight bias that
individuals living in larger bodies routinely confront. The
AFMEQ is informed by microaggression theory describing the
pervasive and pernicious cumulative impacts of exposure to
subtle verbal and non-verbal behaviors and messages that
serve to marginalize individuals of diverse and intersecting
social identities (e.g., Singh et al., 2021). The original microag-
gression taxonomy included the following constructs: micro-
assaults, micro-insults, and micro-invalidations (Sue et al.,
2007). The AFMEQ extends the current spectrum of existing
microaggression measures tapping into experiences of racism,
sexism, heterosexism, cisgenderism, and their intersections
(e.g., Singh et al., 2021; Sue et al., 2007). A particularly unique
feature of the AFMEQ is its recognition of the broader influence
of the media in promulgating oppressive stereotypes denigrat-
ing higher-weight individuals.

Development
In the wake of the “obesity epidemic” and corresponding
dominance of diet culture values, there remained a gap in the
literature assessing the less overt, yet still problematic and
systemic nature of explicit weight bias perpetrated against
higher-weight individuals. While this climate inspired the
development of timely measures to evaluate internalized
weight bias (Durso & Latner, 2008) and self-stigmatization
(Lillis et al., 2010), limited scholarship specifically sought to
develop validated self-report measures of anti-fat discrimin-
ation experiences that align with the microaggression frame-
work (Myers & Rosen, 1999; Vartanian, 2015). To be
responsive to this critical need and to engage in a more theor-
etically driven enterprise, we initially conducted a mixed-
method study that centered the voices and experiences of
higher-weight individuals to complement rational scale con-
struction methods, resulting in the preliminary item pool
generation of the AFMEQ (Webb et al., 2019).

Administration and Timing
The AFMEQ can be administered online or in person to older
adolescents (e.g., younger college-age students) and adults. It
has not been validated for use in younger populations. The
AFMEQ requires approximately five minutes to complete.

Factor Structure and Invariance
The AFMEQ was conceptualized as a formative measure (as
opposed to a reflective measure of latent constructs) and thus
the variance structure of the AFMEQ was examined via princi-
pal component analysis, in two independent samples. Both
datasets evidenced a four-component structure (micro-assault,
micro-insult, micro-invalidation, and media-influenced micro-
aggression). The original scale development was conducted
with 547 US adults recruited both from among staff, faculty,
and students at UNC Charlotte as well as more broadly (69%
white, mean BMI = 34.4) (Webb et al., 2019). In a follow-up
validation study with 95 US adults recruited through online
social media platforms (54% white, mean BMI = 34.5), the 32-
item four-component structure was largely replicated, with only
one item (Item 31) moving components (Webb et al., 2023).
The four components of the AFMEQ align with and extend the
larger microaggression literature by adding consideration of
media-influenced microaggression. Some researchers have
used the sum of all item responses to reflect individuals’ aggre-
gate experiences of anti-fat microaggressions (e.g., O’Neill et al.,
2023). As this is a formative measure, a summary score could be
used to summarize these microaggressions more broadly; yet
the four components offer a theoretically informed approach of
assessing variations in types of experiences.

Evidence of Reliability
The AFMEQ has demonstrated strong internal consistency.
Cronbach’s alpha across components ranged from .87 to .95 in
the validation sample. O’Neill et al. (2023) recently adminis-
tered the measure to a sample of adult cisgender women living
in the United States and found strong internal consistency (α =
.94). Test-retest reliability has not yet been examined.
However, we encourage researchers to examine the measure’s
test-retest reliability in future research.

Evidence of Validity
Research has accrued initial validity evidence for the AFMEQ.
Specifically, all four components of the AFMEQ were positively
associated with weight bias internalization and weight stigma.
The AFMEQ components also correlated positively with differ-
ent aspects of emotional distress (i.e., anxiety, depression,
stress), the perceived weight-related interference with one’s
quality of life, and weight-related experiential avoidance. In
addition, a summary score of the AFMEQ was negatively

4



associated with body appreciation and lower perceived physical
health (O’Neill et al., 2023). Future research is strongly encour-
aged to continue to examine the validity, utility and measure-
ment invariance of the AFMEQ component scores.

Scale Instructions and Items
Instructions:

Below are a variety of situations or events dealing with one’s
body size and/or weight. For each, please consider whether you
have had that experience during the last 6 months.

Please use the scale shown to indicate how often during
the last six months each of the following events happened to
you because of your weight or body size. Try to consider
only those situations where you can be relatively certain the
action or suggestion was due to your weight or body size
and not for some other reason. Please note that the term
“overweight” is used in some of the items below. We recog-
nize that this is a commonly used medical term but may not
be the preferred term you use to describe your own weight
or body size.

1. Someone gave me an offensive look
2. Someone questioned my choice of food
3. Someone repeatedly asked me if I was going to the gym or

working out
4. I was limited in how I could travel due to lack of suitably

sized seating
5. Someone expressed surprise that I have certain interests or

hobbies
6. Someone suggested I should not shop in certain stores
7. Someone suggested I should not visit certain places
8. Someone asked me if I was unhappy because of my weight
9. Someone made a comment suggesting I did not exercise or

work out enough
10. Someone asked if I was dissatisfied with my weight or

body
11. Someone said I should work out or exercise
12. Someone told me I should try to lose weight
13. Someone suggested I should not eat certain foods
14. Someone assumed I likely know where all of the good

places to eat are
15. Someone made a comment suggesting I likely only eat at

buffets or eat fast food
16. Someone implied I was dirty or have an unpleasant odor

because of my weight
17. Someone asked if I was a food addict
18. I was made to feel invisible because of my weight
19. I felt I was excluded from social activities because of my

weight
20. I felt like someone avoided sitting near me in a public place

because of my weight
21. I was made to feel that my opinions or ideas don’t matter

because of my weight
22. My achievements or contributions were overlooked

because of my weight

23. I felt like someone was discreditingmy work because of my
weight

24. Felt like the media portrayed overweight individuals as the
stereotypical funny person

25. Felt like the media fails to show the true realities of what it
takes to maintain weight loss

26. Felt like the media distorts the length of time it takes to
lose weight safely

27. Felt like there is an absence of overweight individuals in
product commercials for healthy living

28. Felt like the media was trying to equate health and beauty
with a thin body size

29. Felt like the media was being insensitive to the realities of
weight bias

30. Felt like the media implies overweight people should be
unhappy or dissatisfied

31. Felt like I lost some friends after I gained weight
32. Felt like the media sends mixed messages – the abundance

of fast-food commercials alongside the constant dangers of
the obesity epidemic

Response Scale
Never = 1, Once or twice = 2, About once a month = 3,
A few times a month = 4, Weekly = 5, Several times a week
or daily = 6.

Scoring
Subscale scores are computed by calculating the mean of sub-
scale item responses. The AFMEQ requires additional psycho-
metric evaluation to support a full-scale score.

Direct/Interpersonal Micro-Assault Direct/Interpersonal Micro-
Insults

Items 12, 13, 11, 9, 8, 2, 10, 3 Items 31, 16, 15, 4, 7, 5, 14, 17, 6

Direct/Interpersonal Micro-
Invalidation

Media-Influenced
Microaggressions

Items 22, 23, 21, 19, 18, 1, 20 Items 28, 32, 25, 26, 30, 29, 24,
27

Cost
There is no cost associated with the use of the AFMEQ. It
is freely available to be used in diverse settings and
populations.

Permissions
Individuals (e.g., researchers, clinicians, students, etc.) have
permission to use the AFMEQ if they do not modify the
items, instructions, or the nature of the scale (e.g., shorten
it). If there is interest in adapting, translating, or otherwise
modifying the scale, please contact Jennifer B. Webb (jenni
fer.webb@uncc.edu) with a justification. Scholars are
encouraged to follow best practices for scale translation
and validation.

Anti-Fat Microaggression Experiences Questionnaire (AFMEQ)
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Copyright
Scholars wishing to display the items of the AFMEQ in the
format published in this Handbook should seek permission
from Cambridge University Press via www.cambridge.org/ab
out-us/rights-permissions

Additional Information
Contact Jennifer B. Webb at jennifer.webb@charlotte.edu if
you have additional questions about the AFMEQ.
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Appearance Anxiety Inventory (AAI)
David Veale and Olivia Hunt

Introduction
The Appearance Anxiety Inventory (AAI; Veale et al., 2013) is
a 10-itemmeasure used to assess cognitive processes and behav-
iours characteristic of body dysmorphic disorder (BDD). The
The AAI is derived from the cognitive behavioural model of
BDD (Veale, 2004) and measures appearance anxiety as it
relates to this model. In this context, appearance anxiety refers
to the responses to perceived flaws and shame about one’s
appearance (e.g., the way attention is self-focussed, the compar-
ing, ruminating, checking and avoidance behaviour) (Roberts
et al., 2018; Veale et al., 2013). The AAI has recently become
more widely used in clinical research and is sensitive to change
as an outcome measure in adults (Veale et al., 2014) and ado-
lescents (Gumpert et al., 2024; Mataix-Cols et al., 2015), and in
research (Flygare et al., 2020).

Development
The AAI was developed in response to the lack of measures
available to track the cognitive processes and behaviours
that might mediate the outcome of treatment in people
with BDD (Veale et al., 2013). Items for the AAI were
drawn from a cognitive-behavioural model of the mainten-
ance of BDD (Veale, 2004) and the literature on trans-
diagnostic processes that occur in mental disorders
(Harvey et al., 2004). This model is linked to the experience
of the self as an aesthetic object and highlights the
responses to a distorted self-image and associated shame.
In this vein, the AAI seeks to assist clinicians and clients to
establish which processes to focus on during therapy in
adults (Veale et al., 2013). Since its development, the AAI
has been translated into nine languages (i.e., Dutch,
German, Indonesian, Italian, Japanese, Polish, Portuguese,
Swedish, Urdu).

Administration and Timing
The AAI can be administered online or in person to adoles-
cents and adults. The AAI takes approximately two to three
minutes to complete.

Factor Structure and Invariance
Exploratory factor analysis of the AAI in a clinical sample
identified two factors: avoidance and threat monitoring
(Veale et al., 2013). Six items loaded onto avoidance and four
items on threat monitoring. Despite finding two factors, the 10
items were considered as a single factor and accounted for
60.3% of the variance in the items (Veale et al., 2013). Gumpert

et al. (2024) however identified three factors in a sample of
adolescents with BDD, namely ‘threat monitoring’, ‘camoufla-
ging’ and ‘avoidance’, explaining 48.15% of the variance.
However, a study of a non-clinical sample of adolescents and
university students indicated that nine AAI items loaded
highly on a single factor with the tenth item relating to check-
ing behaviours being excluded due to its loading highly on
a second factor (Roberts et al., 2018). Roberts et al. (2018) also
found that the age invariance of the AAI loadings was
supported.

Evidence of Reliability
The original AAI was found to have good internal consist-
ency in a clinical (α = .86) and community sample (α = .91,
Veale et al., 2013), and had good test–retest reliability after 1
week with an intra-class correlation of .87 (p < .001) (Veale
et al., 2013). The Polish translation of the AAI demonstrated
an identical Cronbach’s alpha coefficient to the original AAI
validation (Yurtsever et al., 2021). It has also demonstrated
good internal consistency in adolescents with BDD
(McDonald’s omega = .83) (Gumpert et al., 2024).

Evidence of Validity
The AAI has accrued much convergent validity support.
The AAI has been significantly correlated with several
other measures, including the BDD-YBOCS (Yale Brown
Obsessive Compulsive Scale Modified for Body Dysmorphic
Disorder). Veale et al. (2013) also demonstrated that the
AAI was highly correlated with measures of social anxiety
and appearance-based rejection, as well as showing
a moderate negative correlation with the quality of life
affected by body image (BIQLI; Body Image Quality of
Life Inventory). These findings suggest that higher scores
on the AAI are associated with more negative beliefs about
appearance, resulting in a greater negative impact of body
image on a person’s quality of life. There is also convergent
validity data in adolescents (Mastro et al., 2016; Roberts
et al., 2018) and on the BDD-YBOCS for adolescents with
BDD (Gumpert et al., 2024). The AAI is sensitive to change
during cognitive behaviour therapy in adults (Veale et al.,
2014) and adolescents (Gumpert et al., 2024; Mataix-Cols
et al., 2015). The Polish validation of the AAI also demon-
strated convergent validity of the AAI and Cosmetic
Procedure Screening Questionnaire for the severity of
BDD symptoms (Yurtsever et al., 2021).
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Scale Instructions and Items
Instructions: ‘Please tick the box that best describes the way
you have felt about the appearance of a specific feature over the
past week, including today.’
1. I compare aspects of my appearance to others.
2. I check my appearance (e.g., in mirrors, by touching with

my fingers, or by taking photos of myself).
3. I avoid situations or people because of my appearance.
4. I brood about past events or reasons to explain why I look

the way I do.
5. I think about how to camouflage or alter my appearance.
6. I am focussed on how I feel I look, rather than on my

surroundings.
7. I avoid reflective surfaces, photos, or videos of myself.
8. I discuss my appearance with others or question them

about it.
9. I try to camouflage or alter aspects of my appearance.
10. I try to prevent people from seeing aspects of my

appearance within situations (e.g., by changing my
posture, avoiding bright lights).

Response Scale
Not at all = 0, A little = 1, Often = 2, A lot = 3, All the time = 4.

Scoring
The AAI total score is obtained by summing all the items. The
maximum score is 40, and higher scores reflect greater frequency
of a process. A reliable change score is 7 or above. Caseness for
BDD is a score of 19 or above. No items are reverse scored (Veale
et al., 2013).

Cost
There is no cost associated with the use of the AAI. The
measure is free to use in any setting.

Translations (Table 3.1)

Permissions
Scholars (e.g., researchers, faculty, students) and clinicians
have permission to use the AAI if they do not modify any
item or change the nature of the scale (e.g., shorten it). If
scholars wish to modify the individual scale items or the
items composing the scale, they should seek permission
from David Veale (david.veale@kcl.ac.uk) and provide
a rationale. Scholars who wish to translate the AAI into
another language should also contact David Veale for per-
mission and facilitate back translations. Scholars are encour-
aged to follow best practices for scale translation and
validation (see Swami & Barron, 2019; Swami, Todd, &
Barron, 2021).

Copyright
Copyright for the AAI is owned by David Veale et al. (2013).
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Chapter

4
Appearance-Based Rejection Sensitivity
(Appearance-RS) Scale
Lora E. Park and Deborah E. Ward

Introduction
The Appearance-based Rejection Sensitivity (Appearance-RS)
Scale (Park, 2007) measures the degree to which individuals
anxiously expect and readily perceive rejection from others
based on their physical appearance. Appearance-RS is
conceptualized as a dispositional personality processing
system consisting of both an affective component (i.e.,
anxiety about how one’s appearance is perceived and
evaluated by others) and a cognitive component (i.e.,
expectations of rejection based on one’s looks). These
components are thought to interact with one another,
such that anxieties about appearance rejection amplify or
exacerbate cognitive expectations of rejection (Park, 2007).
The scale was originally designed for use with young
adults and adults and later, with adolescents (Bowker
et al., 2013). Individuals vary in the degree to which they
are sensitive to appearance-based rejection with conse-
quences for their mental and physical health, motivation,
and interpersonal relationships.

Development
The Appearance-RS scale is a form of rejection sensitivity
that is specific to anxious expectations of rejection based on
one’s appearance, rather than concerns about rejection in
general or based on other characteristics, such as one’s race
or gender. The Appearance-RS scale presents 15 ambiguous
scenarios in which individuals indicate (a) how anxiously
concerned they would be about their appearance in each
situation and (b) their expectations of being rejected by
others in each situation based on their appearance. There is
also a brief 10-item version of the Appearance-RS scale (Park,
2007) and a 10-item version of the scale that was adapted
from the original scale to be age-appropriate for adolescents
(Bowker et al., 2013).

Administration and Timing
The full (15-item) or brief (10-item) version of the
Appearance-RS scale can be administered online or in-
person to young adults and adults, and the adolescent (10-
item) version of the scale can be administered online or in-
person to youth approximately 10–14 years of age. The brief
versions of the scale take about two to three minutes to
complete and the full version, about three to four minutes
to complete.

Factor Structure and Invariance
Results of an exploratory factor analysis with principal axis
factoring and oblique rotation on the scores for each scen-
ario of the Appearance-RS scale suggested that a one-factor
solution best fit the data (Park, 2007). All 15 items on the
Appearance-RS scale loaded at greater than .40 on the
primary factor and factor loadings ranged from .43 to .72.
Appearance-RS was not found to be significantly related to
ethnicity (Park, DiRaddo, & Calogero, 2009), age, or gender
(Park, 2007), although one study did find a significant
gender difference with women reporting higher
Appearance-RS than men (Park, Diraddo et al., 2009). For
the Appearance-RS scale for adolescents, an exploratory
factor analysis showed that a one-factor solution was most
appropriate with all factor loadings on the main factor
greater than .40, and no gender differences in Appearance-
RS were observed in the adolescent sample (Bowker et al.,
2013).

Evidence of Reliability
The full 15-item Appearance-RS scale shows high internal
consistency (α = .90 at Time 1; α = .90 at Time 2) and test–
retest reliability (r = .69, p < .001) in a 6- to 8-week period
(Park, 2007). The brief, 10-item Appearance-RS scale also
showed acceptable internal consistency (α = .88) (Park,
DiRaddo et al., 2009) as did the 10-item version of the
Appearance-RS scale for adolescents (α = .91) (Bowker et al.,
2013).

Evidence of Validity
Appearance-RS, as measured by the 15-item scale, has been
shown to be related to higher general (i.e., personal) rejec-
tion sensitivity, insecure attachment styles, neuroticism,
appearance contingency of self-worth, and lower self-
esteem, secure attachment style, and self-rated attractiveness
(Park, 2007). Among adolescents, Appearance-RS was
related to higher general rejection sensitivity, social anxiety,
and lower self-esteem (Bowker et al., 2013).

Studies have shown that Appearance-RS uniquely predicts
making more frequent appearance-based social comparisons
with others, reporting more symptoms of disordered eating,
and feeling more alone and rejected when thinking about dis-
satisfying aspects of one’s appearance (Park, 2007). However,
concerns about rejection based on appearance can be alleviated
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