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ABSTRACT 

Depression is one of the most common mental health disorders seen in adolescence.

Low self-esteem, lack of social support and poor body image have been found to be risk

factors for depression.  However, these risk factors have not adequately explained why

adolescent female rates of depressive episodes rise to almost twice that of males.  One of

many hypotheses proposed in the research is that the concurrent increase seen in eating

disorders in adolescent females may be able to explain part of this precipitous rise in

female cases of depression.  This line of research proposes that a portion of the increase

in adolescent depression in females can be explained, in part, by comorbid eating

disorders symptomatology.  The present study explored this hypothesis, along with

related issues in comorbidity.  This study had several aims.  The primary focus of the

study was to look at the comorbidity between disordered eating and depressive

symptomatology in male and female high school students.  A secondary aim of the study

was to look at the relationship between disordered eating and depressive symptoms,

along with several of their risk factors:  low social support, low self-esteem and low body

satisfaction.  In particular, when the effects of these three risk factors are statistically

controlled for, does disordered eating contribute above and beyond these risk factors to

depressive symptoms?  Finally, a modified version of the gender additive model was

examined which hypothesized that a combination of disordered eating and body

dissatisfaction variables combine to increase depressive symptoms in females.  Two

hundred and two high school students participated in this study.  Results indicate that

depression and eating disorders are two significant problems facing both male and female
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adolescents today.  Forty percent of students met criteria for possible significant

depressive symptomatology while 12% of students met criteria for possible significant

disordered eating symptomatology.  Comorbidity was seen in 12% of students who met

criteria for significant depressive and disordered eating symptoms.  The modified gender

additive model was not supported in this study.  Implications and limitations of this study

and suggestions for future research are discussed.
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CHAPTER ONE

INTRODUCTION

Comorbidity

Numerous epidemiological studies suggest that comorbidity is very common

among children and adolescents (Nottelmann & Jensen, 1995) and is found more

frequently in childhood and adolescence then in adulthood (Pataki & Carlson, 1995).

The term comorbidity can be used to describe circumstances when an individual meets

criteria for two or more psychological disorders (Newman, Moffitt, Caspi & Silva, 1998)

or when an individual is experiencing psychopathology with additional chronic

difficulties such as chronic health problems or severely distressed close relationships

(Richards & Perri, 2002).

Spady and colleagues (2005) studied 406,640 children between the ages of 6 and

17 to assess the psychiatric comorbidity in children and adolescence.  Their results found

that 32,214 children and adolescences were diagnosed with a psychiatric disorder.

Further, 13.6% of the children were classified as having psychiatric comorbidity.  That is,

13.6% of children diagnosed with a psychological disorder had at least one additional

psychological condition.

Researchers have hypothesized numerous reasons as to why comorbidity is so

regularly seen (see Caron & Rutter, 1991 for a detailed discussion on this topic).   Some

suggest that comorbid disorders share common risk factors.  Others propose that the

presence of one disorder increases the likelihood that another disorder will develop.  An
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additional explanation may be that comorbidity reflects a developmental process where

one disorder is the early phase of another disorder.

While the reasons why comorbidity is so prevalent is unknown, what is known is

the importance of assessing for psychiatric comorbidity.  Studies have consistently shown

that a worse prognosis, less response to treatment and more chronicity is seen in

individuals with psychiatric comorbidity (Newman, et al., 1998).  For example, an

increased risk of future depressive episodes are seen in children and adolescents

diagnosed with depression and another comorbid disorder (Cicchetti & Toth, 1998;

Lewinsohn, Rohde, Seeley, Klein & Gotlib, 2003).  These children and adolescents also

tend to be at increased risk for suicide attempts, have a poor response to treatment and be

less likely to use mental health services (Cicchetti & Toth).

In summary, comorbidity is commonly seen in children and adolescents.  The

reasons for such a high comorbidity rate are unknown.  Further, comorbidity has many

negative implications.  This study sheds further light on the topic of adolescent

comorbidity by researching both genders of high school students in the areas of

disordered eating and depressive symptoms.

Depression

Depressive disorders are viewed as one of the most prevalent psychiatric

disorders among children and adolescents (Lewinsohn, Hops, Roberts, Seeley &

Andrews, 1993).  Symptoms of depressive disorders include depressed or irritable mood,

loss of pleasure or interest in things, fatigue, feelings of worthlessness, concentration

problems and thoughts of death (American Psychiatric Association, DSM-IV-TR, 2000).
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Two recent studies demonstrate the high prevalence of depression seen during

adolescence.  Galambos, Leadbeater and Barker (2004) studied 648 males and 674

females between the ages of 12 and 19 for a four-year longitudinal study of depression.

A considerable number of adolescents endorsed depressive symptomatology.  They found

that 21.4% of females and 10.7% of males endorsed depressive symptomatology that met

criteria for a major depressive episode, sometime during adolescence.  Fergusson,

Horwood, Ridder and Beautrais (2005) studied 1,006 participants in a 25-year

longitudinal study.  At the age of 18, 18.4 of their sample met criteria for major

depression, while over 25% had at least one symptom of major depression.

These studies are similar to earlier studies that have found that the lifetime

prevalence rate of major depression for adolescents varies from 10-28% (Birmaher,

Ryan, Williamson, Brent & Kaufman, 1996; Hauenstein, 2003; Lewinsohn et al., 1993).

Son and Kirchner (2000) found that the prevalence rate for major depression increased

with age with 1 percent of preschoolers, 2 percent of elementary school children and 5-8

percent of adolescents suffering from a major depressive disorder at any given point in

time.

The diagnosis of depression is associated with many negative outcomes.

Fulkerson, Sherwood, Perry, Neumark-Sztainer and Story (2004) studied 4,734 middle

and high school students on depressive symptoms and various health behavior outcomes.

They found that depressive symptoms were associated with disordered eating behavior,

increased substance use, binge eating, and body image dissatisfaction.  The rate of relapse

is high with studies showing that approximately 40% of children and adolescences will
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have at least one reoccurrence of depressive symptoms after an initial episode (Birmaher

et al., 2004).  Additional studies  (i.e., Birmaher et al.) have shown that females tend to

have poorer outcomes.

Gender Differences in Depression

A remarkable trend seen in depression is an abrupt gender difference that occurs

in adolescence.  Studies on childhood depression tend to find no gender differences in

prevalence (Richards & Perri, 2002).  When gender differences are seen, boys tend to

have higher rates of depression (Gotlib & Hammen, 2002).  Yet, by late adolescence,

females are two times more likely to be diagnosed with depression (Keller, 2003). This

finding was recently replicated in the prevalence study by Galambos et al. (2004)

described earlier.  During adolescence, two times the number of females (21.4%) met

criteria for a major depressive episode than males (10.7%).

Various explanations for why girl’s rate of depression doubles during adolescence

have been suggested.  Stice and Bearman (2001) proposed a gender additive model of

depression that states that many of the risk factors for depression are shared by both boys

and girls.  However, there are additional risk factors for depression that are not shared but

are specific to girls.  They hypothesized that a variety of body image and eating related

factors (body mass, pressure to be thin, thin-ideal internalization, body dissatisfaction,

dieting and bulimic symptoms) might help explain the gender differences seen in

depression.

This study extends the work conducted by Stice and colleagues and examines four

possible predictors of depressive symptoms:  Disordered eating, self-esteem, body
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dissatisfaction and social support.  Various research studies have looked at different

factors to examine sources of gender differences in depression during adolescence.  It is

our hypothesis that eating disordered symptomatology is one of the most significant risk

factors for the development of depressive symptoms.  Several other risk factors for

depression and eating disorders will additionally be examined.  It is hypothesized that the

gender differences seen in depression can be best explained by the frequently comorbid

condition of an eating disorder.  It is expected that when the effects of self-esteem, body

dissatisfaction and social support – all of which have been found to be associated with

depression and eating disorders in the literature – are controlled for, eating disorders will

continue to predict depressive symptoms.  Further, a modified version of the gender

additive model proposed by Stice and Bearman (2001) will also be examined.

Next, the eating disorders literature will be reviewed briefly.  In addition, recent

studies indicating a high comorbidity between depression and eating disorders will be

discussed.

Eating Disorders

One of the most devastating and pervasive disorders in adolescence is eating

disorders.  The DSM-IV-TR (APA, 2000) defines two eating disorders.  Anorexia

nervosa is characterized by a refusal to sustain a “minimally normal body weight”, an

intense fear of gaining weight and a distortion in how one’s body is viewed.  On the other

hand, bulimia nervosa is identified by repeated binge eating episodes and repeated

compensatory behaviors to prevent weight gain that occurs at least twice a week for three

months with excessive value placed on shape and weight. A more recently defined eating
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disorder under further review in the DSM-IV-TR is binge eating disorder.  This disorder

is characterized by repeated binge eating episodes occurring at least twice a week for six

months with no compensatory behaviors (for a further review of binge eating disorder,

the reader is directed to Pull’s 2004 review of the topic).

A term commonly used in the eating disorders literature is disordered eating.

Disordered eating refers to a continuum of problematic eating attitudes and behaviors.

This continuum ranges from concerns about body weight and shape on one end to full

eating disorders such as anorexia and bulimia nervosa on the other end (Shisslak, Crago

& Estes, 1995; Stice, Killen, Hayward & Taylor, 1998).

 While long considered a female disease, more research has begun to incorporate

males into their studies of prevalence rates.  Kjelsas, Bjornstrom and Gotestam (2004)

studied 1960 adolescents (1026 girls and 934 boys) between the ages of 14 and 15 to

study the prevalence of eating disorders.  Their study found that the lifetime prevalence

for an eating disorder among girls was almost 17.9% while for boys it was 6.5%.  The

highest prevalence of eating disorders was seen in the eating disorder not otherwise

specified category with 14.6% of girls and 5% of boys falling in this group.

Ricciardelli and McCabe (2004) reviewed the literature regarding risk factors for

disordered eating in adolescent boys.  Their review showed that many of the same

influences of disordered eating for girls were similar in boys.  These variables include

body mass index, negative affect, self-esteem and perceived pressure from parents and

peers to lose weight.  While boys may not appear to be at the same risk for disordered
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eating as girls, it is clear that many of the same risk factors influence them.   Further

research into adolescent boys and disordered eating is needed.

Little research has examined the long-term outcome of eating disorders (Johnson,

Cohen, Kasen & Brook, 2002).  The mortality rate associated with eating disorders

ranges from 5-10% (Gilbert & Thompson, 1996).  Further, with severe eating disorders,

physical illness, suicide and psychiatric disorders are increased (Johnson et al.).

Comorbidity between Depression and Eating Disorders

A constant comorbid relationship is seen between depression and eating disorders

in adult samples, but fewer studies have examined this relationship among adolescents

(Perez, Joiner & Lewinsohn, 2004).  Further, few studies have examined this relationship

incorporating male samples.

In adolescent samples, the comorbidity between depression and bulimic pathology

has been the topic of several recent articles.  Stice, Burton and Shaw (2004) investigated

temporal relationships between bulimic pathology, depression and substance abuse in a

sample of 496 adolescent girls.  Their results showed support for the notion that

depressive symptoms increase the risk of bulimic symptoms, and bulimic symptoms

increase the risk for depressive symptoms.  They conclude that depression and bulimia

are “reciprocally related” where either symptom increases the risk for the other symptom.

In another study to look at comorbidity between depression and bulimic behavior

in an adolescent population, Perez et al. (2004) studied 937 adolescents who were

assessed three times until the age of 24.  The purpose of the study was to evaluate

whether dysthymia or major depressive disorder (MDD) was more likely to be correlated
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with bulimic behavior.  A previous study by Zaider, Johnson and Cockell (2000) found

that dysthymia predicted eating disordered symptomatology after all Axis I and Axis II

disorders were controlled for.  Perez et al. found similar results with dysthymia having a

stronger association with bulimia than MDD.

The roles of body dissatisfaction, self-esteem and social support with depression

and eating disorders will next be briefly discussed.  These three constructs have been

found to be associated with both depression and eating disorders.

Body dissatisfaction

Body image refers to the continuum between satisfaction and dissatisfaction that

people have about their physical appearance (Thompson, Heinberg, Altabe & Tantleff-

Dunn, 1999).  Various studies have linked poor body image to difficulties in depression,

anxiety, self-esteem and it is often pinpointed as an antecedent for later disordered eating

(See Thompson et al. for a detailed review).

In one of the few recent studies to include males and females, Kostanksi, Fisher

and Gullone (2004) studied 448 boys and 508 girls on measures of body image

satisfaction.  Their objective was to examine gender differences in the prevalence of body

image dissatisfaction.  They found that girls classified as normal or overweight according

to their body mass index (BMI) were more dissatisfied with their bodies than those who

were classified as underweight. Further, males who were classified as overweight and

underweight expressed more body dissatisfaction than those who were of normal weight.

This study highlighted that dissatisfaction with body shape is a significant issue for boys

as well as girls.
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A recent study examining the influence of body dissatisfaction on several

variables including disordered eating and depression was conducted by Johnson and

Wardle (2005).  Their sample studied 1,177 adolescent girls and found that body

dissatisfaction was a significant predictor of depressive symptoms, low self-esteem and

disordered eating symptoms.  This finding supports earlier research (i.e., Attie & Brooks-

Gunn, 1989; Wichstrom, 1999) that found similar results.  The main limitation of this

study was their exclusion of a male sample.

Self Esteem

Self esteem generally refers to the ideas and feelings that people have about

themselves (Mann, Hosman, Schaalma & de Vries, 2004).  It is widely acknowledged

that positive self-esteem is associated with improved outcomes socially and with regards

to mental health because of its protection against the effect of negative influences (Mann

et al.).  Similarly, having negative self-esteem is associated with poorer outcomes

socially and in mental health (Mann et al.).   Negative self-views are essential to the

diagnosis of many DSM-IV-TR disorders including depression and eating disorders

(Mann et al.).

Various studies (i.e., Fisher, Pastore, Schneider, Pegler & Napolitano, 1994;

Shisslak et al., 1998) have found correlations between low self-esteem and eating

disorders in high school students.  A recent study conducted by Muris, Meesters, van de

Blom and Mayer (2005) surveyed 307 adolescents between the ages of 12 and 16 on

body change strategies as well as eating problems.  They found that self-esteem was a

significant predictor for girls, but not for boys, in trying to lose weight. That is, girls with
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low self esteem were more likely to endorse disordered eating symptomatology while self

esteem played no role for boys with regards to disordered eating symptoms.

With regards to depression, Crockett and colleagues (2005) examined the validity

of the Center for Epidemiological Studies Depression Scale (CES-D) on a sample of

10,691 ethnically diverse male and female adolescents.  Their results found that self-

esteem was a significant predictor of total depression scores on the CES-D.   This

supports earlier research (i.e., Beck et al., 1990; Dori & Overholser, 1999) finding

significant relationships between self-esteem and depression.

Social Support

There are two general view points regarding the relationship between social

support and depression as outlined in Stice, Ragan and Randall (2004).  On one side is

the stress-buffering model proposed by Windle (1992) that states that strong social

support lessens the fact that negative life events will lead to depression.  On the other

hand, interpersonal theories suggest that depression leads to a decrease in social support

(Coyne, 1976).  Studies (i.e., Lewinsohn et al., 1994; Slavin & Rainer, 1990; Windle,

1992) suggest that parental social support is more significant to adolescent depression

than peer support and that this finding is most true for adolescent girls versus adolescent

boys.

Recent studies which attempted to replicate the finding that parental social

support is a significant contributor to adolescent depression showed mixed results.  One

study by Stice et al. (2004) focused on 496 adolescent girls.  The researchers

hypothesized that deficiencies in parental support, but not peer support, would be
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correlated with increased depression.  Their study found that deficits in perceived

parental support predicted future escalations in depressive symptoms.  No such

relationship was seen for deficits in perceived peer support.

On the other hand, Burton, Stice and Seeley (2004) studied 496 adolescent girls to

evaluate the stress-buffering model.  Their results indicated that negative life events were

associated with greater risk for depressive symptoms.  In contrast to previous studies,

however, poor peer support was found to give rise to depressive symptoms.  Due to these

studies exclusion of males, it is unknown whether these findings would be supported in

adolescent boys.

Ricciardelli and McCabe (2004) recently reviewed the biopsychosocial influences

of disordered eating in adolescent boys.  They cited previous research showing that boys

receiving pressure from their peers and family to lose weight was correlated with

disordered eating.  Studies have found similar finding in female samples.  Maternal

concerns about weight were found to predict their daughter’s weight concerns (Jacobi,

Agras & Hammer, 2001).  With regards to peers, studies have found that females report

feeling that their likeability with peers increases with being thin (Oliver & Thelen, 1996).

Ethnicity

With a reasonable sample, one further area that this study will examine is possible

ethnic differences among the major variables.  Research has been varied in regards to the

moderating effects of ethnicity and eating pathology.  Previous studies (i.e., Franko &

Striegel-Moore, 2002) have found ethnic differences in disordered eating while other

studies have not.  A recent study by Shaw, Ramirez, Trost, Randall and Stice (2004)
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studied 785 adolescent and adult females to look at the role that ethnicity plays in

disordered eating symptomatology and risk factors.  Comparing African American,

Hispanic, Asian and Caucasian females, they found no ethic differences in disordered

eating symptomatology or in disordered eating risk factors.  The authors stated that their

findings suggest that various ethnic groups may have reached uniformity with one

another.

With regards to depression, most studies (i.e., Grunbaum et al., 2002) find

Hispanic students to be at highest risk for depression compared to their adolescent peers.

Guiao and Thompson (2004) studied 3,310 Hispanic, African American, Asian

American, Native American and Caucasian adolescents.  The purpose of their study was

to look at depressive symptomatology, substance use and suicidal behavior using

Hispanic females as their reference group.  Their study found that Hispanic adolescents

reported higher depressive symptoms than their Caucasian peers.  Hispanic adolescents

were also found to have higher rates of alcohol use compared to African American and

Asian American peers.  No significant differences were seen in suicidal behaviors.

Summary

In conclusion, depression and eating disorders are prevalent and serious mental

health issues facing adolescents today.  In particular, the sharp increase in female

depression during adolescence is a concern.  Various hypotheses have been postulated as

to why this increase occurs.  This study will examine the role of eating disorders as a

contributor.  Specifically, this study will focus on the comorbidity between disordered

eating and depressive symptoms in a sample of male and female high school students.
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Further, the role of three constructs – low social support, low self-esteem and low body

satisfaction - found in the literature to be correlated with depression and eating disorders

will be examined.  Of specific interest is whether, when the effects of these three risk

factors are statistically controlled for, disordered eating contributes above and beyond

these risk factors to depressive symptom scores?  Finally, a modified version of the

gender additive model will be examined to analyze the effects of a combination of

disordered eating and body dissatisfaction variables on depressive symptoms in females

and males.

Hypotheses for the Present Study

1. Higher disordered eating symptoms will be positively correlated with depressive

symptoms, regardless of gender and grade level.

2. Disordered eating symptoms will predict increases in depressive symptoms above

and beyond the effects of self-esteem, body dissatisfaction and social support.

3. Body dissatisfaction will predict disordered eating scores and depressive scores

regardless of gender or age.

4. As body mass index (BMI) increases, body satisfaction will decrease.

5. In examining the modified version of the gender additive model, it is

hypothesized that the model will be supported for females but not for males.

For a more extensive review of the literature, the reader is directed to Appendix A.
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CHAPTER TWO

METHOD

Participants

Two hundred and thirty three high school students (107 males and 126 females)

from a southwestern high school participated in the study.  The surveys of twenty-one

students (6 males and 15 females) were not used either because their surveys were not

complete or due to their placement in a special education class where the teacher did not

believe they understood the survey well enough to answer appropriately.  This reduced

the sample to two hundred and two high school students (101 males and 101 females).

Table 1 provides a summary of the demographic data.  The mean age was 16.40 (SD =

1.23; range = 14 through 19).  Twenty five percent of the students were in 9th grade, 19%

were in 10th grade, 30% were in 11th grade, and 25% of the students were in 12th grade.

A majority of the participants self identified as being Caucasian (n = 140, 69%) and

almost 23% (n = 46) identified as Hispanic.

Procedure

Students were approached about participating in the study during their first period

classes.  They were given an overview of what the study entailed and informed they

could refuse to participate without penalty.  All students were given a parental consent

form (Appendix B).  Those that were under the age of eighteen were instructed that in

order to participate, they must have a parent or guardian sign the consent form.  Students

were informed that the surveys would be administered two days later.  Students were

tested in their respective classrooms.  Students who participated signed student consent
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forms (Appendix C) prior to completing the surveys.  Of the 461 students approached

regarding the study, 233 participated (51%).

Instruments

Demographic Information

To obtain information such as gender, ethnicity, grade level and height and

weight, participants completed a demographics sheet developed for this study.   Please

see Appendixes D-I for complete survey.

Body Mass

To calculate a body mass index, students self reported their height and weight on

the demographics sheet.  The following formula was used to calculate their body mass

index: BMI = kg/m2 (BMI = weight in kilograms divided by height in metric squared).

While some previous researchers have chosen to weigh and measure height for

participants directly, a self-report method was used in this study.  Correlations ranging

from .94 to .99 have been found between self-reported height and weight and direct

measurements of height and weight. (Attie & Brooks-Gunn, 1989; Galambos, Almedia &

Petersen, 1990).

Depressive Symptoms

In order to assess self-reported depressive symptoms, The Center for

Epidemiological Studies – Depressed Mood Scale (CES-D) (Radloff, 1977) was used.

The CES-D is a 20-item self-report scale whose main emphasis is on affect or depressed

mood.  The scale has been used extensively with both adults and adolescents.  Items are

scored on a 4-point scale, ranging from rarely to most of the time.  Scores may range
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from 0 to 60 and higher scores indicate greater depressive symptomatology.  The alpha

for the measure in this study was .90.

Eating Attitudes

The Eating Attitudes Test (EAT-26) (Garner, Olmstead, Bohr & Garfinkel, 1982)

was used to measure self-reported disordered eating symptoms.  The EAT-26 is a

measure of self-reported symptoms and concerns distinctive of disordered eating and

has been widely used as a screening instrument in non-clinical samples. It is made up of

26 forced choice items scored on a 6-point scale ranging from always to never with

higher scores indicating greater disordered eating symptomatology.  A total score of 20 is

used as a cutoff score to differentiate individuals with possible eating disorders from

those without.  The 26 items of the EAT-26 make up three subscales:  Oral Control,

Bulimia and Dieting.  The alpha for the measure was .87 in this study.

Self Esteem

To assess the participant’s feelings of self-esteem, The Rosenberg Self-Esteem

Scale (Rosenberg, 1965) was given.  The scale is made up of 10 forced choice items

scored on a 4-point scale, ranging from strongly agree to strongly disagree.  Possible

scores range from 0 to 30 with higher scores indicating greater feelings of self-worth.

The alpha for the measure was .76 in this study.

Body dissatisfaction

The Body-Esteem Scale Revised (Mendelson, White & Mendelson, 1998) was

used to assess self-reported body satisfaction.  The questionnaire consists of twenty-three

forced choice items on a 5-item scale, ranging from “never” to “always”.    Responses are
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scored from 1 to 5, with higher scores indicating greater dissatisfaction.  The alpha for

the measure study was .93 in this study.

Social Support

The Multidimensional Scale of Perceived Social Support (MSPSS) (Zimet,

Dahlem, Zimet & Farley, 1988) was used to assess self-reported social support.

The MSPSS is made up of 12 forced choice items on a 7-point scale ranging from “very

strongly disagree” to “very strongly agree”.   Higher scores indicate higher levels of

perceived social support.  In addition to a total score, the MSPSS also consists of three

subscales:  Perceived parental support, perceived friend support, perceived significant

other support.  The alpha for the measure was .90 in this study.

Statistics

The primary data analysis strategies included descriptive statistics, correlations,

hierarchical regressions and nine path analyses.
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CHAPTER THREE

RESULTS

All tables and figures are at the end of this results section.

Demographics and Descriptive Statistics

Table 1 provides information regarding demographic data.  Table 2 provides the

means and standard deviations for the major variables separated by gender.  Correlations

between the major variables are shown in Table 3 separated by gender.  In order to

reduce the likelihood of a Type I error, the significance level for all correlations and

regressions was set at .01.

Forty percent of participants met the cutoff score of 16 indicating possible

significant depressive symptoms on the CES-D.  When a more conservative cutoff score

of 24 was used as recommended by Roberts et al. (1991), the total decreased to 23%.  An

independent samples t-test found that there was a significant difference between males

and females in depressive scores (p < .01).  Therefore, females had a significantly higher

depressive symptomatology as measured by the CES-D, than males.

Twelve percent of students surveyed met the criteria on the EAT-26 for possible

significant disordered eating symptomatology.  These percentages are similar to averages

found for this age group using this measure (Gardner, 1991).  An independent samples t-

test found no gender differences between males and females in disordered eating

symptomatology as measured by the EAT-26.  Therefore, males and females did not

differ significantly in their disordered eating symptomatology.  An examination of the

subscales that make up the EAT-26 found gender differences in the diet subscale but not
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in the bulimia or oral control subscales.  Thus, females had significantly higher dieting

scores but not significantly higher bulimic or oral control scores.  

The Relationship between Eating Attitudes and Depressive Symptoms

To assess if there was a relationship between eating attitudes and depressive

symptoms, a correlation was computed between total scores on the EAT-26 and total

scores on the CES-D.  The results showed that eating attitudes and depressive symptoms

were strongly positively correlated (r = .53; p < .01 for females; r = .50; p < .01 for

males) regardless of gender.  It was also found to be strongly positive correlated

regardless of grade level (r = .57; p < .01for grade 9; r = .55; p < .01 for grade 10; r = .54;

p < .01for grade 11; r = .48; p < .01 for grade 12).  This finding suggests that as

disordered eating attitudes increase, depressive symptoms also increase.   This finding

shows support for hypothesis number 1.

A hierarchical regression analysis (Table 4) was carried out predicting depressive

symptoms from disordered eating attitudes, while holding the effects of self-esteem, body

dissatisfaction and social support constant.  The results showed that when the effects of

self-esteem, body dissatisfaction and social support are removed, eating attitudes still

contributes to a significant amount of the variance in depressive symptoms (p < .01).

When this analysis was run separately by gender, the same results were found, indicating

that regardless of gender, eating attitudes contributed significantly above and beyond the

effects of self-esteem, body dissatisfaction and social support to depressive symptoms (p

< .01).  Thus, hypothesis number 2 was supported.
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In evaluating the comorbidity between eating attitudes and depressive symptoms,

10% of the sample (n=21; 8 males, 13 females) met the cutoff score of 20 on the EAT-26

and the more conservative score of 24 on the CES-D indicating comorbid

symptomatology.  An independent sample t-test found no significant gender effect (p >

.01).  Thus, the rate of comorbidity for boys and girls was similar.  When the less

conservative cutoff score of 16 on the CES-D was used, 12% of the sample (n=24; 9

males. 15 females) met the criteria for comorbid depressive and disordered eating

symptomatology.   An independent sample t-test found a significant gender effect under

this condition (p < .01) indicating females were more likely to experience comorbidity

than males.

Body Dissatisfaction’s relationship with Eating Attitudes and Depressive Symptoms

 To assess the relationship between body dissatisfaction and scores in measures of

disordered eating and depressive symptoms, a hierarchical regression analysis was

conducted, holding the effects of gender and age constant.  The results showed that when

the effects of age and gender are removed, body dissatisfaction still contributes to a

significant amount of the variance in disordered eating and depressive symptoms (p <.

01).  Thus, hypothesis number 3 was supported.

The Relationship between Body Mass Index and Body Dissatisfaction

To assess the relationship between body mass index and body dissatisfaction, a

correlation was computed between body mass index and total score on the BES.  The

results showed that there was a modest negative correlation between BMI and total scores

on the BES (r = -.31; p < .01).  Similar results were found when the relationship between
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BMI and the BES was separated by gender.  For both males and females, higher body

mass indices were strongly negatively correlated with body satisfaction (p < .01).

Therefore, hypothesis number 4 was supported.

Gender Additive Model

Five variables were used in the study of the modified gender additive model:

1. BMI as measured by self reported height and weight.

2. Body esteem as measured by the BES.

3. Dieting as measured by the dieting subscale of the EAT-26.

4. Bulimia as measured by the bulimia subscale of the EAT-26.

5. Depression as measured by the CES-D.

The modified gender additive model is shown in Figure 1.  In addition, two

models (Figures 2 and 3) were developed and analyzed as comparison to assess whether

the modified gender additive model fits the data better.  These statistical procedures were

analyzed using EQS.  Each model was run three times:  Once with just the female data

sample, once with just the male data sample and once with the entire data sample.  In

total, nine models were created.

While many fit indices may be used to evaluate model fit, the following criteria

were used to evaluate the adequacy of the models according to recommendations from

Kline (1998):

1. X2/df < 3:  a measure of overall fit.

2. CFI:  “describes the overall proportion of explained variance”.  An ideal CFI

would be greater than .90.
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3. NNFI:  similar to the CFI, however, it accounts for model complexity.  An

ideal NNFI would be greater than .90.

4. SRMR:  “index based on the standardized residuals”.  A good SRMR would

be lower than .10.

  For a further review of model fit, the reader is directed to Kline (1998).

Table 5 shows the results of the models run in EQS.  In comparing the nine

models run, it would appear that none fit the model satisfactorily according to all four

criteria described above.  With regards to the modified gender additive model for girls,

X2/df = 3.56 while the CFI = .95, NNFI = .83 and SRMR = .05.  Therefore, while the

overall model fit index suggests poor model fit; other measures of fit suggest good model

fit.  This was similarly seen when the modified gender additive model was run for boys,

X2/df = 3.67, CFI = .95, NNFI = .83 and SRMR = .06 and when it was run using the

entire sample data X2/df = 5.53, CFI = .95, NNFI = .83 and SRMR = .05.

In evaluating alternative model 1, this model appeared to have poor fit across

many fit indices.  With regards to females, X2/df = 6.70 while the CFI = .88, NNFI = .59

and SRMR = .07.  For the males, X2/df = 6.45, CFI = .90, NNFI = .66 and SRMR = .08

and for the entire sample X2/df = 9.24, CFI = .91, NNFI = .70 and SRMR = .20.  Poor fit

across multiple indices was also seen in alternative model 2.  For females, X2/df = 12.12

while the CFI = .60, NNFI = .19 and SRMR = .18.  For males, X2/df = 14.71, CFI = .57,

NNFI = .14 and SRMR = .22, while for the entire sample X2/df = 30.01, CFI = .47, NNFI

= -.06 and SRMR = .23.  In summary, none of the models suggested a good fit.
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Post Hoc Analysis

All post hoc analyses used a significance level of .01 to reduce the likelihood of a

Type I error.  The remainder of the major variables were examined for possible gender

differences using independent sample t-tests.  Gender differences were seen in self-

esteem scores with females having significantly lower self esteem scores (p < .01).

Similarly, females were found to have significantly lower body esteem scores (p < .01)

indicating higher levels of body dissatisfaction.  Both of these findings are consistent

with previous research.  Females also had a significantly lower body mass index (p <

.01).  No gender differences were seen in perceived social support.  A further

examination of the factors that make up perceived social support found gender

differences in perceived friend support but no gender differences were seen for perceived

family or significant other support.  Specifically, males reported significantly lower

perceived friend support than females (p < .01).

No ethnic differences were seen on any of the major variables when students who

self identified as Caucasian were compared to students who self identified as Hispanic.

Further, no ethnic differences were seen when students who self identified as Caucasian

were compared to students who did not self identify as Caucasian.  Finally, no age or

grade level differences were seen among the major variables.  This was true when the

ages and grade levels were separated by gender and when they were compared without

accounting for gender.
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Table 1

Demographics

Number Percent

Male 101 50

Female 101 50

Caucasian 140 69.3

Hispanic 46 22.8

African American 6 3.0

Native American 2 1.0

Other 5 2.5

Grade 9 51 25.2

Grade 10 38 18.8

Grade 11 62 30.7

Grade 12 51 25.2

14 years old 12 5.9

15 years old 42 20.8

16 years old 52 25.7

17 years old 47 23.3

18 years old 48 23.8

19 years old 1 .5
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Table 2

Scores on Key Variables for Males and Females

Mean Standard Deviation

Males

Age 16.58 1.22

EAT-26 Scores 7.12 9.45

CES-D Scores 14.00 9.67

Rosenberg Scores 23.01 5.70

MSPSS Scores 55.20 12.93

Body Esteem Scores 60.47 14.72

Body Mass Index 24.30 4.78

Females

Age 16.21 1.23

EAT-26 Scores 9.74 10.52

CES-D Scores 19.13 11.67

Rosenberg Scores 20.42 5.18

MSPSS Scores 58.08 10.61

Body Esteem Scores 51.00 17.20

Body Mass Index 22.38 4.17

Note:  N = 101 for Males; N = 101 for Females
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Table 3

Correlations Among Major Variables for Males and Females

Eat-26 CES-D Rosenberg MSPSS Body Esteem BMI

Males

EAT-26 1 .498** .083 -.270* -.302** .016

CES-D .498** 1 -.393** -.389** -.508** -.028

Rosenberg .083 -.393** 1 .294** .563** -.172
MSPSS -.270** -.389** .294** 1 .252* .078
Body

Esteem
-.302** -.508** .563** .252* 1 -2.96**

BMI .016 -.028 -.172 .078 -.296** 1
Females

EAT-26 1 .527** -.418** -.304** -.545** .257**
CES-D .527** 1 -.665** -.355** -.512** .012

Rosenberg -.418** -.665** 1 .374** .629** -.130
MSPSS -.304** -.355** .374** 1 .263** -.125

Body
Esteem

-.545** -.512** .629** .263** 1 -.426**

BMI .257** .012 -.130 -.125 -.426** 1
Note:  N = 101 for Males; N= 101 for Females.  EAT –26 – higher scores relate to higher
levels of disordered eating symptoms; CES-D – higher scores indicate higher levels of
depressive symptoms; Rosenberg – higher scores suggest higher levels of self esteem;
MSPSS – higher scores relate to higher levels of perceived social support; Body Esteem –
higher scores indicate higher levels of body satisfaction; BMI – higher scores indicate
taller heights and larger weights.
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Table 4

Hierarchical Regression Analyses Predicting Depressive Scores

Predictor Variable B Beta t P
Males

Intercept 35.162 8.033 .00
Self esteem -.165 -.097 -.957 .34
Social Support -.108 -.144 -1.767 -.08
Body Esteem -.121 -.184 -1.864 .06
Eating Attitudes .437 .427 4.981 .00
                              R2 = .47

Females
Intercept 44.866 7.498 .00
Self esteem -1.141 -.507 -5.350 .00
Social Support -.008 -.075 -.970 .335
Body Esteem -.001 -.020 -.202 .840
Eating Attitudes .312 .281 3.269 .001
                              R2 = .52

Total
Sample

Intercept 38.519 10.682 .00
Self esteem -.761 -.387 -5.834 .00
Social Support -.008 -.090 -1.679 .095
Body Esteem -.007 -.113 -1.589 .114
Eating Attitudes .412 .377 6.455 .00
                              R2 = .50

Note:  Males:  N=101     Female:  N=101 Total Sample:  N=202
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Table 5

Fit Indices for Path Analyses

Model X2/df CFI NNFI SRMR
Modified Gender
Additive Model

– BOYS

11.015/3=3.67 .95 .83 .06

Modified Gender
Additive Model

– GIRLS

10.073/3=3.56 .95 .83 .05

Modified Gender
Additive Model

– FULL
SAMPLE

16.611/3=5.53 .95 .83 .05

Alternative
Model 1 – BOYS

19.36/3=6.45 .90 .66 .08

Alternative
Model 1 –

GIRLS

20.113/3=6.70 .88 .59 .07

Alternative
Model 1 – FULL

SAMPLE

27.708/3=9.24 .91 .70 .20

Alternative
Model 2 – BOYS

73.575/5=14.71 .57 .14 .22

Alternative
Model 2 –

GIRLS

60.613/5=12.12 .60 .19 .18

Alternative
Model 2 – FULL

SAMPLE

150.072/5=30.01 .47 -.06 .23

Note:  Males:  N=101     Female:  N=101 Total Sample:  N=202
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BMI BES Dieting

CES-D

Bulimia

Figure 1.  Modified Gender Additive Model of Depression.  The original Gender
Additive Model of Depression by Stice et al. can be seen in the following
reference:  Stice, E. & Bearman, K. (2001).  Body image and eating disturbances
prospectively predict increases in depressive symptoms in adolescent girls:  A
growth curve analysis.  Developmental Psychology, 37, 597-607.
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Bulimia

CES-D

BES Dieting BMI

Figure 2.  Alternative Model 1
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BMI

Body
Esteem

Dieting

CES-DBulimia

Figure 3.  Alternative Model 2
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CHAPTER FOUR

DISCUSSION

The results of this study indicate that depression and eating disorders are two

significant problems facing both male and female adolescents today.  Previous research

has assumed that there are significant differences between the two genders.  As such,

many studies exclude male samples.  However, this study suggests that the genders may

be more alike than they are different.

Forty percent of students (or 23% of students if using a more conservative

approach) met criteria for possible significant depressive symptomatology.  Females had

significantly higher depressive scores.  This finding is higher than recent studies (i.e.,

Fergusson et al., 2005; Galambos et al., 2004) that found prevalence rates from 15 to

18%.  12% of students met criteria for possible significant disordered eating

symptomatology.  No significant gender differences were seen.  This finding is similar to

the prevalence rates found in the study of Kjelsas et al. (2004).

Twelve percent of the sample (or 10% of students if using a more conservative

approach) met criteria for comorbidity.  That is, these students met criteria for significant

depressive symptoms as well as significant disordered eating symptoms.  A gender

difference was seen when the less conservative approach was used with females having

higher comorbidity.  This finding is similar to that found by Spady and colleagues (2005).

Their study found 13.6% of children experienced psychiatric comorbidity.

As expected, a significant positive correlation was seen between depressive and

disordered eating symptomatology.  As depression increased, disordered eating attitudes
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increased as well.  This finding was seen in both the male and female samples.  Previous

studies (i.e., Perez et al., 2004; Stice et al., 2004) found this relationship in their female

adolescent samples.  However, few studies had examined this relationship in male

samples.

Body dissatisfaction appeared to play a significant role with disordered eating and

depressive symptoms.  When the effects of gender and age where held constant, body

dissatisfaction continued to contribute significantly to scores on measures of disordered

eating and depression.  Thus regardless of gender or age, being dissatisfied with one’s

body will contribute to feelings of depression and disordered eating behaviors.  This

finding has been seen in female samples previously (i.e., Johnson & Wardle, 2005).  Few

studies have examined this in male samples.

With regards to risk factors, poor body image satisfaction and little social support

were correlated with disordered eating symptomatology in males.   In females, poor body

image satisfaction, low self esteem and little social support were correlated with

disordered eating symptomatology.  This may suggest that self-esteem does not impact

eating disorder symptomatology in males the way it does in females.  Self-esteem was

also found not to be a significant predictor of eating problems in boys in the study by

Muris et al. (2005).

With regards to depressive symptoms, body image dissatisfaction, low self-

esteem and little social support were associated with higher depression scores in both

males and females.  The relationship between depressive symptoms, body dissatisfaction

and self-esteem in males and females was well documented in the literature.  The
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relationship between social support and females has been documented in studies by

Burton et al. (2004) and Stice et al. (2004).  Fewer studies have examined the relationship

between poor social support and depression in adolescent males.

When the effects of social support, body dissatisfaction and self-esteem are

controlled for, disordered eating continues to contribute significantly to depressive

symptoms of both males and females.  This finding supported a major hypothesis of this

study.  It also suggests that males and females are not that different with regards to

factors that influence depressive symptoms.

The results of this study suggest that eating disorders do not fully explain the

gender differences seen in depression.  No support was found for the modified gender

additive model.  No gender differences were seen in disordered eating symptomatology.

Further, no gender differences were found in the correlation between depression and

eating disorders.  It is likely that eating disorders may not fully explain the gender

differences seen in depression.

While this study was not a treatment study, the results may provide information

for not only community interventions but also therapeutic assessment.   Community or

school based interventions aimed at adolescents are important as adolescents are a

population at high risk for significant pathology.  By targeting adolescents, problems that

may become chronic into adulthood may be lessened.   As seen in this study, a significant

number of students endorsed symptoms that could result into chronic difficulties.  The

results of this study suggest several points.  First, due to the prevalence of difficulties in

both genders, interventions should be targeted at both males and females,.  Further, the
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results of this study suggests that due to the comorbidity seen in both genders, adolescent

interventions should target both depressive and disordered eating symptoms.  Finally,

these results suggest that treatment providers assess for the presence of both of these

symptoms when working with adolescents.

This present study has several strengths.  It is one of the few studies to compare

male and female high school student’s depressive and disordered eating symptomatology.

It further advances much needed research in adolescent comorbidity between these two

disorders.  The measures included in this study were psychometrically sound and well

researched in the adolescent population.  A relatively large community sample was

collected.

There are several limitations to the present study.  First, the sample was collected

from one high school located in a upper middle class rural area of the state.  This may

limit generalizability to other groups.  In addition, all data was collected using self-report

measures, which may influence results. Further, while a large sample size was collected,

the sample was not large enough to make comparisons among subgroups of the sample.

Finally, since correlations do not equal causation, alternative explanations for the

relationships seen in this study should be examined.

     Future research should continue to look comorbidity in children and

adolescence.   Longitudinal studies are needed to provide valuable data regarding

development and possible causation. In addition, future research should study some of the

non-significant findings seen in this study.  In particularly, further studies on age and

ethnic differences would provide valuable information.
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In conclusion, significant depressive and disordered eating symptomatology was

seen.  A high level of comorbidity between the two disorders was also found.  The

influence of low self-esteem, body image dissatisfaction and poor social support on

depressive and disordered eating symptomatology was examined.  Their influence was

similar for both males and females.  In addition, the majority of the study hypotheses

were supported except for the gender additive model, which was not supported.  The

results of this study suggest that males and females are more similar than they are

different.
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APPENDIX A

EXTENDED LITERATURE REVIEW

INTRODUCTION

Comorbidity refers to an individual meeting the criteria for two or more

psychological disorders at the same time (Newman, Moffitt, Caspi & Silva, 1998).

Comorbidity is also used to refer to an association between psychopathology and other

chronic difficulties, such as chronic health problems or severely distressed close

relationships (Richards & Perri, 2002).  Various epidemiological studies conducted with

children and adolescents experiencing severe psychopathology suggest that comorbidity

is very common (Nottelmann & Jesen, 1995).  In addition, comorbidity is more likely

seen in children and adolescents than it is in adults (Pataki & Carlson, 1995).  Further

studies have shown that about half of those diagnosed with a psychological disorder will

have another diagnosable disorder (Clark, Watson & Reynolds, 1995).

There are many different hypotheses regarding why comorbidity may occur so

frequently.  One possible explanation for comorbidity is that the comorbid disorders

share common risk factors (see Caron & Rutter, 1991 for a detailed discussion).  A

second possible explanation is that the presence of one disorder increases the risk for the

development of the other.  A further possible explanation for why comorbidity may be so

common is that comorbidity reflects a developmental process where one disorder is the

early stage of the other disorder.

Assessing for psychiatric comorbidity in a client is important because studies

have shown that those with two or more psychological disorders tend to have a worse
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prognosis, be less responsive to treatment and have a more chronic course (Newman, et

al., 1998).  For example, children and adolescents diagnosed with depression and another

comorbid disorder tend to have an increased risk for future depressive episodes (Cicchetti

& Toth, 1998; Lewinsohn, Rohde, Seeley, Klein & Gotlib, 2003).  Further, they tend to

be at increased risk for suicide attempts, have a poor response to treatment and be less

likely to use mental health services (Cicchetti & Toth).

In summary, comorbidity is common in adolescent psychopathology, and the

implications are negative and broad.  This research proposal intends to shed further light

on the comorbidity between disordered eating and depressive symptoms in both genders

of high school students.  A secondary aim of the study is to look at the relationship

between self-reported disordered eating and depressive symptoms and several of the

associated risk factors:  low social support, low self-esteem and high body dissatisfaction.

In particular, when the effects of these three risk factors are statistically controlled for,

does disordered eating still significantly contribute to predicted depressive scores.

Throughout the analyses a focus on gender, age and ethnic differences will also be

examined.

Eating Disorders

Overview

One of the most devastating disorders to affect adolescents are eating disorders.

For many it becomes a lifelong “battle” with food.  Many questions still remain in this

complex area.  In particular, one of the most overlooked areas of this disorder is its
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impact on adolescent boys.   Further, many questions remain in regards to eating

disorders effect on the development of depressive symptoms.

Epidemiology

Approximately five million Americans are affected by an eating disorder each

year (Becker, Grinspoon, Klibanski & Herzog, 1999).  Approximately 90% of those

diagnosed will be female (Becker et al., 1999).  Eating disorders are the third most

common chronic illness among United States adolescent girls (Shisslak et al., 1998).  The

mortality rate associated with eating disorders ranges from 5-10% (Gilbert & Thompson,

1996).

The incidence of eating disorders in adolescence has increased dramatically in the

past 50 years (Lucas, Beard, O’Fallon, Kurland, 1991).  It is now estimated that 4% of

adolescent girls will suffer from DSM diagnosable bulimia nervosa (Rand & Kludau,

1992) while 1% will develop DSM diagnosable anorexia nervosa (DSM-IV-TR, 2000).

In addition to these eating disorders that meet the threshold for DSM diagnoses, it

is widely recognized that many individuals suffer from disordered eating patterns that do

not meet the DSM classification for an eating disorder.  Field, Wolf, Herzog, Cheung and

Colditz (1993) found that 40-60% of high school girls dieted to lose weight.  Binge eating

among adolescents has been shown to be as high as 46% for girls and 30% for boys

(Ackard, Neumark-Sztainer, Story & Perry, 2003; Ross & Ivis, 1999; Story, French,

Resnick & Blum, 1995).  Steiner and Lock (1998) suggest that “eating disorders not

otherwise specified” are likely more common during adolescence than pure eating

disorders.  Herzog, Hopkins and Burns (1993) found that half of those who seek
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treatment at eating disorders clinics have partial or sub-threshold eating disorders rather

than DSM-diagnosable eating disorders.

Croll, Neumark-Sztainer, Story and Ireland (2003) surveyed 81,247 9th and 12th

graders on issues of disordered eating and various psychosocial characteristics.  Their

study found that 56% of 9th grade females and 28% of 9th grade males endorsed

disordered eating behaviors. In addition, 57% of 12th grade females and 31% of 12th

grade males endorsed disordered eating behaviors.  Ethnic differences were seen in their

sample with Hispanic and American Indian students having the highest rates of

disordered eating.

Symptoms

The DSM-IV-TR (American Psychiatric Association, 2000) recognizes two types

of eating disorders:  anorexia nervosa and bulimia nervosa.  While each diagnosis has its

own unique characteristics, a common feature of both diagnoses is a disturbance in body

image and shape (APA, 2000).

Anorexia nervosa consists of four diagnostic criteria as described in the DSM-IV-

TR (APA, 2000).  The first criterion consists of not maintaining a body weight at a

minimum of 85% for what is expected by public health standards.  Second, individuals

have a severe fear of becoming overweight or gaining weight.  Third, the way that

individuals with anorexia experience their body is distorted.  Finally, in postmenarcheal

females, amenorrhea or the loss of a menstrual cycle must be present.

In addition, the DSM-IV-TR specifies two subtypes of anorexia nervosa:

restricting and binge eating/purging.  Anorexia nervosa restricting type consists of those
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individuals who do restrict their food intake.  The binge-eating/purging type consists of

those individuals who regularly engage in binges defined as eating a quantity of food in a

short amount of time which is larger than what other individuals would eat during that

time as well as purging defined as behaviors to prevent weight gain, i.e., vomiting,

excessive exercise and/or use of laxatives.

The DSM-IV-TR (APA, 2000) also outlines four diagnostic criteria for Bulimia

Nervosa.  First, repeated episodes of binge eating are seen.  Second, compensatory

behaviors are used to avoid weight gain.  A third criterion is that both the binge eating

and the compensatory behaviors must be occurring approximately twice a week for three

months.  Finally, the person’s views about themselves are dependent on their body shape

and their weight.

As with anorexia nervosa, two subtypes of bulimia nervosa are described: purging

and nonpurging types.  Bulimia nervosa purging type involves individuals who engage in

compensatory behaviors such as self-induced vomiting, enemas, diuretics or laxatives.

Bulimia nonpurging subtype involves individuals whose compensatory behaviors include

excessive exercise or fasting.

A more recently defined eating disorder, which has been the subject of

considerable research, is binge eating disorder.  This disorder is characterized by repeated

binge eating episodes and consists of eating until uncomfortably full, eating when not

physically hungry, eating alone due to embarrassment and feelings of disgust and guilt

following overeating (Peterson & Mitchell, 1999).   Most individuals with binge eating

disorder are obese, thus, they are more likely to seek treatment for weight loss rather than
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an eating disorder (Peterson & Mitchell).  Research in the treatment of binge-eating

disorder has found similarities between the treatment of binge eating and bulimia

nervosa.  However, currently, binge eating is classified in the DSM-IV-TR as a topic

under further research.

As stated previously, many individuals experience subclinical eating problems

without ever meeting criteria for an eating disorder.  These behaviors, which some refer

to as disordered eating, include behaviors such as bingeing, purging, or excessive

exercise (Graber, Tyrka & Brooks-Gunn, 2003).  Many researchers view disordered

eating as lying on a continuum where DSM diagnosable eating disorders are on one end

and unrestrained eating on the other (Rodin, Silberstein & Striegel-Moore, 1985; Tylka &

Subich, 1999).  Other researchers disagree and feel that individuals who suffer from

eating disorders are distinctly different from those with milder disordered eating (Polivy

& Herman, 1987; Ruderman & Besbeas, 1992; Shisslak, Crago & Estes, 1995,).

Age differences

The average age of onset for most eating disorders is between the ages of 14 and

18 (Thompson & Smolak, 2001).  Research using clinical samples has put the average

age of onset for bulimia nervosa to be between 18 and 19 years of age.  Stice, Killen,

Hayward and Taylor (1998) conducted a study to determine the average age of onset for

the two components of bulimia: binge eating and purging.  They found that average age

of onset for binge eating in girls was 16, while the average age of onset for purging in

girls was 18.
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Developmental differences in eating disorders, including gender and age

differences, have been documented.  During childhood, boys are at greater risk for an

eating disorder (Steiner & Lock, 1998).  However, a shift is seen during adolescence with

girls being at a much higher risk for an eating disorder (Steiner & Lock).  However, at a

young age, children, regardless of gender, express eating related attitudes and verbalize a

desire to be thinner (Maloney, McGuire, Daniels & Specker, 1989).  Almost 40% are

attempting to lose weight and almost 7% score in the range suggestive of disordered

eating on the children’s version of the Eating Attitudes Test (Steiner & Lock).

The early age of onset of behaviors, which may lead to eating disorders, makes

children and adolescence an important group to study with a goal of developing

preventative programs targeted to this population.  In addition, as will be discussed next,

targeting behaviors which may influence the development of an eating disorders are

important due to the many negative outcomes that may occur, particularly as they move

into adulthood.

Outcome

With severe eating disorders, physical illness, suicide, psychiatric disorders and

mortality are heightened (Johnson, Cohen, Kasen & Brook, 2002).  However, little

research has investigated the long-term outcome for anorexia nervosa and bulimia

nervosa (Johnson et al).  A few predictors of poor outcome for bulimia nervosa have been

suggested including Cluster B personality disorders, low self-esteem and impulsive traits

(Peterson & Mitchell, 1999).   For anorexia, poor family relations and communication

patterns, self-induced vomiting and a long duration of illness have been suggested as
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predictors of poor outcome (Peterson & Mitchell).  Little has been done looking at

outcome factors for binge eating disorder (Peterson & Mitchell).

Into adulthood, some studies have found that adolescents with eating disorders

have increased rates of physical and psychiatric disorders in early adulthood.  Johnson,

Cohen, Kasen and Brook (2002) found that adolescents with eating disorders were at

increased risk in early adulthood for depressive disorders, suicide attempts, anxiety

disorders, infectious diseases and neurological symptoms.

Etiology

No single, well-supported explanation for the development of an eating disorder

exists.  It is likely that it is not caused by a single factor but rather develops from many

different causal factors.  One way to look at the development of an eating disorder is

from a biopsychosocial perspective.

Biologically, various twin studies have indicated that a strong genetic component

is present in both anorexia nervosa and bulimia nervosa.  Various twin studies (Bulik,

Sullivan & Kendler, 1988; Klump, Miller, Keel, McGue & Iacono, 1999) have shown

that genetic factors account for approximately 50-83% of the variance in the incidence of

both anorexia nervosa and bulimia nervosa.   Anorexia nervosa is more prevalent among

first-degree female relatives (Schwartzberg, 2000).  Monozygotic twin sisters of those

suffering from anorexia or bulimia nervosa are at greater risk for developing an eating

disorder (APA, 2000).  For bulimia nervosa, a low level of serotonin has been

investigated as a possible factor (Wicks-Nelson & Israel, 2003).  However whether low
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levels of serotonin influences bulimia or whether bulimia results in a lowering of

serotonin levels has not been determined (Wicks-Nelson & Israel).

Psychologically, research suggests that adolescents with low self-esteem and poor

coping skills are at greater risk for an eating disorder (Schwartzberg, 2000).   Moreover,

adolescents with low self-esteem, rigid approaches to dealing with problems, conflicts

about sexuality, and an inability to individuate from their families are at highest risk for

anorexia nervosa (Schwartzberg).  Some researchers (e.g., Crisp, 1984) have implicated

anorexia nervosa as an avoidant coping response.

In terms of social factors, Western culture has a thin ideal for a woman that is not

seen for males (Schwartzberg, 2000).  The pressure to live up to this ideal may cause

women to start excessive dieting and move on a path towards an eating disorder.

Researchers have strongly implicated the media in playing an important role in the

development of eating disorders by promoting a standard of thinness that is impossible to

achieve through healthy means (Nemeroff, Stein, Diehl, & Smilack, 1994).  The

influence of the media is strong.  Research has found that those girls who report more

dieting and body dissatisfaction are those who are furthest from what the media

advocates as beautiful (Huon, 1994).  Almost 70% of school age girls state that pictures

of models in magazines influence what they view as the perfect body shape (Katzmarzyk

& Davis, 2001).  As a result, almost half of the girls report that they become dissatisfied

with their bodies and want to lose weight due to viewing those photos (Katzmarzyk &

Davis).
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Ethnicity

Further studies need to be conducted looking at the relationship between ethnicity

and eating disorders symptomatology.  A review of some of the studies looking at this

relationship, have consistently found ethnic differences for girls.  Few studies have

explored this issue in males.

In the study conducted by Croll, Neumark-Sztainer, Story and Ireland (2003) of

81,247 9th and 12th graders, ethnic differences were seen in their sample with Hispanic

and American Indian students having the highest rates of disordered eating.  In their

review of the literature, Franko and Striegel-Moore (2002) concluded that African

American teenagers differ from Caucasian teenagers.  They found that studies have

consistently reported Caucasian girls to have more eating disorders symptomatology.

Assessment of Disordered Eating Symptoms

Various measures have been developed for detecting disordered eating

symptomatology in children and adolescents.  Perhaps the two most common self-report

measures used for detection of disordered eating symptomatology are the Eating

Attitudes Test and the Eating Disorders Inventory-2.

The Eating Attitudes Test (EAT-26) was developed by Garner, Olmstead, Bohr

and Garfinkel (1982).  The EAT-26 consists of 26 questions, scored on a six-point likert

scale.  A high number of participants who score over 20 on the EAT-26 are found to have

clinically significant eating disorders.   The test has been tailored for children as young as

10 years old.  It has a fifth-grade reading level.  The internal consistency for the EAT-26

is .90.  Test-retest reliability during a two to three week interval is .84.
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The Eating Disorders Inventory – 2 (EDI-2) was developed by Garner (1991).

The test has a fifth-grade reading level and consists of 91 items comprising 11 scales

(drive for thinness, bulimia, body dissatisfaction, ineffectiveness, perfectionism,

interpersonal distrust, interoceptive awareness, maturity fears, asceticism, impulse

regulation, and social insecurity).  The psychometric properties of the EDI-2 are sound

with an alpha of .80.  Its test-retest reliability at one week has been found to range from

.79 to .95 for all the scales.

No measure has been developed that can assess eating disorders specifically.

Only a clinical interview can diagnose an individual with a psychiatric diagnosis.

However, these measures can be used to indicate which respondents may be at risk, or

performing eating disordered like behaviors.

Gender differences

The prevalence of eating disorders appears to affect females disproportionately.

Many theories have been suggested as possible explanations for this gender difference.

One theory indicates that as females reach puberty, their bodies change in a way that

moves them away from the current thin ideal advocated in the media as beautiful (Stice,

Hayward, Cameron, Killen & Taylor, 2000).  On the other hand, as males move into

adolescence, their body’s change and move towards a desirable, culturally set body shape

(Stice et al).

Few studies have looked exclusively at eating disorders in males.  Some studies

have tried to establish how males with eating disorders differ from males who do not

suffer from an eating disorder.  For instance, Olivardia, Pope, Mangweth and Hudson
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(1995) compared 25 men who met DSM-IV criteria for an eating disorder to 25 men who

did not.  They found that men with an eating disorder had higher rates of current or past

mood disorders versus the comparison males.  In their study, 40% had a depressive

episode within a year prior to developing an eating disorder, 47% had a depressive

episode within a year after developing an eating disorder and 13% had a depressive

episode within the same year that they developed an eating disorder.  The researchers

argued that the comorbidity seen in their study most likely occurred from a common

underlying predisposition underlying both disorders.  This high level of comorbid

depression is also seen in female’s who meet DSM criteria for an eating disorder.

Many questions still remain in the area of gender differences in eating disorders.

In particular, males tend to be excluded from studies looking at disordered eating

symptomatology.  While males tend to be excluded, the few studies including males have

found that they experience many of the same risk factors for eating disorders as women.

However, they tend not to score high on disordered eating symptomatology.

Summary

In summary, the problem of DSM-diagnosed eating disorders, as well as

subclinical levels of eating problems, are a serious health concern for adolescents.  The

impact of these eating problems on males has been largely ignored in the research

literature.  The prevalence of eating disorders in community samples has been limited.

The devastating effects of eating problems into adulthood have been well documented.

However, many questions still remain in the area of eating disorders.
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Some of the recent research on eating disorders focuses on other types of

psychopathology commonly association with eating disorders (Attie & Brooks-Gunn,

1989).  This association of two disorders is called comorbidity.  This focus on

comorbidity has shown a high comorbidity between eating disorders and depression in

females. Thus, we will discuss depression next.

Depression

Overview

Until about forty years ago, it was believed that diagnosable levels of depression

did not exist in young children.  However, it is now recognized as not only being able to

occur but also actually occurring in large numbers.  For instance, large studies reporting

major depressive disorder point prevalence rates of 2-3% for elementary school age

children and 5-8% for high school age adolescents are now available (Richards & Perri,

2002).  In fact, major depressive disorder is one of the most widespread psychiatric

disorders in adolescence (APA, 2000; Lewinsohn, Hops, Roberts, Seeley & Andrews,

1993).

Epidemiology

It is estimated that 10-28% of adolescents will meet lifetime criteria for major

depression (Birmaher, Ryan, Williamson, Brent & Kaufman,  1996; Hauenstein, 2003;

Lewinsohn et al., 1993).  The prevalence rate for major depressive disorder in the United

States steadily increases with age into adolescence.  Approximately 1 percent of

preschoolers, 2 percent of elementary school children and 5-8 percent of adolescents

suffer from major depressive disorder at a given point in time (Son & Kirchner, 2000).
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An example of a large study that has provided a tremendous amount of

information regarding the prevalence of depression in children and adolescents is the

Oregon Adolescent Depression Project (OADP; Lewinsohn, Rhode & Seeley, 1998).

The OADP is a longitudinal study consisting of 1,507 adolescents who started the study

between the ages of 14 and 18.  The OADP has found that by the age of 19, 35 percent of

females and 19 percent of males  (28 percent of adolescents, overall) had experienced a

major depressive episode.  In other words, the OADP concluded that approximately 1 in

4 teenagers will experience a depressive disorder before reaching the age of 19.

Symptoms

One of the problems with establishing an accurate estimate of the prevalence of

depression has to do with the definition given to “depression”.  The term depression has

been used to describe many different things.  Depression refers to a range of affective

disturbances, a group of symptoms and a DSM-defined psychological disorder (APA,

2000; Cantwell & Baker, 1991).

Within the spectrum of depression, various disorders exist such as major

depressive disorder (MDD), dysthymia and bipolar disorder (Hauenstein, 2003).   Of

these mood disorders, MDD is the most common in adolescence (Hauenstein).  The

DSM-IV-TR (APA, 2000) classifies MDD as being diagnosable in individuals who

experience depressed mood or lack of pleasure persistently for at least two weeks.  In

children and adolescence, depressed mood can be exhibited as irritable mood (APA,

2000).   In addition, four or more additional symptoms must also occur, including

appetite and sleep difficulties, fatigue, difficulty concentrating, slowed responses,
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feelings of worthlessness and suicidal thinking.  In addition, the symptoms must be

causing significant distress in day-to-day functioning (APA).

Adolescents and children who experience depressive episodes often describe their

feeling as mad, sad or bored (Pataki & Carlson, 1995).  For adolescents, experiences of

hypersomnia, drug and alcohol use, and poor concentration appear frequently (Pataki &

Carlson).  As children get older, the risk that suicidal ideation will turn into action

becomes greater (Pataki & Carlson).

Age differences

How depression manifests itself may change with age.  For example, Kashani,

Rosenberg and Reid (1989) studied children and adolescents from three different age

groups (8, 12 and 17) and found that depressive symptoms varied by the age of the

participants.  Their results indicated that those in the older age group (17) tended to

express less crying, less concern regarding their safety and increased tendencies to blame

themselves for bad things occurring.  In addition, the investigators found further support

for the notion that with age, depressive symptoms increase.

Outcome

Early intervention and management of child and adolescent depression is of

critical importance due to the long-term effects of the disorder (Park & Goodyer, 2000).

Previous research has found that children and adolescents who experience their first

major depressive disorder prior to age 19 were at significantly higher risk for future

episodes (Lewinsohn et al., 2000).  Research has demonstrated a link between depressive

episodes in childhood and adolescence and poor psychosocial adjustment in adulthood
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(Reinherz, Stewart-Berghauer, Pakiz, Frost, Moeykens & Holmes, 1989).  In addition,

children and adolescents whom experience depressive episodes are 20 times more likely

to develop another disorder.  (Lewinsohn & Essau, 2002).

There are many negative outcomes associated with adolescent depression.  For

example, adolescents who suffer from depressive symptoms have been shown to be more

likely to experiment with drugs and alcohol (Pataki & Carlson, 1995).  In addition,

research has found that they are more likely to experience symptoms of insomnia and

poor concentration (Pataki & Carlson).  Further, as adolescents get older, suicide risk

increases (Pataki & Carlson).  

In summary, the development of depressive episodes during childhood and

adolescence are associated with many negative outcomes.  In addition, these negative

outcomes tend to be long lasting.  Preventative programs aimed at children and

adolescence would be valuable given depressions tendency to first appear during these

ages as well as depressions chronic nature.

Etiology

As with eating disorders, it is very unlikely that one single factor results in the

development of depressive disorders.  Again, a biopsychosocial perspective will be taken

to view the many different facets of depressive etiology.

Biologically, a moderate genetic component for depression has been seen.

Heritability estimates have ranged as high as 80 percent (Rutter, Silberg, O’Connor &

Simonoff, 1999.  However, some studies report lower estimates.  Twin and adoption

studies have further supported the genetic component for mood disorders, particularly in
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those that have their first depressive episode before the age of 20 (Klein, Riso,

Donaldson, Schwartz, Anderson, Ouimette, Lizardi & Aronson, 1995).  Other research

has focused on the role of neurotransmitters, particularly serotonin and norepinephrine, in

the development of depression (Wicks-Nelson & Israel, 2003).

Much of the work done looking at psychological and social factors of depression

is based on work with adults suffering from depression (Wicks-Nelson & Israel, 2003).

Various models have been developed to attempt to describe the development of

depression from a psychosocial viewpoint.  For example, Seligman and Peterson (1986)

developed the learned helplessness model of depression that asserts that some

individuals, due to events in their histories come to learn that they have little control over

their environment.  This learned helplessness then presumably causes behaviors and

feelings that are characteristic of depression.  Empirical support for this model has been

mixed.

Beck and colleagues (1967;1976; Clark & Beck, 1999) view the role of cognitive

factors as critical for understanding the development of depression.  Beck asserts that a

negative cognitive triad regarding self, others and the future results in the development of

depression, when combined with other biological and environmental risk factors.  As

such, this leads to individuals demonstrating various cognitive errors such as

catastrophizing, personalizing, selective abstraction and overgeneralization.

Several variables have been identified as either being a causative risk factor or a

moderator for depressive symptoms.  Being female and coming from a lower socio-

economic class are two major risk factors for depressive symptoms in adolescents and
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adults (Reinherz, et al., 1989).  On the other hand, social support, peer acceptance and

positive self esteem have been found to buffer depressive symptoms  (Reinherz, et al.).

Other protective variables include positive coping skills and high social competence

(Lewinsohn, et al., 2000).

Ethnicity

There are few large studies looking at ethnic differences in adolescent depression.

As Hauenstein (2003) states, during adolescence, being accepted by peers is very

important and being different can increase the risk for depression.  One possible way in

which adolescents may differ from their peers is in their ethnicity.

Doi, Roberts, Takeuchk and Suzuki (2001) compared non-Hispanic White,

African American, Mexican American and Japanese adolescents between the ages of 12

and 14.  They found that the highest rates of major depressive disorder were seen in the

adolescents from Mexican American descent.  However, other studies (i.e. Kelder,

Murray, Orpina, Prokhorov, McReynolds, Zhang, Q., et al., 2001) have not found the

same results.

The role that ethnic membership plays in depressive symptoms remains unclear.

The influence that being from a minority ethnic group and thus being different from the

majority is unclear.  Further studies are needed to answer many of the questions in this

area.

Assessment of Depressive Symptoms

Research looking at depression in adolescence has used various methods in

assessing depressive symptoms.  These include clinical interviews, self-report measures
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and parent report measures.  Again, as with an eating disorder, only a clinical interview

can diagnosis an individual with a psychiatric diagnosis.

Various self-report measures of depression have been developed to assess

depressive symptoms in adolescents.  The Beck Depression Inventory (BDI) (Beck,

Erbaugh, Ward, Mendelson & Mock, 1961) consists of 21 questions, scored on a four

point likert scale.  Possible total scores range from 0-63, with higher scores reflecting

higher depressive symptoms.  The BDI is one of the most widely used self-report

measures of depressive symptoms, particularly in clinic settings.  The psychometric

properties of the BDI are sound with a coefficient alpha of .91.  In addition, the BDI

demonstrated good convergent validity.

The Center for Epidemiological Studies (CES-D) (Radloff, 1977) consists of 20

self-report items, scored on a four point likert scale.  Possible total scores range from 0 to

60, with a cutoff of sixteen used to distinguish those individuals whom are depressed

from those who are not.  The psychometric properties of the CES-D are well studied and

generally strong.  Internal consistency for the CES-D has been found to be .85 for

nonclinical samples and the test retest reliability ranges from .51 to .67.  Good concurrent

reliability has been found between this measure and other measures of mood.  This is the

self-report measure recommended by Nezu, Nezu, McClure and Zwick (2002) for use

with nonclincal populations.

Gender differences in depression

One of the interesting phenomena seen in depression is the sharp gender

difference from adolescence on.  During childhood, research studies generally find no
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gender differences in the prevalence of depression (Richards & Perri, 2002).  Or, when

gender differences are found, boys are found to have slightly higher rates than females

(Gotlib & Hammen, 2002).  However, by the time teenagers hit late adolescence, females

are twice as likely to be diagnosed with depression as males (Keller, 2003).

One area that remains understudied regarding gender differences in adolescent

depression is whether or not gender differences exist in minority populations.  The few

studies that have been done suggest a possible discrepancy between gender differences

among European American adolescents and ethnic minority adolescents (Nolen-

Hoeksema, 2002).  While gender differences are not consistently seen in adolescence for

ethnic minorities, they are seen in adulthood (Nolen-Hoeksema).  What these findings

may suggest is that the development of gender differences may occur at a later point in

time for ethnic minority adolescents than for Caucasian adolescents (Nolen-Hoeksema).

Again, taking a biopsychosocial perspective, gender differences in depression can

be looked at as a result of numerous influences.    Biologically, one theory that has been

studied widely for adolescence is the effects of puberty.  Biologically, the onset of

puberty is often implicated in the increase of gender differences.  The onset of puberty

activates several hormones, which may cause teenage girls to “skyrocket” in depression

(Nolen-Hoeksema, 2002).  While puberty, in and of itself, has been shown to have mixed

findings, research into the timing of puberty when compared to adolescent’s peers has

been studied.

Research has also looked at the role of genetics in attempting to explain gender

differences in depression.  Some research has found that for women, the role of genetics
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for major depression appears to be stronger than it is for males (Jacobson & Rowe, 1999;

Nolen-Hoeksema, 2002).  However, other research (Rutter, Silberg, O’Connor &

Simonoff, 1999) has found no genetic differences in risk between genders.

Psychologically, women’s relationships with others in their lives have often been

implicated as a possible reason why women become more prone to depression during

adolescence and adulthood.  As Nolen-Hoeksema (2002) suggests, women are more

likely to see their relationships with others as central to their self-concept.  As such, they

are more likely to become negatively affected by the negative events that occur in others

lives.  In addition, the tendency of women to use more ruminative coping strategies has

also been suggested.  The use of a ruminative coping is not effective for lowering

depression.  Therefore, instead of actively attempting to solve their distress, women may

be more likely to be passive in solving their problems, which is a less effective coping

strategy (Nolen-Hoeksema).

Sexual and physical abuse has often been associated with women having high

rates of depression (Weiss, Longhurst & Mazure, 1999).  This is also a finding in the area

of eating disorders (Thompson, Heinberg, Altable & Tantleff-Dunn, 1999).  Various

studies have estimated that up to 15 percent of women will be the victims of completed

rape (Kilpatrick & Saunders, 1996).  In addition, up to 20% of girls will be the victim of

childhood sexual abuse (Cutler & Nolen-Hoeksema, 1991).  Cutler and Nolen-Hoeksema

state that 35% of the gender difference seen in adult depression may possibly be

accounted for by childhood sexual assault being more frequent in females than in males.
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Another possible reason for the increase in adolescent depression seen in females

is the hypothesis of gender intensification theory (Hill & Lynch, 1983).  This theory

proposes that during early adolescence, gender specific socialization is likely to take

place.  That is, boys will start identifying more with the masculine stereotype while girls

will identify more with the female stereotype.  In addition, the gender intensification

theory suggests that greater identification with one’s own gender leads to differences

between boys and girls.  However, research done to support the gender intensification

theory have generally not found supportive results (i.e. Allgood-Merten, Lewinsohn &

Hops, 1990; Wichstrom, 1999).

Reinherz, Giaconia, Pakiz, Silverman, Frost and Lefkowitz (1993) studied 385

adolescents from the ages of 5 to 18 years.  Their study found gender differences in what

increased the risk for developing major depression.  First, their study found that females

by age 18 were three times more likely than males to have developed major depression.

Health problems were associated with major depression for both genders, with neonatal

health problems correlated with males and later onset of health problems correlated with

females.  On the other hand, their study also found that for both genders, perceived

unpopularity and low self-esteem were correlated with major depression at both ages 9

and 18.

While research continues to investigate possible causes for these gender

differences seen in adolescent depression, one of the many potential explanations for this

increase in adolescent depression is a comorbid eating disorder.  Eating disorders and

depression are commonly seen as comorbid diagnoses in adolescent females and eating
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disorders are much more common in females.  The pattern of gender differences between

the two disorders are remarkably similar with girls peaking in adolescence for both.

Little research has looked at whether or not eating disorders may help explain the sharp

increase seen in girl’s level of depression during adolescence, compared to males.

It is the hypothesis of this study that the comorbidity between depression and

eating disorders may shed light on a possible mechanism, which increases females’ rates

of depression in adolescence compared to males.  Thus, it is the hypothesis of this study

that the gender difference seen in adolescence may partly be due to the increase in eating

disordered symptomatology in female adolescents.

The comorbidity between depression and eating disorders

A high level of comorbidity between depression and eating disorders has been

found in clinical settings.  Herzog, Keller, Sacks, Yeh and Lavori (1992) found that

approximately 63% of patients suffering from an eating disorder will have a comorbid

affective disorder in their lifetime.  Major depression is the most frequently diagnosed

comorbid disorder for both anorexia nervosa and bulimia nervosa (Herzog et al.).  Geist,

Davis and Heinman (1998) found that 45% of their eating disordered participants and

Braun, Sunday and Halmi (1994) found 51% of their eating disordered participants had

concurrent depressive diagnoses.      

The role that depression may have in the etiology of eating disorders remains

uncertain (Leon, Fulkerson, Perry & Early-Zadd, 1995).  It has been suggested that

depression may precede the development of an eating disorder, or, conversely that eating

disorders precede the development of depressive episodes.  Some researchers (i.e.
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Hudson, Laffer & Pope, 1982) suggest that eating disorders are a variant of a mood

disorder, which women are more prone to develop.  Thus, mood disorders precede the

development of an eating disorder.  On the other hand, researchers such as Cowen,

Anderson and Fairburn (1992) pinpoint various hormones elicited from starvation or

malnutrition.  Thus, depression results from an eating disorder.

A large portion of research focused on the comorbidity between depression and

eating disorders has focused on the relationship between bulimia nervosa and depression.

In particular, research studies have found that participants with bulimia, versus anorexia,

are more likely to have comorbid depression.  At least six hypotheses have been

researched to help explain the associations between bulimia and depression (reviewed in

Beebe, 1994).

1. Affective Variant Hypothesis – bulimia is the manifestation of an underlying

affective disorder.  This point of view feels that treatment should focus on the

depressive symptoms because bulimic symptoms will remit once depressive

symptoms have been minimized.

2. Bulimic Consequence Hypothesis – symptoms of depression are resulting from

bulimia.  This point of view feels that if the bulimia can be remitted, then the

depressive symptoms will cease.

3. Affective Spectrum Disorder Hypothesis – a biological abnormality underlies

both bulimic and depressive symptoms.  This hypothesis feels that a biological

substrate causes both bulimia and depression to occur and pharmacological

treatments can be given that will eliminate both.
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4. Restraint Hypothesis – dietary restraint leads to binge eating.  This hypothesis

feels that an individual becomes restrictive about their eating which is more likely

to increase their development of binge eating.  Binge eating reflects disinhibition

which is reflected as depression.

5. Escape Hypothesis – individuals are trying to avoid self-awareness.  Aversive

self-awareness is accompanied by depression and, in order to escape, one resorts

to binge eating.

6. Hopelessness Hypothesis – bulimia and depression share a common cognitive

component, which has causal properties: hopelessness.

Another possible explanation for the high comorbidity between depression and eating

disorders is the gender-additive model of depression by Stice and Bearman (2001).

These investigators propose that males and females share many of the same risk factors

for depression.  However, they posit that females confront additional risk factors beyond

the ones that they share with males.  Shared risk factors include coping style, low self-

esteem and social support deficits.   They suggest that since research has documented that

body dissatisfaction is associated with depression (Nolen-Hoeksema, 1994), poor body

image and eating disturbances lead to the escalation seen in depression in adolescent

females.

Various studies appear to support the ideas of the gender additive model of

depression.  Research has found that puberty moves girls away from the thin ideal

(Nolen-Hoeksema, 1994).  Body dissatisfaction has consistently been found to predict

future depressive episodes in adolescent girls (Cole et al., 1998; Stice et al., 2000).
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Finally, gender differences seen in adolescent depression have been reduced when body

dissatisfaction is controlled for (Allgood-Merten et al., 1990; Wichstrom, 1999).  

Only one study that we are aware of has attempted to predict depressive

symptoms from girl’s disordered eating symptomatology.  Stice and Bearman (2001)

sampled 231 female students in the 9th and 10th grades.  They found that body

dissatisfaction, dieting and bulimic symptoms predicated increases in depressive

symptoms.  They also found that when the effects of social support and emotionality

were controlled for, body image and eating disturbances operated above and beyond their

effects in contributing to elevated depressive levels.

One weakness of this study, however, was their failure to have a comparison male

group.  The exclusion of males in most studies attempting to look at the relationship

between depression and eating disorders is a critical issue.  Ackard and colleagues (2003)

studied 4746 middle and high school children.  They found that 17.3% of girls and 7.8%

of boys reported overeating in the past year.  Further, they found that those individuals

who reported overeating had significantly lower body satisfaction and self-esteem scores

and significantly higher depressive symptoms scores.

Several other risk factors for adolescent depression in females and males have

been established, such as social support deficits, low self-esteem and poor coping (Stice

& Bearman, 2001).  However, these risk factors do not explain why girls peak in

depression during adolescence (Stice & Bearman).  Some researchers have indicated that

the increased risk for depression in females during adolescence comes from greater
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affiliation with the female gender role (Hill & Lynch, 1983).  However, this theory has

received little empirical support (Stice & Bearman).

Instead, Stice and Bearman suggest that the increase for adolescent depression in

females comes from puberty pushing girls into a body shape, which goes against what is

viewed to be beautiful while it pushes men into a body shape that is the ideal male body.

Thusly, they state that this additional risk factor of not conforming to the ideal body

shape causes girls to have additional risk factors for depression, which is seen in the

increase in their rate of depression.  A negative body image has been connected to an

increased level of body dissatisfaction for adolescent girls, but not for boys (Nolen-

Hoeksema, 2002).  Research has found that depressed adolescent girls are more likely to

experience weight and appetite disturbances as compared to depressed adolescent boys

(Lewinsohn & Essau, 2002).

In summary, the relationship between depression and eating disorders has been

well documented.  However, the reasons for their association as well as why adolescent

girls are more likely to suffer from depression have not been fully understood.

This proposal seeks to further the knowledge in these two areas.  As suggested by

Tomori and Rus-Makovec (2000), a focus on community-based samples of adolescents is

critical in order to establish those risk factors that influence disordered eating and

depressive symptoms.  By establishing those influential mechanisms, preventative

programs may potentially be developed.  Further, an overall increased understanding of

the comorbidity between depression and eating disorders can potentially improve

treatment.
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Next, three variables often implicated as risk factors for depression and eating

disorders will be discussed.  These variables are social support, self-esteem and body

dissatisfaction.  As will be discussed, all three of these variables have been linked to

depressive symptoms and disordered eating symptomatology.  In this study, their

influence on depressive and disordered eating scores will be examined.  In addition, their

effects will be controlled for to determine whether disordered eating symptomatology

operates above and beyond their effects.

Social support

The role of peer relationships has been viewed as being critical in many child and

adolescent psychological disorders.  As children become adolescents they tend to

separate themselves from their parents in an effort to become more autonomous (Son &

Kirchner, 2000).  Furthermore, as separation from parents occurs, a stronger alliance with

peer groups is seen (Son & Kirchner).  Achenbach and Rescorla (2001) state that peer

relationship problems are able to discriminate children and adolescents referred for

clinical services.

Gender differences have been seen in the way females and males approach

interpersonal relationships.  In general, women are found to value more their

relationships with other people and view them as central to their self concept

(Cyranowski, Frank, Young & Shear, 2000).  On the other hand, males tend to value

more personal autonomy (Cyranowski et al).  They way that men and women approach

relationships with others, can be seen from a very young age starting with their early play

behaviors (Cyranowski et al).
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Various studies have found that social support and level of depressive symptoms

appear to be correlated.  McCauley, Pavlidis and Kendall (2001) state that problems with

peer relations may be a factor in the occurrence and the maintenance of depression.  In

Schraedley, Gotlib and Hayward (1999)’s study of 6943 adolescents, level of social

support was significantly associated with level of depressive symptoms.  Further, those

adolescents who did not speak to others when they were upset had higher levels of

depressive symptoms then those adolescents who disclosed to someone else when they

were upset.  Gender differences were seen in their study with girls reporting higher levels

of social support then boys.

A majority of the research on social support and eating disorders has found that

girls report feeling that being thin increases their likeability with peers (Oliver & Thelen,

1996).  Research has also found that the more girls believe this way, the more they have

weight and body image concerns (Oliver & Thelen).

In addition, to peer relations, poor family support has been looked at in terms of

its relationship to depression and eating disorders.  Birmaher et al., (1996) found that

depressed adolescents were more likely to experience family environments illustrated by

high levels of rejection and conflict as well as little expression of emotion.  Further, for

many adolescents with depression, increased conflict with parents is often seen

(Hauenstein, 2003).  This may be compounded when parents themselves suffer from an

affective disorder (Hoffman, Baldwin & Cerbone, 2003).

Similarly, research looking at parental influences on disordered eating has also

found that parental support has an impact on their child’s development of eating
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problems.  Jacobi, Agras and Hammer (2001) found that maternal concern about weight

predicted weight concerns in their daughters but not their sons.  They also found that

fathers did not impact their son’s or daughter’s weight concerns.

Body Dissatisfaction

A second variable, which has received significant attention in the literature

particularly in its relationship to eating disorders, is body dissatisfaction.  Rodin,

Silberstein and Striegel-Moore (1985) have coined the term “normative discontent” to

describe the dissatisfaction that so many adolescent girls and young women feel about

their bodies.   Various studies have implicated body dissatisfaction as one of the strongest

predictors of disordered eating in adolescent girls (i.e. Attie & Brooks-Gunn, 1989;

Killen et al., 1994; Stice & Agras, 1998).  Further, studies have found body

dissatisfaction to be a strong predictor of depressive symptoms (i.e. Fabian & Thompson,

1989; Stice & Shaw, 1994).

Moreover, many researchers (i.e. Thompson et al, 2001) feel that it is more

appropriate to view eating disorders as body image disorders.  Research has demonstrated

that from a very young age, children are bombarded with views of what is considered to

be beautiful.  Young children have been known to diet and children as young as 5 years

old report fears about their body image and getting fat.  (Shapiro, Newcomb & Loeb,

1997).

Shapiro, Newcomb and Loeb (1997) surveyed 239 3rd grade students on issues of

eating and weight attitudes.  Their study found that both boys and girls demonstrated
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knowledge regarding society’s preference for thinness, however, girls reported more

concerns with becoming fat.

Various studies have implicated body dissatisfaction, dieting and body weight

preoccupation as important risk factors for the later development of eating disorders

(Klump, McGue, & Iancono, 2000; Leon, Fulkerson, Peery & Cudck, 1993).  However,

few studies have addressed the etiology of such attitudes and behaviors (Klump, McGue,

& Iancono).

Many studies have found correlations between body dissatisfaction and

disordered eating (i.e. Leon, Fulkerson, Perry & Cudeck, 1993; McVey, Pepler, Davis,

Flett & Abdolell, 2002).  Pritchard, King and Czajaka-Narins (1997) found that by high

school girls, regardless of weight, were three times more likely than boys to view

themselves as overweight.

Ohring, Graber and Brooks-Gunn (2002) studied 120 adolescent girls assessed at

three different age periods:  14.3, 16 and 22.3.  Their results found that those individuals

who experienced chronic body dissatisfaction throughout adolescence were more likely

to have higher depressive and disordered eating symptoms then those that sustained

positive body image during adolescence.  One of the limitations of this study was their

exclusion of adolescent males.

An ethnic difference in body satisfaction for girls has been found.  Research has

demonstrated that in the United States, African American adolescent girls have higher

levels of body satisfaction than Caucasian adolescent girls (Franko & Striegel-Moore,
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2002).  As such, African American girls are less likely to engage in dieting behaviors or

disordered eating (Franko & Striegel-Moore).

In one of the few studies found to look at males, Barker and Galambos (2003)

studied 91 girls and 79 boys in grades 7 and 10 to identify risk and resource factors

related to body dissatisfaction.  For males, they found that the only significant risk factor

for body dissatisfaction was being teased about their appearance.  For females, a higher

BMI, exhibiting behaviors to manage body shape and size and teasing were predictive of

greater body dissatisfaction.

Studies have found that over 80% of female adolescents report feeling “fat”

(Greenfield, Quinlan, Harding, Glass & Bliss, 1987).  Shisslak, Crago and Estes (1995)

found that approximately two-thirds of United States adolescent girls report feeling too

fat and having engaged in dieting in order to lose weight.  Thelen, Lawrence and Powell

(1992) found in their study that 28% of school age girls reported being on a diet at least

once.  

Self-esteem

The relationship between self-esteem and psychiatric disorders is a much-studied

topic.  Low self-esteem has been implicated in many psychiatric disorders.  Silverstone

and Salsali (2003) sampled 1190 individuals from an outpatient psychiatric clinic.  Their

results found that low self-esteem increases the vulnerability of the development of a

psychiatric disorder.  Further, having a psychiatric disorder may decrease one’s self-

esteem.
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With regards to depression and eating disorders, the role of self-esteem has often

been investigated.  A decrease in self-esteem appears to coincide with depression.  Many

theories of depression place self-esteem in a vital role (i.e. Tennen et al.).  The peak age

for depression is also the peak age for low self-esteem, both occurring between the ages

of thirteen and fourteen (Lamarine, 1995).   Depression and low self-esteem can be

viewed as a cycle where the failure to relate confidently in social situations may lead to

low self esteem which in turn leads to depression (Lamarine).

While some studies have identified low self-esteem as occurring with present

depressive symptoms, Reinherz, Giaconia, Pakiz, Silverman, Frost, and Lefkowitz,

(1993) found that low self-esteem preceded the onset of depressive symptoms.  Their

research found that by as early as age 9, adolescents who would go on to have a major

depressive episode were already exhibiting low self-esteem.

Dumont and Provost (1999) indicate that self-esteem might influence the coping

strategy that individual’s use, which, in turn, may affect their depressive symptoms.

They suggest that those adolescents who have high self-esteem are more likely to use

coping strategies that don’t involve blaming themselves and thus decrease the likelihood

of becoming depressed.

The competency-based model of youth depression developed by Cole (1991)

hypothesizes that the connection between self-esteem and depression should start in

middle childhood when social comparison information is obtained.  Cole suggests that

those adolescents receiving low competency ratings in multiple domains have more

depressive symptoms than those who have fewer low competency ratings.
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Despite the fact that eating disorders are multifactorial in terms of etiology, one of

the most common topics in the area is that of self-esteem.  In particular, the implication

of poor self-image or self esteem has frequently been associated with the development of

an eating disorder (Bruch, 1973; Button, 1993).  Studies by Dykens and Gerard (1986)

and Laessle, Tuschl, Waadt and Pirke (1989) have demonstrated empirically that patients

with eating disorders have lower self-esteem than those not suffering from an eating

disorder.  Button, Loan, Davies and Sonuga-Barke (1997) found in their sample of 609

15-16 year old girls, that as eating pathology increased, self-esteem decreased.

In Croll et al’s  (2003) study, they found that for males and females, high self-

esteem was a protective factor against disordered eating behaviors.  This protective factor

was seen across ethnic groups in their study.  In Ackard et al.’s (2003) study of 4746

boys and girls in middle and high school, researchers found that those students that met

the criteria for binge eating disorder were more likely to have poorer body satisfaction,

lower self-esteem and higher depressive symptoms.

Discussion and Conclusions

In summary, Attie and Brooks-Gunn (1992) expressed their surprise at the lack of

research looking at eating disorders and other psychopathology as a function of age or

developmental transitions.  The factors that play a role in the increase in depression in

adolescent girls is not clear.  The first aim is to look at the relationship between

disordered eating and depressive symptoms.  A second goal it to test the relationship

between self-esteem, social support and body dissatisfaction and determine if they can

predict disordered eating or depressive symptoms.  The further goal is to assess whether
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or not disordered eating predicts depressive symptoms above and beyond the effects of

self-esteem, social support and body dissatisfaction.  Gender, age and ethnic differences

will also be examined.  In addition, a detailed analysis of descriptive statistics will add to

the understanding of depression and eating disorder comorbidity in adolescence

It is important to look at adolescent development of psychopathology.  As Kim-

Cohen et al., (2003) found in their longitudinal study of 1037 individuals, almost 74%

received a diagnosis prior to age 18 and 50% prior to age 15.  In particular, their study

found that adolescents with juvenile (aged 11-15) depression were more likely to have

adult psychiatric disorders such as anxiety, depression, manic episodes, and

schizophrenia.  Their studied showed the importance of targeting adolescence as a

prevention target for adult psychiatric problems.

Limitations and Strengths

  While the use of a cross-sectional design limits the ability to establish cause and

effect relationships, this design will still provide critical information.  The use of a cross-

sectional design allows for taking a developmental perspective on the variables under

review.  In addition, examining gender and ethnic differences are still possible.

An additional limitation of the study is the use of only one measure per factor or

monomethod bias.  While using a wide variety of measures may have provided useful

information, the ease with which it could be administered would be hampered.  By

limiting the number of measures included in the study, the fewer disturbances the study

will create for the high school students and high school staff.  In addition, with a smaller

questionnaire packet, the hope is that student participation will increase.
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Most research in the area of eating disorders has focused exclusively on females.

This makes sense considering the high percentage of cases occurring in females.

However, the presence of eating disorders in males can not be ignored.  The inclusion of

males in this study was done partly to further the knowledge of eating disorder

prevalence in males.  In addition, the inclusion of males allows for a comparison to

females.

In much of the research on adolescent comorbidity, ethnic differences have not

been examined.  As Franko and Strigel-Moore (2002) state, most of what is known about

adolescent mental health has been achieved by testing largely Caucasian samples.

Therefore, an effort to get a diverse sample will be attempted by seeking to collect data at

one of the more ethnically diverse schools in the Lubbock area.  While factors such as

acculturation will not be examined, sorting results by group membership will provide

significant results and a possible basis for future research.

In conclusion, eating disorders and depression are two devastating mental health

problems during adolescence.  The effects of social support, self-esteem and body

dissatisfaction on depression and eating disorders has been documented.  Sharp gender

differences in both depression and eating disorders are seen during adolescence.

However, the reasons for these increases, particularly in depression, have not been

established.  This proposal will attempt to further research in trying to uncover the

reasons why being a teenage girl is a risk factor for depression.  The underlying question

in the proposal is whether or not disordered eating is an additional risk factor for girls
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above and beyond the effects of three risk factors established for both males and females.

Gender, age and ethnic differences will be compared.
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APPENDIX B

Parental Consent for Research Participation of your Son or Daughter

Dear Parent or Guardian:

We are requesting permission for your son or daughter to participate in a research project.

They would complete several brief, anonymous questionnaires.   This research is

investigating how teenagers feel about themselves and their peers.

What would my child have to do?

Those teenagers who participate will be asked to complete a set of questionnaires.

Estimated time for completion of the questionnaires is less than 30 minutes.

What are the benefits and concerns of my child participating?

We will be scheduling the questionnaires to be completed during one of your child’s class

periods at school.  One possible benefit of being in this research project may be that your

child thinks more about their feelings towards themselves and how effectively they

handle stressors in their lives.

Does my child have to participate?

No. Your son’s or daughter’s participation in this study is completely voluntary.  If you

choose to not have your son or daughter participate, there will be no penalty.  In addition,

your child is free to withdraw from the study at any time.  This project has been approved

by the LISD administration, your son’s or daughter’s school and the Institutional Review

Board of Texas Tech University.
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Will people find out what my child says on the questionnaire?

No.  All information is anonymous and confidential.  Only the researchers will ever see

the questionnaire.  Your child’s name will not be placed on the questionnaire and there is

no way that they can be connected to any specific answers.

What if I have more questions?

If you have any questions please feel free to call the project director, Melissa Santos, at

742-3711 x 455 or melissa.m.santos@ttu.edu or Steven Richards at 742-3711 x 254 or

steven.richards@ttu.edu.  If you would like to see the questionnaires in advance you are

welcome to by contacting Ms. Santos.  The Texas Tech Institutional Review Board for

the Protection of Human Subjects can also answer questions about the rights of

participants in research.  They can be reached by writing to them in care of the Office of

Research Services, TTU, or by calling (806) 742-3884.  Thank you for your

consideration!

Sincerely,

Melissa Santos, M.A.                                                       Steven Richards, Ph.D.

Ph.D. candidate       Professor

Department of Psychology, TTU                                     Department of Psychology, TTU
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Please check one box and send this form back to the main office at school with your son

or daughter.

 I have read and I understand the permission letter.  I give consent for my son or

daughter to participate in this study.

 I would like more information before giving consent for my son or daughter to

participate in this study.  Call or email me at ___________________.

 I do not wish for my son or daughter to participate in this study.

Parent’s Signature/Date ____________________________________________________

Parent’s Printed name _____________________________________________________

Son/Daughter’s Printed name________________________________________________

PLEASE SEND THIS FORM BACK TO THE MAIN OFFICE AT SCHOOL WITH

YOUR SON OR DAUGHTER!!

THANK YOU!

(We will also request written consent from your son or daughter when they participate)



91

APPENDIX C

Participant Consent Form for the Student Participant

I am being asked to participate in a research study supervised by Melissa Santos

and Steven Richards.  The purpose of this study is to investigate how teenagers feel about

themselves and their peers as well as how they cope with stressful situations.

If I decide to participate, my part in the project will take less than 30 minutes

during one of my class periods.  I understand that all of the information gathered will

remain anonymous and confidential.  I understand that this means that no one will be

able to know which questionnaire packet I have completed.  I also understand that no

one, including my parents or my teachers, will know what I wrote.

This project has been explained to me and I have been allowed to ask questions

about it.  I understand that I do not have to fill out the questionnaires if I don’t want to,

and I can withdraw with no penalty at any time.   I can stop part way through if I want to

and/or skip questions I don’t want to answer.  I have read this form, understand the study

and agree to participate.

Printed Student Name   ____________________________________________________

Signature of Student     _____________________________________________________

Date      _________________________________________________________________

Investigator’s Signature ____________________________________________________
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APPENDIX D
BACKGROUND INVENTORY

1.  I am a:  A.  Male             B.  Female

2.  My ethnic heritage is:
A. European-American (Anglo)
B. Mexican-American (Hispanic)
C. African American, not of Hispanic origin
D. Asian or Pacific Islander
E. Native American Indian
F. Other _______________________ (describe please)

3.  I am in ___________ grade.

4. I am ___________ years old.

5.  I have _____________ brothers and sisters.

6.  I would describe myself as:
A. Very outgoing
B. Outgoing
C. Average
D. Quiet
E. Very quiet

7.  The way I feel about myself is generally:
A. Very positive
B. Positive
C. Average
D. Negative
E. Very negative

8.  My height is (feet and inches) _______________________

9.  My weight is (pounds)_____________________________
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APPENDIX E

Using the scale below, indicate the number which best describes the extent to which you
agree or disagree with each statement.

1 – Very strongly disagree
2 – Moderately disagree
3 – Slightly disagree
4 - Neutral
5 – Slightly agree
6 – Moderately agree
7 – Very strongly agree

_____________ There is a special person who is around when I am in need.

_____________ There is a special person with whom I can share my joys and sorrows.

_____________ My family really tries to help me.

_____________ I get the emotional help and support I need from my family.

_____________ I have a special person who is a real source of comfort to me.

_____________ My friends really try to help me.

_____________ I can count on my friends when things go wrong.

_____________ I can talk about my problems with my family.

_____________ I have friends with whom I can share my joys and sorrows.

_____________ There is a special person in my life that cares about my feelings.

_____________ My family is willing to help me make decisions.

_____________ I can talk about my problems with my friends.
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APPENDIX F

Choose one of the following responses for each question:

A. Always
B. Usually
C. Often
D. Sometimes
E. Rarely
F. Never

_______ Am terrified about being overweight.
_______ Avoid eating when I am hungry.
_______ Find myself preoccupied with food.
_______ Have gone on eating binges where I feel that I may not be able to stop.
_______ Cut my food into small pieces.
_______ Aware of the calorie content of foods that I eat.
_______ Particularly avoid food with a high carbohydrate content (bread, rice, potatoes).
_______ Feel that others would prefer if I ate more.
_______ Vomit after I have eaten.
_______ Feel extremely guilty after eating.
_______ Am preoccupied with a desire to be thinner.
_______ Think about burning up calories when I exercise.
_______ Other people think that I am too thin.
_______ Am preoccupied with the thought of having fat on my body.
_______ Take longer than others to eat my meals.
_______ Avoid foods with sugar in them.
_______ Eat diet foods.
_______ Feel that food controls my life.
_______ Display self control around food.
_______ Feel that others pressure me to eat.
_______ Give too much time and thought to food.
_______ Feel uncomfortable after eating sweets.
_______ Engage in dieting behavior.
_______ Like my stomach to be empty.
_______ Enjoy trying new rich foods.
_______ Have the impulse to vomit after meals.
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APPENDIX G

Choose one of the following responses for each question

SA – Strongly agree
A – Agree
D – Disagree
SD – Strongly disagree

_____________I feel that I’m a person of worth, at least on an equal plan with others.

_____________I feel that I have a number of good qualities.

_____________All in all, I am inclined to feel that I am a failure.

_____________I am able to do things as well as most other people.

_____________I feel I do not have much to be proud of.

_____________I take a positive attitude toward myself.

_____________On the whole, I am satisfied with myself.

_____________I wish I could have more respect for myself.

_____________I certainly feel useless at times.

_____________At times I think I am no good at all.
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APPENDIX H

Using the scale below, indicate the number which best describes how often you felt or
behaved this way --------- DURING THE PAST WEEK

0 – Rarely or none of the time (less than 1 day)
1 – Some or a little of the time (1-2 days)
2 – Occasionally or a moderate amount of time (3-4 days)
3 – Most or all of the time (5-7 days)

DURING THE PAST WEEK:

_____I was bothered by tings that usually don’t bother me.
_____I did not feel like eating; my appetite was poor.
_____I felt that I could not shake off the blues even with help form my family or friends.
_____I felt that I was just as good as other people
_____I had trouble keeping my mine on what I was doing.
_____I felt depressed
_____I felt that everything I did was an effort.
_____I felt hopeful about the future.
_____I thought my life had been a failure.
_____I felt fearful.
_____My sleep was restless.
_____I was happy.
_____I talked less than usual.
_____I felt lonely.
_____People were unfriendly.
_____I enjoyed life.
_____I had crying spells.
_____I felt sad.
_____I felt that people disliked me.
_____I could not get “going.”
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APPENDIX I

Please rank each statement according to the following scale:
A. Never
B. Seldom
C. Sometimes
D. Often
E. Always

_____I like what I look like in pictures.
_____Other people consider me good looking.
_____I’m proud of my body.
_____I am preoccupied with trying to change my body weight.
_____I think my appearance would help me get a job.
_____I like what I see when I look in the mirror.
_____There are lots of things I’d change about my looks if I could.
_____I am satisfied with my weight.
_____I wish I looked better.
_____I really like what I weigh.
_____I wish I looked like someone else.
_____People my own age like my looks.
_____My looks upset me.
_____I’m as nice looking as most people.
_____I’m pretty happy about the way I look.
_____I feel I weigh the right amount for my height.
_____I feel ashamed of how I look.
_____Weighing myself depresses me.
_____My weight makes me unhappy.
_____My looks help me to get dates.
_____I worry about the way I look.
_____I think I have a good body.
_____I’m looking as nice as I’d like to.


