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Abstract 

Numerous studies regarding disordered eating have been conducted among 

Caucasian women; however, the cultural make-up of college student populations is 

increasingly becoming more diverse (Snyder, Tan, & Hoffman, 2005), underscoring the 

importance of examining predictors of eating disorder symptomatology among women 

from different racial and ethnic groups.  

Therefore, the purpose of the current study was to examine the relation of general 

family functioning, negative maternal commentary regarding body shape and weight, and 

peer influence among Hispanic and Caucasian college women. The three research 

questions examined were: (1) What is the combined and unique contribution of negative 

maternal commentary about weight and body shape, and peer influence regarding 

appearance and attitude toward eating, to eating disorder attitudinal and behavioral 

symptoms among Caucasian and Hispanic college female students when controlling for 

family functioning, ethnicity, and BMI?  (2) What is the combined and unique 

contribution of family functioning, negative maternal commentary about weight and body 

shape, and peer influence regarding appearance and attitude toward eating, to eating 

disorder attitudinal and behavioral symptoms among Caucasian and Hispanic college 

female students? and (3) To what extent maternal commentary about weight and body 

shape mediates the relation of general family dysfunction to eating disorder attitudinal 

and behavioral symptoms among Caucasian and Hispanic college female students? 
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The sample consisted of 259 Caucasian and Hispanic undergraduate women from 

the University of Houston. Students were recruited through university courses they were 

attending and through the SONA research system. Participants completed a demographic 

questionnaire, the Family Assessment Device (measure of family functioning), the Eating 

Disorder Examination – Questionnaire (measure of eating disorder attitudinal symptoms 

and behavioral symptoms), the Peer Influence Scale (measure of cues from peers to 

obtain or attain a thin body shape), the Family Experiences Related to Food 

Questionnaire – Mother (measure of maternal commentary about body shape and 

weight), and the Acculturation Rating Scale for Mexican-Americans II (measure of 

acculturation to western culture).  

Three series of regression analyses were run to in order to examine each of the 

research questions. The results indicated there were no significant differences between 

the Caucasian and Hispanic participants in reported level of eating attitudes or behaviors, 

BMI, family functioning, or peer influence; however, Hispanic participants reported 

significantly more negative maternal commentary than Caucasian participants. Family 

functioning, peer influence and maternal commentary significantly predicted eating 

disorder attitudes and behaviors and there were no racial or ethnic differences in the 

contribution of either variable. Although peer influence significantly predicted eating 

attitudes and behaviors; it did not emerge as a moderator in the relation of maternal 

commentary and eating disorder attitudinal symptoms and maternal commentary and 

eating disorder behavioral symptoms. Negative maternal commentary partially mediated 

the relation of family functioning and eating disorder attitudinal symptoms and family 

functioning and eating disorder behavioral symptoms for the sample as a whole; 
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however, when examining mediation effects by racial and ethnic group, maternal 

commentary emerged as a partial mediator for Caucasian participants only. 
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CHAPTER 1 

Introduction 

Eating disorders are one of the most lethal mental health conditions. Those 

diagnosed with an eating disorder face the danger of premature mortality due to 

complications with related symptomatology if full recovery is not achieved. It is 

estimated that four to twenty percent of women diagnosed with anorexia or bulimia will 

die of the disease or related complications (Garner & Garfinkel, 1997). The current 

lifetime prevalence estimates of DSM-IV anorexia nervosa, bulimia nervosa, and binge 

eating disorder are .5 - .9%, 1.1 - 2.8%, and 3.5% among women in the United States 

(Hudson, Hiripi, Pope, & Kessler, 2007; Walters & Kendler, 1995). However, studies 

have shown that the frequency of eating disorder symptomatology greatly increases 

among college women (Gray & Ford, 1984; Heatherton, Nichols, Mahamedi, & Keel, 

1995; Hesse-Biber, 1989; Katzman, Wolchik, & Braver, 1984; Nevo, 1985; Prouty, 

Protinsky, & Canady, 2002).   

Survey results have indicated that up to 17% of college women report having an 

eating disorder (Prouty et al., 2002) and as many as 83% report moderate eating 

concerns. More severe eating problems reported include binging (79%), severely 

restricting food intake (13%), vomiting (17%), and laxative use (5%) (Schwitzer, 

Rodriguez, Thomas, & Salimi, 2001). Additional studies have indicated that fifteen 

percent of college samples meet the diagnostic criteria for anorexia nervosa or bulimia 

nervosa (Prouty et al., 2002). Thus, research suggests that in the United States a greater 

proportion of college women struggle with eating disorders compared to the national 

population of women. Because the consequences of disordered eating are grave and the
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 prevalence of eating disorders seems to be relatively high on college campuses, factors  

associated to the development and maintenance of eating disorder symptoms among  

college women deserve researchers’ attention. 

The family has been routinely cited as an important factor in the examination of 

eating disorder symptomatology. Based on the psychosomatic theory of family 

functioning and clinical studies with families, Minuchin, Roseman, and Baker (1978) 

proposed that families with a member diagnosed with an eating disorder are typically 

enmeshed, overprotective, rigid, and lack the ability to resolve conflict. Results of studies 

using diverse measures of family functioning  indicated that there is a strong relationship 

between family dysfunction and eating disorders (Fornari et al., 1999; Iwamoto et al., 

2001; McDermott, Batik, Roberts & Gibbon, 2002; McGrane & Carr, 2002). However, 

research findings have also identified a strong relationship between family functioning 

and many other psychiatric diagnoses (Friedmann et al., 1997). Thus, it is reasonable to 

hypothesize that specific family dynamics related to weight and appearance might help to 

explain the relation of family dysfunction to eating disorder symptoms.  

 A growing body of research has explored the relationship of family dynamics to 

disordered eating, with particular attention given to parental modeling and negative 

commentary regarding eating, weight, and appearance. In one study parental commentary 

and modeling fully mediated the relationship between family functioning and eating 

disorders among college women (Kluck, 2008). Maternal commentary was a stronger 

predictor of eating pathology, compared to maternal modeling and paternal commentary 

and modeling. Research findings have identified this specific family dynamic, 

commentary about weight and shape from the mother, as particularly problematic when 
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the mother, herself, struggles with body image, dieting, and eating (Pike & Rodin, 1991). 

Therefore, findings indicate that the relationship between mother and daughter in terms 

of maternal commentary about weight and shape may be an important factor to consider 

when examining the relationship between family functioning and eating disorders among 

women.  

Another factor that has been identified as a strong predictor of disordered eating is 

peer eating attitudes and behaviors communicated through commentary regarding diet 

and high value placed on thinness and exercise. Studies have indicated that among 

college women, peer influence to maintain or attain thinness may be a stronger predictor 

of eating pathology than family factors (Becker, 1996; Van Den Berg, Thompson, 

Obremski-Brandon, Coovert, 2002; Young, McFatter, Clopton, 2001). Thus, the literature 

suggests that incorporating perceived peer influences in the study of eating disorders 

among college women is particularly important. 

Although eating disorders have received much attention in the literature, most of 

what is known about the association between the family and disordered eating is only 

generalizable to Caucasian women. Some studies have included diverse samples; 

however, the results remain mixed in terms of the prevalence of eating disorder 

symptoms among racial and ethnic groups. Research studies that examined binge eating 

in Hispanic and Caucasian women have reported that Hispanics binge less than 

Caucasians (Story, French, Resnick, & Blum, 1995), that Hispanics binge more than 

Caucasians (Fitzgibbon et al., 1998), and that there are no differences in binging behavior 

across groups (Fairburn & Cooper, 1993; Smith & Kreier, 1991). Although studies are 

varied, the prevalence rate of eating disorders among Hispanic women is between 1.4% - 
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12.7% (Brown, Cachelin, & Dohm, 2009; Granillo, Jones-Rodrigguez, & Carvajal, 2005; 

Lester & Petrie, 1998; Soh, Tuoyz, & Surgenor, 2006; Vander Wal & Thomas, 2004).  

Some have hypothesized that the mixed results regarding eating disorders among  

Hispanic and Caucasian women may be explained by the practice of combining 

attitudinal and behavioral symptoms in the assessment of eating disorders and by 

differences in body mass index (BMI) among participants from various ethnic groups. 

Ariazza and Mann (2001) found that when controlling for BMI among participants from 

various ethnic groups no significant differences emerged between Caucasians, Hispanics, 

and Asian Americans in eating disorder attitudes related to eating, weight, and body 

shape. However, differences between ethnic groups did emerge in relation to behavioral 

symptoms. Thus, in light of the mixed results reported in the literature, these findings 

highlight the importance of the researcher to control for BMI and to measure eating 

disorder attitudinal symptoms and eating disorder behavioral symptoms separately when 

using diverse ethnic samples.   

 In sum, research findings indicate that family functioning, negative maternal 

commentary, and peer influence regarding weight and body image are associated to 

eating disorder symptomatology among college women. In addition, results from 

previous studies suggest that one should control for BMI and measure eating attitudes 

and behaviors separately in the study of disordered eating among women from diverse 

ethnic groups. Given that college campus populations are increasingly becoming more 

diverse (Snyder, Tan, & Hoffman, 2005), it is particularly important to expand research 

regarding eating disorders to diverse college samples. Therefore, participants in the 

current study will include both Caucasian and Hispanic women. The purpose of the study 
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was to examine, while controlling for BMI, to what extent: (a) peer influence and 

maternal commentary contributed to eating disorder attitudinal and behavioral symptoms 

(b) peer influence moderated the relationship of maternal commentary to eating attitudes 

and behaviors and (c) maternal commentary mediated the relationship of family 

functioning to eating disorder attitudinal and behavioral symptoms. 

 The next chapter provides a review of the literature related to the constructs of 

interest for the proposed study. Chapter III describes the methods for the proposed study 

as well as the study limitations. The results of the study are presented in Chapter IV and a 

discussion of the results and the conclusions of the study are presented in Chapter V.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

CHAPTER II 

Literature Review 

 This chapter provides a review of the relevant literature regarding the relationship 

of family functioning and maternal commentary to eating disorder symptoms. In addition, 

the contribution of peer influence to disordered eating is reviewed. Lastly, research 

findings regarding eating disorders among Hispanics are discussed.  

Family Functioning and Eating Disorders 

 Psychosomatic theory of family functioning.  Recognition of the importance of 

the role of family factors to eating disorders dates back to 1873 when Lasegue 

highlighted the importance of family in the explanation of anorexia nervosa (AN) (as 

cited in Fornari et al., 1999). Based on the psychosomatic theory of the family and in 

observations of families with anorexia nervosa, Minuchin et al. (1978) identified four 

characteristics of overall family functioning that differentiated healthy and unhealthy 

families: enmeshment, overprotectiveness, rigidity, and lack of conflict resolution.  

Following clinical interviews, family meal observations of families with a 

daughter diagnosed with anorexia nervosa, and empirical studies Minuchin et al. (1978) 

concluded that these problematic family characteristics encourage psychosomatic 

symptoms in children. Specifically, lack of conflict resolution leads to very low 

thresholds for conflict and involvement of the child, as either the avoider or coalition 

partner in parental conflicts. Overprotectiveness and enmeshment of family members can 

both lead to the establishment of weak emotional boundaries among family members 

which can hinder the growing individual autonomy of the child. Lastly, families that 

exhibit rigidity tend to maintain the status quo when external and internal stress causes a  
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need for change of the usual transactions among family members. Therefore, based on 

the psychosomatic model of family the essential factors that lead to eating pathology in a 

child are poor boundaries, rigidity, and lack of conflict resolution in conjunction with the 

level of vulnerability of the child to these particular family dynamics (Minuchin et al., 

1978). Thus, the specific family organization can trigger the child, resulting in 

psychosomatic symptoms (e.g. conflict avoidance or competitive conflict style, lack of 

autonomy, poor boundaries, rigidity, etc.) which function as homeostatic mechanisms 

that regulate family transactions which ultimately can lead to the development and 

maintenance of an eating disorder (Minuchin et al., 1978) 

Family functioning dimensions associated with eating disorders. More 

recently, researchers have examined the perception of family functioning among 

primarily Caucasian women presenting with symptoms of eating disorders. Consistent 

with the theory of the psychosomatic family, study results have revealed that women 

diagnosed with (Fornari et al., 1999; Friedmann et al., 1997; Iwamoto et al., 2001; 

McDermott et al., 2002; McNamara & Loveman, 1990; Steiger, Liquornik, Capman, 

Hussain, 1991) or at risk for eating disorders (Calam & Waller, 1998; McGrane & Carr, 

2002) report greater overall family dysfunction than similar women free of an eating 

disorder diagnosis or risk symptoms. More specifically, compared to their peers, women 

diagnosed or at risk for an eating disorder consistently described their families as more 

dysfunctional in communication (Calam & Waller, 1998; Friedmann et al., 1997; Kugu, 

Akyuz, Dogan, Ersan & Izgic, 2006; McNamara & Loveman, 1990; Steiger et al., 1991), 

affective responsiveness (McGrane & Carr, 2002; McNamara & Loveman, 1990; Steiger 

et al., 1991; Waller, Slade, Calam, 1990), and problem solving (Friedmann et al., 1997; 
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McGrane, 2002; McNamara & Loveman, 1990; Waller et al., 1990) as assessed by the 

Family Assessment Device (FAD).  In addition, a recent study with college women found 

that in a regression model scores in a combined scale that assessed dysfunction in 

communication, affective responsiveness, and problem solving were significantly related 

to eating disorder attitudinal and behavioral symptoms, while family dysfunction in the 

dimensions of affective involvement, roles, and behavior control did not contribute 

unique variance to eating disorder symptoms (Winters, 2010).  

Studies using other measures of family functioning, such as the Family 

Adaptability and Cohesion Scale, the Family Assessment Measure, the Family 

Environment Scale, and Family-of-Origin Scale have also found a positive relation of 

family dysfunction to eating disorder symptoms. Compared to their peers, women 

diagnosed with or at risk for eating disorders have reported more dysfunctional levels of 

family cohesion and adaptability (Humphrey, 1986; Joiner & Kashubeck,1999; Lesk, 

1996; Stern et al., 1989; Vidovic, Jursea, Begovac, Mahnik, & Tocilj, 2005; Waller et al., 

1990; Wertheim et al, 1992) lower levels of expressiveness among family members 

(Joiner, 1999; Kent & Clopton, 1992; Stern et al., 1989), and greater levels of conflict 

(Joiner, 1999; Lesk, 1996; Stern et al., 1989). 

 In sum, regardless of which family functioning measure researchers have used, 

the literature shows that women diagnosed with or at risk for an eating disorder perceive 

their families as having significant family dysfunction.  Overall, the specific areas of 

dysfunction related to eating pathology that have been identified are problem solving, 

communication, affective responsiveness, adaptability, cohesiveness, expressiveness, and 

conflict. In general, it appears that women with an eating disorder describe their families  
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as being disengaged (low cohesion), and rigid (low adaptability), as having difficulty 

expressing appropriate levels of emotion (affective responsiveness, expressiveness), 

difficulty managing conflict (problem solving, conflict), and as having unclear and vague 

communication (communication). Therefore the empirical literature provides support for 

Minuchin’s (1978) theory that general family functioning can differentiate between 

families with and without a member diagnosed with an eating disorder. Furthermore, the 

problem solving, communication, and affective responsiveness subscales in the FAD 

(Epstein, Baldwin, & Bishop, 1983) capture three of the five areas of significant 

dysfunction that have gained the most support in the literature.  

Eating disorders and parental messages regarding eating and physical 

appearance. As described above, there are many studies that support the relationship 

between family functioning and eating disorder symptomatology. However, there are 

many studies that indicate family dysfunction is also related to other psychiatric disorders 

(Fairburn, Welch, Doll, Davies, & O’Connor, 1997; Laliberte, Boland, & Leicher, 1999). 

For example, study results have suggested that poor family functioning is related to 

obsessive compulsive disorder (Erol, Yazici, & Toprak, 2007), school phobia (Bernstein, 

Svingen, & Garfinkel, 1990), substance abuse (McKay, Murphy, Rivinus, & Maisto, 

1991) and mood disturbances (Steiger & Leung, 1992) such as depressive disorders 

(Gordan, Castro, Sitnikov, & Holm-Denoma, 1989; Keitner & Miller, 1990; King, Segal, 

Naylor, & Evans, 1993; Laliberte et al., 1999; Miller et al., 1992). Therefore, if family 

functioning is non-specific to the development of eating disorders, it is reasonable to 

hypothesize that there may be specific dynamics within the family related to eating and 

appearance, that directly relates to eating pathology.  
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 Learning theory suggests children learn behaviors by watching others  

(Bandura, Ross, & Ross, 1963). Therefore, the principles of operant conditioning would 

suggest that children learn about eating in the context of their environment, which is 

predominately contingent on parental responses to their actions (Douglas, 2002). 

Therefore, from a learning theories perspective, one may expect that parental attitudes 

and beliefs concerning eating, weight, and body shape would directly influence children’s 

eating attitudes and behaviors.  

 A series of studies conducted by Birch and colleges (2000) have shown that 

children as young as five years old are influenced by their parents’ attitudes toward eating 

and weight. Specifically, parents’ weight concerns have been directly associated with 

daughters’ weight concerns (Davison, Markey, & Birch, 2000; Davis, Shuster, 

Blackmore, & Fox, 2004). In addition, perceived pressure from the family to be thin was 

a significant predictor of daughters’ eating attitudes and behaviors (Young, Clopton, 

Bleckley, 2004). Results from a longitudinal study that explored the emergence of eating 

problems in adolescent girls showed that girls who felt most negatively about their bodies 

early in adolescence were more likely to develop eating problems two years later (Attie & 

Brooks-Gunn, 1989). Thus, negative family dynamics around eating, weight, and shape 

could lead to the development of eating pathology in adolescents. 

In regards to specific family dynamics, research findings have indicated that 

mothers’ maladaptive eating behaviors and negative commentary about weight and shape 

are positively related to the prevalence of disordered eating among daughters (Annus, 

Smith, Fischer, Hendricks, & Williams, 2007; MacBrayer, Smith, McCarthy, Demos, &  

Simmons, 2001; Smolack, Levine, & Schermer, 1999). Mothers of daughters with  
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disordered eating reported greater eating disturbance, a longer history of dieting, and 

greater endorsement of thoughts that their daughters should lose weight, compared to 

mothers without daughters diagnosed with an eating disorder (Pike & Rodin, 1991).  

Daughter’s extreme weight loss behaviors were predicted by mother’s reports of their 

own body dissatisfaction and mother’s engagement in extreme weight-loss behaviors 

(Benedikt, Wertheim, & Love, 1998). Lastly, daughters of anorexic mothers were five 

times as likely to have developed an eating disorder compared to daughters with mothers 

in a nonclinical control group (Strober, Lampert, Morrell, Burroughs, & Jacobs, 1990). 

These findings suggest that mothers’ commentary related to their maladaptive attitudes 

and behaviors concerning eating, weight, and body satisfaction are significantly related to 

the prevalence of eating disorder symptomatology among their daughters. Therefore, 

family dynamics regarding food and appearance, particularly between mothers and 

daughters, may help explain the relationship between family functioning to disordered 

eating among women.  

Numerous studies have explored the relation of family functioning to eating 

disorder symptomatology; however, no studies were located that examined the 

relationship between general family functioning and mother’s commentary about weight 

and body shape. Although the relationship between family functioning and maternal 

commentary has not been directly studied, two studies were located that examined the 

relation of family functioning to mothers and daughters eating disorder attitudinal and 

behavioral symptoms. In both studies, results revealed that mothers’ and daughters’ 

eating attitudes and behaviors were positively associated and that family dysfunction was 

positively related to eating pathology in the daughters (Cromley, Newmark-Sztainer,  
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Story, & Boutelle, 2010, Pike & Rodin, 1991).  

Even though family functioning was not directly examined in relation to maternal 

commentary, the findings of these studies suggest that family dysfunction was associated 

to maternal eating disorder attitudinal and behavioral symptoms. Therefore, it is 

reasonable to think that in these families, family dysfunction may also be positively 

associated to mothers’ maladaptive behaviors and communications regarding weight and 

body shape. Research findings have indicated that maladaptive maternal commentary 

about weight and body shape is positively related to daughters’ eating disorder 

symptomatology (Annus et al., 2007; Cromley et al., 2010; Kluck, 2008; MacBrayer, 

Smith et al., 2001; Smolack et al., 1999). Taking these findings together, it seems 

reasonable to hypothesize that one way family dysfunction may express itself in families 

with a daughter with  an eating disorder may be through mothers’ maladaptive behaviors 

and commentaries about weight and body shape. A recent study by Kluck (2008) 

provides support for this hypothesis. Kluck (2008) reported that maternal and paternal 

maladaptive behaviors and commentary regarding body shape and eating fully mediated 

the relationship between family dysfunction and disordered eating among female college 

students. However, findings from two studies have indicated that maternal commentary 

about weight and shape is the strongest predictor of women’s disordered eating (Kluck, 

2008; Smolak et al., 1999). Therefore, one of the objectives of this study is to examine to 

what extent maternal maladaptive commentary regarding weight and body shape 

mediates the relation of family dysfunction to attitudinal and behavioral eating disorder  

symptoms.   
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Peer Attitudes and Behaviors Regarding Eating, Body Shape, and Eating Disorders 

 Maternal commentary seems particularly relevant to the study of eating disorders.  

However, not all adolescents who develop an eating disorder experience negative  

maternal commentary about weight and shape and do not spend as much time with their 

family once going to college. There is often a difference in how much time is spent with 

family before and after college and there is a large discrepancy between prevalence rates 

of eating disorders among women in the general population and women in college. 

Specifically, the lifetime prevalence estimates of eating disorders ranges from .5% to 

3.5% among women in the United States (Hudson et al., 2006; Walters & Kendler, 1995).  

However, studies in the United States have shown that the incidence of eating disorders 

greatly increases among college women. Thus, if family functioning and specific family 

dynamics are significantly related to disordered eating, why do prevalence rates seem to 

be larger among college women than women in general, during a time that is typically 

characterized as spent primarily with peers and not with family?  

Peer influence in relation to eating attitudes and behaviors. The majority of 

adolescents that enter college experience many new social contexts outside of family. 

Making contact with new and different groups of peers is highly likely as adolescents 

negotiate their routes to adulthood (Denscombe, 2001). One factor that has been 

identified as an important part of dealing with the transition to new social contexts, such 

as college, is food and eating practices (Wills, 2005). Adopting new peer groups has been 

associated with the re-negotiation of food and eating practices and the establishment of 

particular eating habits (Wills, 2005). Specifically, college women have reported 

significantly greater influence from peers to eat less fatty foods, to lose weight (Gruber,  
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2008; Hausenblas & Carron, 1998), and have received greater criticisms about their  

exercise habits compared to college men (Gruber, 2008). In addition, a positive 

relationship between negative peer influence, regarding weight and body image, and 

eating disorder symptomatology has been established in the literature (Cromley et al., 

2010; Oliver, 1996; Salvy, Romero, Meyer & Gast, 2008; Taylor et al., 1998; Vander 

Wal, 2004; Van Den Berg et al., 2002; Young et al., 2001).   

Although family functioning and family dynamics are associated with eating 

pathology, peer influence seems to be more salient than family influence among college 

women (Becker, 1996; Van Den Berg et al., 2002; Young et al., 2001). Specifically, 

studies that have utilized regression models (Young et al., 2001 & 2004) and structural 

equation modeling (Van Den Berg et al., 2002) both of which have concluded that among 

college women peer factors regarding eating and body image are more strongly related to 

eating pathology than family factors. Although peer influence has been found to be more 

salient for college women compared to family influence, the impact of family is still 

present. Modeling of disordered eating from both peers and family (Neeren, 2007), 

perceived high levels of disordered eating in mothers and peers (Bombola, 2008), and 

pressure to be thin from mothers and peers (Bombola, 2008; Young et al., 2004) have all 

predicted disordered eating in college women.  

In general, college students typically spend most of their time with peers; 

however, family influence still appears to be predictive of eating pathology even though 

it is not as strong of a predictor as it is in adolescent samples (Cromley et al., 2010). 

Research findings suggest that pressure to be thin from family is most salient among 

adolescents and peer pressure to be thin is most salient among college aged adults. 
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Therefore, it is logical to conclude that college female students who encounter peer 

pressure to be thin and have a history of negative maternal commentary about weight and 

body shape might be at great risk to develop disordered eating. In contrast, college female 

students with a history of negative maternal commentary about weight and body shape, 

who do not encounter pressure from peers to be thin, might be less susceptible to adopt 

the disordered eating attitudes and behaviors in college. Thus, it seems reasonable to 

hypothesize that the relation of negative maternal commentary to disordered eating 

among college women will be stronger for women who report pressures to be thin from 

peers than for women who do not report such pressures. Therefore, the second objective 

of the present study is to examine to what extent peer influence moderates the 

relationship between negative maternal commentary and eating disorder attitudinal and 

behavioral symptoms among Caucasian and Hispanic college women.   

Eating Disorders among members of Ethnic Minority Groups 

 Many studies that examine eating disorder symptomatology among college 

women have been published; however, a limited number of them explored eating disorder 

symptoms in Hispanic college women. The makeup of Hispanic samples within the 

reviewed studies is often varied; however, for the purposes of the current study Hispanic 

is defined as individuals in the United States with ancestry from Spanish or Portuguese 

speaking countries such as countries of Latin America. The prevalence of eating 

disorders among Hispanics has been found to range from 1.4% - 12.7% (Brown et al., 

2009; Granillo et al., 2005; Lester & Petrie, 1998; Soh et al., 2006; Vander Wal & 

Thomas, 2004). Prevalence of symptoms among Hispanics for binge eating is 15.8%, 

self-induced vomiting is 8.2%, and use of laxatives, diet pills or diuretics for weight  
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control is 21.3% (Brown et al., 2009).  

Although prevalence rates indicate that eating pathology does exist among  

Hispanics, comparisons between endorsement of symptoms among Hispanic and 

Caucasian women remain mixed. For example, studies that examined binge eating in 

Hispanic and Caucasian women have reported that Hispanics binge less than Caucasians 

(Story et al., 1995), that Hispanics binge more than Caucasians (Fitzgibbon et al., 1998), 

and that there are no differences in binging behavior across groups (Fairburn & Cooper, 

1993; Smith & Kreier, 1991). However, many studies have identified no ethnic 

differences in eating disorder behaviors (Hrabosky & Grilo, 2007; Shaw, Ramirez, Trost, 

Randall & Stice 2004; Vander Wal & Thomas, 2004). 

While findings remain mixed, the prevalence of eating disorders among women 

from Hispanic ethnic backgrounds seems to be consistent with United States trends 

(Granillo et al., 2005). Perhaps there are fewer differences among ethnic groups than 

some studies report. One recent study found that among a highly acculturated sample of 

Hispanic and Caucasian college women, there were no significant differences in eating 

disorder attitudinal symptoms or eating disorder behavioral symptoms when controlling 

for BMI (Winters, 2010). In addition, results from other studies have indicated that 

acculturation of undergraduate Hispanic women has been associated with disordered 

eating. Specifically those that report high levels of acculturative stress (Perez, Voelz, 

Tettit, & Joiner, 2002; Smokowski, Roderick, & Martica, 2008) or low or high levels of 

acculturation to western culture are at a greater risk for development of eating pathology 

(Furnham & Alibhai, 1983; Rathner et al., 1995).  

Another factor that research has indicated is important to consider when assessing  
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eating pathology among diverse groups is BMI. Hispanic women typically have a higher 

BMI than Caucasians (Fitzgibbon, 1998; George, Erb, Harris, & Casazza, 2007) and 

higher BMI among Hispanics has been related to bulimic symptomatology (Joiner & 

Kashubeck, 1996), lower body esteem and greater concerns about peer influence than 

average-weight peers (Vander Wal, 2004). In addition to these concerns, BMI could be 

particularly relevant to cultural body shape ideals among Hispanics. In a recent study, 

Hispanics’ identified a body ideal that is slimmer than the body ideal of African 

Americans and is more closely related to Caucasian body ideals (Gordon, Castro, 

Sitnikov, & Holm-Denoma, 2010). Thus, endorsement of body shape ideals closer to 

Caucasians predicts body dissatisfaction and drive for thinness, which put Hispanic 

women at similar risk as Caucasian women for development of eating pathology. In 

conjunction, awareness of the discrepancy between actual and ideal body shape along 

with internalization of sociocultural pressures for thinness were found to be highest 

among Caucasian women, Caucasian sorority women, and Hispanic sorority women 

(Cashel, Cunningham, Landeros, Cokley, & Muhammad, 2003). Thus, it appears that 

when controlling for BMI, highly acculturated college Hispanic women report similar 

levels of eating disorder symptoms as their Caucasian counterparts.  

Risk factors for eating pathology among Hispanic women. Within the 

literature, only six studies were located in which researchers examined predictors of 

eating disorder symptoms in Hispanic women. Depression (Joiner & Kashubeck, 1996; 

Santiago, 2001), body dissatisfaction (Granillo et al., 2005; Joiner & Kashumbeck, 1996; 

Vander Wal & Thomas, 2004), self-esteem (Joiner & Kashumbeck, 1996), fear of 

negative evaluation (Vander Wal & Thomas, 2004), higher socioeconomic status 
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(Furnham & Alibhai, 1983; Granillo et al., 2005), and family characteristics mediated by 

thin ideal internalization (Diaz-Zubieta, 2005) were identified as predictors of eating 

disorder symptoms in Hispanic women. In contrast, the literature regarding predictors of 

eating disorders among Caucasian college women is much more extensive. Although the 

extent to which eating disorder symptoms have been studied in Hispanic women and 

Caucasian women is vastly different, within the current literature family functioning has 

emerged as an important predictor of eating disorder symptoms (Calam & Waller, 1998; 

Kluck, 2008).  

Research regarding the relation of family factors to disordered eating among 

ethnically diverse women is scarce; however, studies that examine familism among 

Hispanics provide evidence to suggest that the family is an important aspect among 

Hispanics and one that should be examined more closely. Familism refers to strong 

identification and attachment to one’s family as well as strong feelings of loyalty, 

reciprocity and solidarity among family members (Sabogal, Marin, Otero-Sabogal, 

Marin, & Perez-Stable, 1987) and is considered to be one of the most important culture-

specific values of Hispanics (Moore, 1970). Although familism is valued in many cultural 

groups, anecdotal and empirical evidence suggest that Hispanics endorse the value of 

collectivism and a sense of familism to a greater degree than Caucasian, non-Hispanics 

(Harrison, Wilson, Pine, Change, & Buriel, 1990; Sabogal et al., 1987).  

Ethnic differences in the trajectory of family cohesion and familism have been 

found to be different for Mexican oriented families compared to American oriented 

families (Baer & Schmitz, 2007; Sobogal et al.,1987). Specifically, mean values of 

family cohesion for Mexican oriented families stabilized and began to increase with age, 
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whereas mean values of family cohesion for American oriented Mexican and Caucasian 

families continued to decline with age (Baer & Schmitz, 2007). Studies have identified 

that as Hispanic families become more acculturated toward Anglo culture, family 

obligations and the perception of the family as referents appear to diminish; however, the 

high level of perceived family support does not decline despite changes in acculturation 

(Sabogal et al., 1987).  

While some aspects of familism might change as a result of greater levels of 

acculturation, the perception of family support is unwavering. The continued family 

support that has been identified among Hispanic families despite acculturative factors 

could help to explain why Latino families who express a higher degree of familism have 

been linked to positive health outcomes and emotional well-being (Gallo, Penedo, 

Monteros & Arguelles, 2009; Romero, Robinson, Haydel, Mendoza, & Killen, 2004). For 

example, higher levels of reported familism were associated with higher self-esteem and 

ability to cope with chronic stress (Romero et al., 2004).  

Thus, if familism is a central value shared among Hispanics and has been 

identified as a possible protective factor regarding emotional well being, it is reasonable 

to speculate that the relationship between family and eating pathology among Caucasians 

is similar for Hispanics in that a decline in family functioning may also be associated to 

eating disorder symptoms among Hispanic women. For example, chronic dieting among 

Hispanic, Caucasian and Asian American adolescent girls has been related to reports of 

poorer family functioning compared to non-dieters. In addition another study, conducted 

by Hoste, Hewell, and LeGrange (2007) showed that there were no significant differences 

among Caucasians and ethnic minority patients diagnosed with an eating disorder in their 
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reports of family cohesion, adaptability, and satisfaction with family functioning. Thus, 

there is preliminary support for the relationship between family dysfunction and eating  

disorder symptomatology among Hispanics.  

In addition to family functioning, peer influence and maternal commentary have 

been identified as significant predictors of eating pathology among Caucasian women. 

Only one study was found that assessed peer influence among Hispanics in relation to 

eating disorder symptomatology. Results indicated that lower body self esteem and 

concerns about peer influence regarding body weight and shape were greater among 

overweight and obese Hispanic girls compared to average-weight peers (Vander Wal, 

2004). No studies were located that examined maternal commentary to eating pathology 

among Hispanics.  

In sum, previous research suggests that eating disorder symptoms occur among 

both Caucasian and Hispanic college women. However, due to limited research with 

Hispanics, most of the findings regarding factors associated with eating disorder 

symptoms are generalizable only to Caucasian college women. The ethnic and cultural 

make-up of college student populations is increasingly becoming more diverse (Snyder et 

al., 2005), underscoring the importance of exploring eating disorder symptomatology 

among not only Caucasian college women, but also among women from diverse racial 

and ethnic groups. The literature suggests that additional research is needed regarding 

predictors of disordered eating in Hispanics. Consistent with this need, the present study 

will examine family functioning, maternal commentary, and peer influence in relation to 

eating disorder symptoms among Hispanic and Caucasian college women.  
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Assessment of Eating Disorders 

Arriaza and Mann (2001) have suggested that the inconsistencies reported in the 

literature regarding the prevalence of eating disorder symptoms among Caucasian and 

Hispanic women may be explained by the combined assessment of behavioral and 

attitudinal symptoms and the lack of control for BMI (a measure of weight in relation to 

height) in these comparisons.  Most scales used to assess eating disorder symptoms in the 

general population combine attitudinal and behavioral symptoms in the same score. 

Eating disorder behavioral symptoms refer to the person’s maladaptive actions regarding 

eating such as the restriction of caloric intake and uncontrolled eating such as binging and 

purging. Eating disorder attitudinal symptoms, on the other hand, refer to preoccupation 

regarding eating concerns about one’s body shape and/or weight.  

Arriaza and Mann (2001) reasoned that while overweight women are more likely 

than their thinner peers to express concern with their weight, eating patterns and body 

shape, not all women who report negative attitudes or concerns related to their weight or 

bodies necessarily display behaviors of disordered eating. Because it has been well 

documented that as a group Hispanics tend to have a higher BMI (Fitzgibbon, 1998; 

George et al., 2007) and weigh more (Douchis, Hayden, & Wilfley, 2001; Kumanyika, 

1993; Smith & Kreier, 1991), it is important to control for BMI when examining the 

prevalence of eating disorders among these ethnic groups (Arriaza & Mann, 2001).   

  Consistent with their reasoning, Arriaza and Mann (2001) found that without 

controlling for BMI, statistically significant group differences emerged in both eating 

disorder behaviors and attitudes among Caucasian, Hispanic, and Asian college women. 

However, when BMI was controlled for, women from the three ethnic groups showed  
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equivalent levels of concern related to eating, weight, and body shape (attitudinal 

symptoms). Differences only emerged in relation to behavioral symptoms in which 

Caucasian women were more likely than Hispanic and Asian women to restrict food 

intake to change their weight. In view of these findings, the current study assessed 

attitudinal and behavioral symptoms of eating disorders separately and in the analyses 

BMI was controlled statistically. 

The Present Study 

In sum, research findings have shed some light on the relationship between family 

functioning and eating disorder symptoms among Caucasian college women. 

Specifically, there is some empirical support for the idea that parental commentary and 

modeling regarding eating behaviors and body shape mediate the relationship of family 

functioning to eating disorder symptoms. Furthermore, for Caucasian college women 

maternal commentary has emerged as a stronger predictor of eating disorder 

symptomatology than maternal modeling or paternal commentary and modeling. In 

addition, peer influence has also been significantly related to eating disorder symptoms 

among college women.   

Although significant predictors of eating disorder attitudinal and behavioral 

symptoms have been identified, very few studies have included diverse samples. For the 

most part, studies that included diverse samples did not report participants’ ethnic and 

racial breakdown and in those that did, most or all of the participants were Caucasian. 

Thus, the current understanding of the relationship between family functioning, specific 

family dynamics and peer variables to eating disorder symptomatology is only 

generalizable to Caucasian females.  Because the literature reveals a strong and consistent 
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relationship of family factors and peer factors to eating disorder symptoms, it seems vital 

to expand research about these variables to women from diverse ethnic groups. 

Broadening the scope of this inquiry would be beneficial to practitioners who often use a 

family approach to treat college women with eating disorders. To fill this gap in the 

literature, the current study examined the relation of family functioning, maternal 

commentary regarding weight and physical appearance, and peer messages about thin 

body ideals to eating disorder symptoms among Hispanic and Caucasian college women.  

Purpose of the Present Study 

The purpose of the current study was three-fold. The first objective was to 

examine the relative contribution of (a) family functioning, (b) mothers’ messages 

regarding weight and body shape and (c) peers’ influence regarding appearance and 

attitudes toward eating to Hispanic and Caucasian college women’s behavioral and 

attitudinal eating disorder symptoms. Because of the relative importance of family 

relations within the Hispanic culture, the potential role of ethnicity as a moderator of the 

relation of family functioning, and peers and mothers’ messages to eating disorder 

symptoms was also examined. 

The second objective was to examine if peer influence, cues from peers to 

maintain or attain a thin body shape, moderated the relation of mother’s commentary 

about weight and body shape to behavioral and attitudinal eating disorder symptoms. The 

third objective was to examine to what extent negative maternal commentary about 

weight and body shape mediated the relation of general family functioning to behavioral 

and attitudinal eating disorder symptoms among Hispanic and Caucasian college women.  

 



24 
 

 
 

Specifically, the research questions examined were:   

1. What is the combined and unique contribution of negative maternal 

commentary about weight and body shape, and peer influence regarding 

appearance and attitude toward eating, to eating disorder attitudinal symptoms 

among Caucasian and Hispanic college female students when controlling for 

family functioning, ethnicity, and BMI?   

a. To what extent race and ethnicity moderates the relation of family 

functioning and peers’ and mothers’ messages regarding weight and 

body shape to Hispanic and Caucasian college women’s attitudinal 

eating disorder symptoms.  

2. What is the combined and unique contribution of family functioning, negative 

maternal commentary about weight and body shape, and peer influence 

regarding appearance and attitude toward eating, to eating disorder behavioral 

symptoms among Caucasian and Hispanic college female students? 

a. To what extent race and ethnicity moderated the relation of family 

functioning, peers’ and mothers’ messages regarding weight and body 

shape to Hispanic and Caucasian college women’s behavioral eating 

disorder symptoms.  

3. To what extent peer influence moderates the relation of negative maternal  

commentary about weight and body shape to eating disorder attitudinal  

symptoms among Caucasian and Hispanic female students? 

4. To what extent peer influence moderates the relation of negative maternal  

commentary about weight and body shape to eating disorder behavioral  
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symptoms among Caucasian and Hispanic female students? 

5. To what extent maternal commentary about weight and body shape mediates 

the relation of general family dysfunction to eating disorder attitudinal 

symptoms among Caucasian and Hispanic college female students? 

6. To what extent maternal commentary about weight and body shape mediates 

the relation of general family dysfunction to eating disorder behavioral 

symptoms among Caucasian and Hispanic college female students?  

Hypotheses 

 Regarding Question one and two, it was hypothesized that family functioning, 

negative maternal commentary and peer messages regarding weight and appearance 

would contribute unique variance related to both eating disorder attitudinal symptoms 

and eating disorder behavioral symptoms among Caucasian and Hispanic participants. No 

predictions were made regarding the potential role of race and ethnicity as moderators of 

the relation of family functioning, negative maternal commentary and peer messages 

regarding weight and appearance to eating disorder attitudinal or behavioral symptoms.  

 Regarding Questions three and four, it was predicted that peer influence would 

moderate the relation of maternal commentary to eating disorder attitudinal and eating 

disorder behavioral symptoms among Caucasian and Hispanic female students. It was 

expected that the relation of negative maternal commentary about weight and body shape 

to both eating disorder attitudinal and behavioral symptomatology would be stronger for 

college women who reported higher levels of peer influence to be thin than for their peers 

who reported lower levels of peer influence.  

Regarding Questions five and six, maternal commentary was predicted to mediate  
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the relationship between family functioning to eating disorder attitudinal and eating  

disorder behavioral symptoms for both Caucasian and Hispanic college women. It was 

expected that maternal commentary would at least partially account for the positive  

relation of family dysfunction to attitudinal and behavioral eating disorder symptoms. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 

 
 

CHAPTER III 

Methods 

Participants 

 Participants were self-selected, undergraduate students from a large and diverse 

university located in a major city in the Southwest United States. The original sample 

consisted of 562 participants that were recruited through sororities and courses in several 

program areas including Human Development and Family Studies, Psychology, 

Sociology, Art, Women’s Studies, Nutrition, and Communication courses during the 

Spring 2011 and Summer 2011 terms. Recruitment through the aforementioned settings 

was chosen in hopes of collecting a diverse sample of undergraduate women. The study 

was described as a survey study that is gathering information regarding the behaviors and 

relationships of Caucasian and Hispanic college students. In return for participation, 

students received extra credit for one of their university courses or received points toward 

their course research requirements.  

 Many of the participants were removed from the study sample because they did 

not meet the study criteria of Caucasian or Hispanic female. The following participants 

were deleted: males (n=97), Asian/Asian American females (n=74), Black/African 

American females (n=55), American Indian females (n=1), and any female who 

identified as mixed race or ethnicity (n=37). The following were also deleted: those who 

failed to complete a significant portion of the study (n=5), those who did not give consent 

to participate (n=1), and those who gave consent to participate but did not start the study 

(n=21). Lastly there were some students who participated more than once. In such cases 

one of the entries was deleted.  If both entries were complete, the second entry was 
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deleted (n=4); if not, the entry in which a significant portion was not completed was  

deleted (n=7). The remaining participants comprised the current sample.  

Thus the study sample consisted of 259 self identified Caucasian (n = 136, 52.5%) 

and Hispanic females (n = 123, 47.5%). Most of the Hispanic participants (94, 76.4%)  

indicated that they were born in the United States and the rest reported that they were 

born in a variety of Latin American countries. The age of women in the sample ranged 

from 18 to 55 years (M = 23.30, SD = 5.16). Participants reported the following physical 

weight characteristics: BMI (M = 24.99, SD = 6.31), height (M = 63.39 inches, SD = 

3.85), and weight (M = 142.19, SD = 36.0). In terms of past or current eating disorder 

diagnosis, the sample contained 16 (6.2%) students who had been diagnosed with an 

eating disorder [anorexia nervosa (n = 7, 2.7%), bulimia nervosa (n = 3, 1.2%), eating 

disorder NOS (n = 6, 2.3%)] and 243 who had never been diagnosed with an eating 

disorder. Of those who reported having been diagnosed with an eating disorder, six 

participants (2.3%) indicated that the eating disorder diagnosis currently applied to them 

and 10 participants (3.9%) reported that the previous diagnosis no longer applied to them.  

The majority of the women in the sample were single (n = 214, 82.6%), while the 

remaining women were married (n = 34, 13.1%), divorced (n = 6, 2.3%) or divorced and 

remarried (n=3, 1.2%). The greater proportion of the women were in their senior year of  

undergraduate studies (n = 114, 44%) followed by juniors (n = 96, 37.1%), sophomores  

(n = 28, 10.8%) and lastly freshmen (n = 21, 8.1%). A total of 44 different majors were 

identified with a degree in psychology being identified the most frequently (n = 78), 

followed by Nutrition (n = 30), Human Development and Family Studies (n = 25), etc. 

Participants reported spending an average of 23.44 hours (SD = 30.50) per week with 
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their families of origin. Lastly, most participants reported that they currently lived with 

their mothers (n = 126, 48.6%) and/or fathers (n = 97, 37.5%; step father n = 4, 1.5%) 

followed by foster mother (n = 97, 37.5%), sisters/stepsisters (n = 70, 27%), girlfriend or 

boyfriend (n = 63, 24.3%), other (n = 39, 15.1%), spouse (n = 34, 13.1%), and/or 

brothers/stepbrothers (n = 3, 1.2%).  

In terms of acculturation level, Caucasians’ scores indicated they were more 

oriented toward Anglo culture (M = 4.46, SD = .48) as opposed to Hispanic culture (M = 

1.55, SD = .45). Hispanics’ scores indicated they were somewhat similar in terms of 

orientation toward Anglo culture (M = 3.85, SD = .51) and Hispanic culture (M = 3.20, 

SD = .82). Based on cut off scores of acculturative types (Cuellar, Arnold, & Roberto, 

1995), Caucasians in the sample are considered assimilated toward Anglo culture (Level 

V) and Hispanics are considered to be highly integrated and bicultural (Level III).  

Instruments 

 The Family Assessment Device (FAD). The Family Assessment Device is a 60-

item self-report inventory based on the McMaster Model of Family Functioning (MMFF) 

(Epstein, Baldwin & Bishop, 1983). Respondents indicate their perception of their family 

functioning using a 4-poing Likert scale (1= strongly agree, 2 = agree, 3 = disagree, 4 = 

strongly disagree). Higher scores suggest lower family functioning.  

 The inventory assesses six dimensions of family functioning: (problem solving, 

communication, roles, affective responsiveness, affective involvement, and behavior 

control). Prior research supports that the dimensions of family functioning that are most 

related to eating disorder symptoms are problem solving, communication, and affective 

responsiveness. In addition, in a recent study with Hispanic and Caucasian female 
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students the FAD dimensions of problem solving, communication, and affective 

responsiveness were highly correlated. Furthermore, a scale that combined those three 

dimensions was the only family functioning dimension that contributed unique variance 

to eating disorder attitudes and behavioral symptoms (the dimensions of roles, affective 

involvement and behavioral control did not contribute to unique variance) (Winters, 

2010). Similar to the aforementioned study, in the current study the correlations among 

problem solving, communication, and affective responsiveness were statistically 

significant and ranged from .68 to .77. Because of the relatively high intercorrelations, in 

the current study the three scales, problem solving, communication, and affective 

responsiveness, were combined to yield a measure of general family functioning. 

The combined scale contained all questions from each of the three original scales. 

Problem Solving assesses the family’s ability to resolve problems in a way that maintains 

effective family functioning by asking questions such as, “After our family tries to solve 

a problem, we usually discuss whether it worked or not.” Communication asks 

participants to respond to statements such as, “We don’t talk to each other when we are 

angry,” in order to measure whether exchange in information in the family is clear or 

vague.  Affective Responsiveness assesses the ability of family members to experience 

and express appropriate affect over a range of stimuli with items such as, “We are  

reluctant to show our affection for each other.”  

 Research has suggested the FAD has strong psychometric properties (Halvorsen, 

1991; Tutty, 1995). Epstein et al. (1983) found the FAD scales to have adequate internal 

consistency ranging from .72 to .92 and test-retest reliability ranging from .66 to .76 over 

a one week interval. In the current sample, the combined FAD scale yielded strong 
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internal consistency (r = .91). Each of the three individual scales had adequate internal 

consistency coefficients: Problem Solving (r = .77), Communication (r = .80), and 

Affective Responsiveness (r = .82). In regards to validity, the FAD has been found to 

discriminate clinical families (families with a member diagnosed with a psychological 

disorder) from nonclinical families, suggesting that the FAD has strong criterion validity 

(Epstein et al., 1983). The FAD scores have also been found to have adequate concurrent 

validity. Studies have found that scores in the FAD dimensions show moderate 

correlations with other measures of family functioning such as the Dyadic Adjustment 

Scale (r = .47; Miller, Ryan, Keitner, Bishop, & Epstein, 2000) and the Locke-Wallace 

Marital Satisfaction Scale (r = .59; Miller et al., 2000) (r = .53; Epstein et al., 1983).  

This scale has been used with diverse ethnic groups including Latinos in a study 

exploring depression and family functioning (Keitner, Ryan, Miller, Kohn, & Epstein, 

1991). In addition, a study was conducted that examined the factor structure, reliability, 

and validity of the FAD among a national sample of Caucasian and Hispanic American 

families (Aarons, McDonald, Connelly, Newton, 2007). A confirmatory factor analysis 

yielded equivocal findings regarding the factor structure of the scale among both the 

Caucasian and Hispanic families receiving public sector mental health services; however, 

reliability and validity were poorer for Hispanic Americans. An exploratory factor 

analysis did not result in a better fitting model of family functioning for Hispanics.  

 Eating Disorder Examination-Questionnaire (EDE-Q). The EDE-Q is a 28-

item self-report measure adapted from the Eating Disorder Examination Interview 

(Fairburn & Cooper, 1993). The EDE-Q assesses eating disorder behavioral and 

attitudinal symptom occurrence in the past 28 days using a 7-point Likert scale (higher 
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scores indicate greater levels of eating disorder attitudes and/or behaviors). The first 

subscale, Restraint, assesses behaviors associated with disordered eating such as, “Over 

the past 28 days, how many times have you taken laxatives as a means of controlling 

your shape or weight?”  The remaining three subscales assess attitudes related to 

disordered eating and are as follows: Eating Concern, measures the disruptive 

preoccupation with thoughts of eating (“Over the past 28 days, how concerned have you 

been about other people seeing you eat?”), Shape Concern, assesses for disruptive 

preoccupation with one’s body shape (“On what proportion of the times that you have 

eaten have you felt guilty because of its effect on your shape or weight?”), and Weight 

Concern, which measures one’s worry in regards to his/her weight (“How dissatisfied 

have you been with your weight?”). In the present study the scores in the Restraint 

subscale were used to assess eating disorder behavioral symptoms. Scores on the other 

three scales were averaged to yield a measure of eating disorder attitudinal symptoms.  

The reliability of the EDE-Q is adequate with Chronbach alphas ranging from .78 

to .93 and test-retest reliability ranging from .81 to .94, after a two week interval (Luce, 

Crowther, & Pole, 1999). In the current study, similar Chronbach alpha coefficients 

emerged across the four scales: Restraint (used to assess behavioral symptoms) (r = .83), 

and Eating Concern (r = .84), Shape Concern (r = .92), Weight Concern (r = .87). The 

combined items on the last three scales that formed the scale for Attitudinal symptoms 

also showed a high internal reliability coefficient (r = .95). Scores on the EDE-Q and the 

Eating Disorder Examination (EDE) were highly correlated across the four subscales 

ranging from .68 to .84 suggesting that the EDE-Q has strong construct validity (Fairburn 

& Beglin, 1994; Mond, Hay, Rodger, Owen & Beumont, 2004). The EDE-Q is able to 
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discriminate between those diagnosed and those not diagnosed with an eating disorder 

indicating that it has adequate criterion validity (Mond et al., 2004).  

 This scale has been used with diverse ethnic groups such as African Americans, 

Hispanics, and Asian Americans (Ariazza & Mann, 2001; Pernick et al., 2006). In 

addition, norms for undergraduate women have been established for the EDE-Q including 

average scores, standard deviations, and percentile ranks for the raw scores on all five 

scales (Luce et al., 2008). The sample used consisted of 723 college women ranging in 

age from 18 – 25 years that identified as Caucasian, African American, Hispanic, Asian 

American or other.  

 Peer Influence Scale (PIS). The Family and Peer Influence Scale was adapted by 

Young et al. (2004) from the Perceived Sociocultural Scale (Stice, Nemeroff, & Shaw, 

1996). The PIS is an 11-item scale that was constructed to measure how frequently 

participants encounter cues from peers to maintain or attain a thin body shape (“My 

friends often express anxiety about gaining weight”). Responses are given using a 5-point 

Likert scale (1 = strongly agree to 5 = strongly disagree). Higher scores on the PIS 

indicate lower levels of perceived pressure from peers to be thin. Thus, lower scores 

indicate greater perceived pressure from peers.  

 The PIS has shown adequate levels of internal consistency in previous studies 

(alpha = .89; Van Den Berg et al., 2002) as well as in the present study (r = .86). Validity 

statistics were not found in the literature for this scale; however, the Perceived 

Sociocultural Scale scores, from which the PIS was adapted, has strong reliability and 

validity statistics among adolescent and college age women, with a strong chronbach 

alpha of .88, high test-retest reliability of .93, and strong predictive validity (Stice, 2001;  
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Stice, Presnell, & Spangler, 2002).  

 Family Experiences Related to Food Questionnaire -Mother (FERFQ-M). 

The FERFQ is a 5-item scale that assesses family commentary about weight and shape 

using a 5-point Likert scale (1 = never to 5 = all the time; Kluck, 2008). Based on an 

exploratory factor analysis followed by a confirmatory factor analysis in which two 

different samples were used, a factor structure was confirmed for both the mother and 

father versions of the scale; however, only the mother version will be used in the current 

study. The Negative Maternal Commentary scale contains items that measure perceived 

frequency of mother’s negative comments about weight and appearance (“Criticized your 

weight/size?”). Higher scores indicate greater perceived maternal commentary about 

weight and shape.  

Kluck (2008) reported internal consistency statistics for the Maternal 

Commentary scale (chronbach alpha = .83). The current study yielded similar, but 

somewhat stronger reliability statistics for the scale (r = .88). There is initial evidence for 

construct validity as maternal commentary and maternal modeling were established as 

two distinct scales through exploratory and confirmatory factor analysis (Kluck, 2008). 

Although there are no other known validity statistics for this scale, the FERFQ was still  

used in order to test the ability to replicate the results found in the Kluck (2008) article.  

Acculturation Rating Scale for Mexican Americans-II (ARSMA-II).  The 

ARSMA-II assesses acculturation processes, specifically cultural orientation toward the 

Mexican culture and the Anglo culture separately, through an orthogonal, 

multidimensional approach (Cuellar, Arnold, & Maldonado, 1995). Due to the diverse 

Latino population of this study, the directions were altered so the respondents could 
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answer the questions based on their own classification of their ethnic identity (e.g. 

Hispanic, Latino, Mexican, etc.). For example, the directions read as follows: “Please use 

the scale below to answer the following items by selecting the response item that best 

applies to you. If you are Hispanic and do not consider yourself Mexican, please think of 

your Hispanic ethnicity for all items that refer to Mexican heritage.” This method has 

been used before in order to address multiple Latino populations and has been determined 

to be an adequate way of addressing this issue (Cabassa, 2003; Gutierrez, Franco, Powell, 

Peterson & Reid, 2009).  

This ARMSA-II has two scales: the Cultural Orientation Scale and the 

Marginality Scale, both of which are based on a 5-point Likert scale ranging from 1 (not 

at all) to 5 (extremely often or almost always). Scores in these scales were used to 

describe the level of acculturation of Hispanic participants and to compare Hispanic 

participants level of acculturation to Caucasian participants level of acculturation.  

The Cultural Orientation Scale measures acculturation and consists of two 

subscales: the Mexican Orientation Score (MOS) and the Anglo Orientation Scale (AOS). 

The MOS consists of 17 items that measure three different domains of orientation to 

Hispanic culture: (1) language (“I enjoy speaking Spanish”), (2) ethnic identification 

(“My father identifies or identified himself as Mexicano”), (3) ethnic interaction or 

distance (“I associate with Mexicans and/or Mexican Americans”). The AOS scale 

consists of 13 items that measures two different domains of orientation to Anglo culture: 

(1) language (“I speak English”), and (2) ethnic interaction (“I associate with Anglos”). 

To obtain a measure of overall Anglo acculturation, the score on the MOS is subtracted 

from the score on the AOS. The following are the cut points that Cuellar et al. (1995) 



36 
 

 
 

have determined to indicate acculturation level based on overall Anglo acculturation 

scores: (1) Level I: Very Mexican oriented, < -1.33; (2) Level II: Mexican oriented to 

approximately balanced bicultural, > -1.33 and < -.07; (3) Level III: Slightly Anglo 

oriented bicultural, > -.07 and < 1.19; (4) Level IV: Strongly Anglo oriented, > 1.19 and 

< 2.45; and (5) Level V: Very assimilated; Anglicized, > 2.45.  

The Marginality Scale contains 18 items that assess acceptance of attitudes and 

behaviors in the Latino culture, the Latino American culture, and the Anglo culture. The 

following three subscales comprise the Marginality Scale: (1) MEXMAR measures 

marginalization with Latino cultures (“I have difficulty accepting some ideas held by 

Mexicans”), (2) MAMAEG measures marginalization with Latin American culture (“I 

have difficulty accepting values held by Mexican Americans”), and (3) ANGMAR 

measures marginalization with Anglo culture (“I have difficulty accepting certain beliefs 

held by Anglos).  

The two Cultural Orientation scales (MOS and AOS) have good internal 

reliabilities (Chronbach’s alpha = MOS .85 - .86 and AOS .88; Cuellar et al., 1995) and 

yielded similar reliability statistics in the current study (AOS, r = .82; MOS, r = .93). The 

ARMSA-II was validated on college students and has strong concurrent validity (.89; 

Marin & Gamba, 1996). Strong construct validity of the ARMSA-II was demonstrated 

using a sample of 379 participants representing first generation individuals all the way to 

fifth generation individuals (Cuellar et al., 1995). 

 Body Mass Index (BMI). Body Mass Index is calculated from reported weight  

and height. Height and weight have been found to be reported accurately and honestly  

among college students when comparing self-reported to measured height and weight, r
2
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= .98 (Brunt, Rhee, Zhong, 2008). In the current study BMI was calculated using 

Quetelet’s Index: BMI = (body weight in pounds / (height in inches)
2
) (Garrow & 

Webster, 1985) 

 Demographic Questionnaire.  Participants were asked to report their age, sex, 

race and ethnicity, weight, height, year in school, college major (if declared), if they 

maintain a membership in a sorority, and their country of origin. They were also 

prompted to report their parents’ country of origin, their mother and father’s highest level 

of education, and their parents’ marital status.  In addition they were asked to indicate 

where they live (e.g. campus dorms, campus apartments, family of origin’s home, etc.), 

the type of relationship they currently have with those they live with and the average 

number of hours per week spent with their family of origin. 

Procedures 

 With approval of course professors the current study was announced and 

advertised at the beginning or end of student classes during the Spring 2011 semester. 

Potential participants were given the online link to participate in the study via Survey 

Monkey. The professor of the course announced the study as a study that is exploring 

college student relationships with family and peers as well as college student behaviors 

and attitudes. Students were informed by the professor of the number of extra credit 

points they would be awarded in the course in return for their participation. When 

participants went to the online link they were asked to check yes or no after reading the  

informed consent which served as their electronic signature and consent to participate.  

After giving consent, participants were directed to the demographic questionnaire  

followed by the FAD, PIS, EDE-Q, FERFQ, and finally the ARSMA. Participants were  
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asked to complete the FAD answering the items in regards to their family of origin, the 

EDE-Q answering the questions based on symptom occurrence in the past 28 days, the 

FIS and PIS answering statements using a Likert scale ranging from strongly agree to 

strongly disagree, and the FERFQ responding to items according to the frequency of 

negative comments and modeling behavior exhibited by their maternal figure. It was 

expected for completion times to vary by participant. The demographic questionnaire 

should have required between 10 and 15 minutes, the FAD between 20 and 30 minutes, 

the EDE-Q between 15 and 20 minutes, and the FIS, PIS and FERFQ will each between 5 

and 10 minutes. Thus the average time to complete the study was estimated to be 60 

minutes.   

 Once participants completed the surveys, they received a scripted debriefing 

message that included a more detailed description of the purpose and nature of the study 

as well as the principal investigator’s contact information and referral information in case 

the participant experienced any psychological distress or anxiety from completing the 

surveys. Lastly participants were asked not to share their experience completing the 

surveys with any of their peers. Participants were then awarded the appropriate class 

credit after the researcher emailed the professor with a list of participants who completed 

the study (Spring 2011 semester), or were awarded research credits through the SONA 

research database if they participated during Summer 2011. No sorority members 

participated. 

 

 

 



40 
 

 
 

CHAPTER IV 

Results 

 The research design for the current study is correlational. Prior to conducting the 

main data analysis a preliminary analysis was run to examine the bivariate correlations of 

variables included in the study for the total sample and for Caucasian and Hispanic 

students separately. MANOVAs were conducted to determine if there were any ethnic or 

racial group differences in the independent and dependent variables. Regression analyses 

were performed to examine the research questions posed in the study. 

Preliminary Analysis  

  Results of  bivariate correlations for the total sample reported in Table 1 showed 

that eating disorder attitudinal symptoms and behavioral symptoms were significantly 

correlated in the positive direction (r = .64, p < .01). The association among the predictor 

variables (overall family functioning, negative maternal commentary, and peer influence) 

ranged from -.23 to .20, with only the relationship between maternal commentary and 

family functioning reaching significance (r = .20, p < .01), which indicated that greater 

levels of family dysfunction were significantly associated with greater levels of negative 

maternal commentary about body weight and shape. Overall family functioning was 

positively, significantly correlated with the eating disorder attitudinal (r = .30, p < .01) 

and behavioral (r = .22, p < .01) symptoms. This positive correlation suggests that as 

students perceived greater family dysfunction they reported greater levels of eating  

disorder symptoms. 

Negative maternal commentary (FERFQ) about weight and shape was also 

significantly correlated to eating disorder attitudinal (r = .41, p < .01) and behavioral       
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(r = .30, p < .01) symptoms, as well as with the control variable BMI (r = .36, p < .01). 

This indicates that as students within this sample perceived more negative maternal 

commentary they also reported higher BMIs and higher levels of eating disorder 

symptoms. Lastly, the predictor peer influence was significantly correlated with the 

dependent variables but in the negative direction (eating attitudes: r = -.47, p < .01 and 

eating behaviors: r = -.37, p < .01). This negative relationship is expected since lower 

scores on the peer influence scale indicated more perceived messages from peers for  

Table 1 

Correlations between Measures of Predictor and Criterion Variables 

________________________________________________________________________ 

Variables      1            2           3                 4              5 

________________________________________________________________________ 

1. Combined FAD Scale  

2. Maternal Commentary .20** 

3.  Behavioral Symptoms   .22**        .30**   

4. Attitudinal Symptoms   .30**        .41**    .64**             

5. BMI     .11         .36**    .16*  .33**             

6. Peer Influence            -.04        -.23**   -.37**           -.47**          -.05 

________________________________________________________________________ 

* p < .05, ** p < .01 

thinness while higher scores for measures assessing eating attitudes and behaviors  

suggest greater levels of eating disorder symptomatology. Peer influence was not  

associated to family functioning or BMI and family functioning was not related to BMI. 
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 Table 2 displays the correlations among variables, including acculturation to 

Hispanic and Anglo culture by ethnic group. For the most part the correlations of 

independent and dependent variables by ethnic group showed a similar pattern as the 

correlations for the whole group. The major differences were for the Hispanic group. 

Among Hispanics, BMI was not correlated to eating disorder behavioral symptoms and 

overall family functioning was not correlated to either eating disorder behavioral 

symptoms or to maternal commentary. In contrast, the correlations among these variables 

for the group as a whole and for Caucasians were positive and statistically significant.  

For Hispanics, acculturation to Anglo culture was negatively related only to overall 

family functioning, indicating that higher levels of acculturation were associated to lower 

levels of family dysfunction. Acculturation to either Hispanic or Anglo culture was not 

associated to any other variable    

Ethnic differences. Three MANOVAs were conducted to examine differences 

among Caucasian and Hispanic participations in the following independent variables: 1) 

FAD combined scale, maternal commentary, and peer influence, 2) BMI, eating disorder 

attitudinal symptoms, and eating disorder behavioral symptoms and 3) acculturation. In 

the first MANOVA a significant main effect by ethnicity emerged, Wilks Lambda = .97, 

F(3, 255) = 2.91, p < .05, partial η
2
 = .03. Univariate ANOVAs were conducted on each 

dependent measure in order to determine the locus of the statistically significant 

multivariate effect. Using Bonferonni’s correction to determine the significance of group 

differences, results indicated that there was a significant ethnic group difference in 

maternal commentary only, F(1, 257) = 7.77, p < .025, partial η
2
 = .03 (See Table 3). 

Post-hoc analysis indicated that Hispanics reported significantly more negative maternal 
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Table 2 

Correlations between Measures of Predictor Variables, Criterion Variables and Acculturation Variable for Hispanics and Caucasians 

Separately 

____________________________________________________________________________________________________________ 

Variables   1            2         3                  4                   5                  6                 7                  

___________________________________________________________________________________________________________ 

1. Combined FAD Scale   --        .25**     .35**    .36**     .07    -.13    -.20*                .04 

2. Maternal Commentary .15          --      .38**    .43**     .29**   -.21*    -.18*    -.00 

3. Behavioral Symptoms   .05        .25**       --     .73**     .25**   -.39**   -.06    -.08 

4. Attitudinal Symptoms   .22*        .40**     .50**      --      .36**   -.43**    .01    -.09       

5. BMI     .15        .42**     .07     .31**      --    -.03    -.13    -.10 

6. Peer Influence             .07       -.26**    -.34**   -.53**    -.08       --    -.07    -.03 

7. AOS*             -.28**        .07     .08     .04      .08               -.09       --      -.18* 

8. MOS*             -.04        .02    -.10               -.12      .04     .08    -.21*       -- 

____________________________________________________________________________________________________________ 

* p < .05, ** p < .01 

Top diagonal = Caucasians & Lower diagonal = Hispanics; AOS = Anglo Orientation Scale; MOS = Mexican Orientation Scale
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Table 3 

Descriptive Statistics of Predictor and Criterion Variables 

________________________________________________________________________ 

 

                                     _Caucasian__                Hispanic               Overall Sample_                

                 M     SD   M     SD              M   SD 

________________________________________________________________________ 

 

FAD Scales 
A
 

     Problem Solving  2.17          .50  2.09      .46             2.13         .48 

     Communication  2.20      .49  2.20      .46             2.20         .48 

     Affective Responsiveness 2.18      .58  2.24      .55             2.21         .57 

     Combined FAD Scale 2.18      .48  2.18      .44             2.18         .46 

Attitudinal Symptoms 
B
 1.98    1.58             1.98        1.40             1.98       1.50 

Behavioral Symptoms 
B
 1.74    1.70  1.50        1.42             1.63       1.57 

Peer Influence 
C
            31.22    7.95            31.27    8.06           31.24       7.99 

Maternal Commentary 
D
 9.65    4.69  11.33*    5.00           10.45       4.90 

BMI 
E
    24.53    6.05  25.50    6.57           24.99       6.31 

AOS
F
    4.46***    .48  3.85      .51             4.17         .58 

MOS
F
    1.55      .45  3.20***    .82             2.33       1.05 

________________________________________________________________________ 

* p < .05, *** p < .001 

A - Responses range from 1 to 4  

B - Responses range from 0 to 6  

C – Responses range from 11 – 55  

D – Responses range from 5 - 25  

E - 17.5 or below = significantly underweight, 17.6 – 18.9 = underweight, 19.0 – 19.9 =  

       low weight, 20.0 – 24.9 = healthy weight, 25.0 – 29.9 = overweight, 30.0 or more =  

       obesity 

F - Responses range from 1 to 5 
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commentary about weight and shape (M = 11.33, SD = 5.0) than Caucasians (M = 9.65, 

SD = 4.69).  The second MANOVA revealed that there were no significant multivariate 

effects by race and ethnicity in BMI, eating disorder attitudinal symptoms, or eating 

disorder behavioral symptoms, Wilks Lambda = .99, F(3, 255) = 1.31, p > .05. A final 

MANOVA indicated a significant main effect by ethnicity, Wilks Lambda = .36, F(2, 

256) = 223.80, p < .001. Significant group differences emerged for both the Anglo 

Orientation Scale, F(1, 257) = 97.55, p < .001, partial η
2
 = .64, and Mexican Orientation 

Scale, F(1, 257) = 412.54, p < .001, partial η
2
 = .64. As expected, Caucasian students 

reported higher levels of acculturation to Anglo culture and lower levels of acculturation 

to Hispanic culture than Hispanic students reported. 

Main Analysis 

Following the preliminary analysis, three series of hierarchical regression  

analyses were run in order to examine the six research questions. The regressions 

examined the following: (a) the relative contribution of overall family functioning, 

maternal and peer messages regarding weight and body shape to Caucasian and Hispanic 

participant’s eating attitudes and behaviors, (research questions one and two), (b) if peer 

influence moderated the relation of maternal commentary to attitudinal and behavioral 

eating disorder symptoms (research questions three and four), (c) and to what extent 

negative maternal commentary mediated the relationship between general family 

functioning (FAD combined scale) to eating disorder attitudinal and eating disorder 

behavioral symptoms for both Caucasians and Hispanics (research questions five and 

six). In all regressions race, ethnicity and BMI were controlled for. Acculturation was not 

included as a control variable because ethnicity and acculturation are not independent of  
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each other, thus using both could have created multicollinerearity issues. Therefore, only  

ethnicity and BMI were entered in the regressions as control variables. 

Family functioning, maternal commentary and peer influence. The first series 

of regression analyses were run to examine the extent to which peers’ and mothers’ 

messages regarding weight and body shape predict Hispanic and Caucasian college 

women’s behavioral and attitudinal eating disorder symptoms. The steps were the same 

for both regressions; however, one regression predicted eating disorder attitudinal 

symptoms and the other predicted eating disorder behavioral symptoms. The following 

steps were used for both regressions: 1) enter BMI, FAD combined scale, race and 

ethnicity, 2) enter maternal commentary, 3) enter peer influence, 4) enter the interaction 

terms maternal commentary by race/ethnicity,  peer influence by race and ethnicity, and 

FAD combined scale by race and ethnicity. Results, shown in Table 4, indicated that 

when predicting eating disorder attitudes step two revealed that maternal commentary 

accounted for additional variance in eating disorder symptoms beyond the first step, F (4, 

254) = 21.84, p < .001, ΔR
2
 = .08, p < .001, and that in the third step peer influence 

significantly predicted eating attitudes as well, F (5, 253) = 31.84, p < .001, ΔR
2
 = .15, p 

< .001. Inspection of the standardized beta coefficients in the third step indicate that BMI, 

overall family functioning, maternal commentary and peer influence all contribute unique 

variance to eating disorder attitudinal symptoms.  However in the fourth step, in which 

the interaction terms by ethnicity were entered, the change in R
2 

was not significant, F (8, 

258) = 22.20, p < .001, ΔR
2
 = .01, p > .05. Thus, there was no difference in the 

contribution of family functioning, maternal commentary or peer influence to eating 

disorder attitudinal symptoms by racial and ethnic group.  
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Table 4  

 

Hierarchical Regression Analyses Summary for Dimensions of Family Functioning, Peer  

 

Influence and Maternal Commentary Predicting Eating Disorder Attitudinal Symptoms 

________________________________________________________________________

                Attitudinal Symptoms 

 

Step/Predictor Measures     β  R
2
  ΔR

2
 

________________________________________________________________________ 

Step 1         .18***  .18*** 

 BMI      .31***     

 Combined FAD Scale    .27*** 

 Race/Ethnicity     .02 

Step 2         .26***  .08*** 

 BMI      .20**    

 Combined FAD Scale    .22***  

 Race/Ethnicity     .06 

 Maternal Commentary   .30***               

Step 3         .41***  .15*** 

 BMI      .22***    

 Combined FAD Scale    .22***   

 Race/Ethnicity     .05 

 Maternal Commentary   .20*** 

 Peer Influence               -.40*** 

Step 4         .42***  .01 

 BMI      .22***     

 Combined FAD Scale    .19**  

 Race/Ethnicity     .08 

 Maternal Commentary   .12 

 Peer Influence               -.46*** 

 Maternal Commentary X Race/Ethnicity .10 

 Peer Influence X Race/Ethnicity  .08  

 Combined FAD Scale X Race/Ethnicity .13 

________________________________________________________________________       

* p < .05, ** p < .01, *** p < .001 
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The second regression predicting eating disorder behavioral symptoms was run 

and results were similar to the previous regression predicting eating disorder attitudinal 

symptoms. As was found with attitudinal symptoms, step two indicated that maternal 

commentary significantly predicted variance in eating disorder behaviors, F (4, 254) = 

9.93, p < .001, ΔR
2
 = .06, p < .001, and the third step revealed that peer influence also 

accounted for a significant portion of the variance in eating disorder behavioral 

symptoms, F (5, 253) = 15.04, p < .001, ΔR
2
 = .09, p < .001 (See Table 5).  Inspection of 

the standardized beta coefficients in the third step indicate that overall family 

functioning, maternal commentary and peer influence all contributed unique variance to 

eating disorder behavioral symptoms. Results in the fourth step indicated that the 

interaction terms by ethnicity were not associated with significant change in the variance 

accounted for, F (8, 258) = 10.47, p < .001, ΔR
2
 = .02, p > .05. Thus, when predicting 

eating disorder behavioral symptoms, there was no difference in the contribution of 

family functioning, maternal commentary or peer influence by racial/ethnic group. 

Moderation analysis. Two hierarchical regression analyses were conducted to 

examine the extent to which peer influence moderated the relationship between negative 

maternal commentary and eating disorder attitudinal and behavioral symptoms when 

controlling for ethnicity and BMI.  In both analyses the steps were the same; however, 

the criterion variable in each regression analyses was again different; one regression 

predicted eating disorder attitudes and one predicted eating disorder behaviors. Before 

running the analysis the predictor variable, maternal commentary, and the proposed 

moderating variable peer influence (pressure from peers to attain thinness) were centered. 

In the first step of both regression analyses BMI, the FAD combined scale, and ethnicity  
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Table 5  

 

Hierarchical Regression Analyses Summary for Dimensions of Family Functioning, Peer  

 

Influence and Maternal Commentary Predicting Eating Disorder Behavioral Symptoms 

________________________________________________________________________ 

                Behavioral Symptoms 

 

Step/Predictor Measures     β  R
2
  ΔR

2
 

________________________________________________________________________ 

Step 1         .08***  .08*** 

 BMI      .14*      

 Combined FAD Scale    .21** 

 Race/Ethnicity     .09 

Step 2         .14***  .06*** 

 BMI      .05     

 Combined FAD Scale    .16**  

 Race/Ethnicity     .12* 

 Maternal Commentary   .27***              

Step 3         .23***  .09*** 

 BMI      .07    

 Combined FAD Scale    .17**  

 Race/Ethnicity     .11 

 Maternal Commentary   .19** 

 Peer Influence               -.32*** 

Step 4         .24***  .01 

 BMI      .08    

 Combined FAD Scale    .04 

 Race/Ethnicity               -.41 

 Maternal Commentary   .11 

 Peer Influence               -.27** 

 Maternal Commentary X Race/Ethnicity .10 

 Peer Influence X Race/Ethnicity            -.05 

 Combined FAD Scale X Race/Ethnicity .54  

________________________________________________________________________ 

* p < .05, ** p < .01, *** p < .001 
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were included to control for their effects.  In the second step, negative maternal  

commentary and peer influence were entered to determine if they were significant 

predictors of eating disorder behavioral and attitudinal symptoms. In the third step, the 

interaction term of negative maternal commentary by peer influence was entered to see if 

peer influence moderated the relation of maternal commentary to eating disorder 

symptoms. Results, reported in Tables 6 and 7, show that the change in R
2 
from step two 

to step three was not statistically significant in either of the two regressions which 

indicates that peer influence did not moderate the relationship of maternal commentary to 

either eating disorder attitudinal symptoms or eating disorder behavioral symptoms.  

Moderation effects by group. Two post-hoc regression analyses were conducted 

to examine the presence of a three-way interaction effect of maternal commentary by 

peer influence by ethnicity in the prediction of eating disorder attitudinal and behavioral 

symptoms. As in the previous moderation analysis, the maternal commentary and peer 

influence variables were centered. Results of the regression analyses indicated that the 

change in R
2 

from the first to second step, where the three way interaction term was 

entered, was not statistically significant for any of the two regressions. These findings 

indicated that there is not an ethnic group difference in the extent to which peer influence 

moderates the relation of maternal commentary to attitudinal or behavioral symptoms 

among Hispanic and Caucasian participants. 
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Table 6 

 

Hierarchical Regression Analyses Summary for Moderation Effects of Peer Influence on  

 

Maternal Commentary Predicting Eating Disorder Attitudinal Symptoms 

________________________________________________________________________ 

                Attitudinal Symptoms 

 

Step/Predictor Measures    β  R
2
  ΔR

2
 

________________________________________________________________________ 

Step 1         .18***  .18*** 

 Race/Ethnicity     .02 

 BMI      .31*** 

 Combined FAD Scale    .27*** 

Step 2         .41***  .23*** 

 Race/Ethnicity     .04 

 BMI      .22*** 

 Combined FAD Scale    .22*** 

 Peer Influence               -.40*** 

 Maternal Commentary               .20*** 

Step 3          .41***  .00 

 Race/Ethnicity     .05 

 BMI      .22*** 

 Combined FAD Scale    .22*** 

 Peer Influence               -.40*** 

Maternal Commentary   .20*** 

Maternal Commentary X Peer Influence       -.03 

________________________________________________________________________ 

*** p < .001 
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Table 7 

 

Hierarchical Regression Analyses Summary for Moderation Effects of Peer Influence on  

 

Maternal Commentary Predicting Eating Disorder Behavioral Symptoms 

________________________________________________________________________ 

                Behavioral Symptoms 

 

Step/Predictor Measures    β  R
2
  ΔR

2
 

________________________________________________________________________ 

Step 1         .08***  .08***  

 Race/Ethnicity     .09  

 BMI      .14*     

 Combined FAD Scale    .21**    

Step 2         .23***  .15***  

 Race/Ethnicity     .11   

 BMI      .07    

 Combined FAD Scale    .17**    

 Peer Influence               -.32*** 

 Maternal Commentary   .19** 

Step 3          .23***  .00 

 Race/Ethnicity     .11 

 BMI      .06*** 

 Combined FAD Scale    .17** 

 Peer Influence               -.32*** 

Maternal Commentary   .19** 

Maternal Commentary X Peer Influence        .01 

________________________________________________________________________ 

* p < .05, ** p < .01, *** p < .001 
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Mediation analysis. Recommendations from Baron and Kenny (1986) were 

followed to test to what extent maternal commentary mediated the relation of family 

functioning to eating disorder attitudinal and behavioral symptoms. 

Eating disorder attitudinal symptoms. First a regression was conducted to 

examine if variations in the levels of the independent variable (general family 

functioning) accounted for variations in the presumed mediator, negative maternal 

commentary), when controlling for BMI and ethnicity. BMI and ethnicity were entered in 

the first step and the FAD combined scale was entered in the second step. Results 

included in Table 8 indicate that general family functioning (FAD combined scale) 

accounted for significant variance in the presumed mediator, negative maternal 

commentary, F(3, 255) = 18.55, p < .001, ΔR
2
 = .03, p < .01.    

The second regression was conducted to determine if variations in the predicted 

mediator, maternal commentary, significantly accounted for variations in the dependent 

variable, eating disorder attitudinal symptoms, when controlling for BMI and ethnicity. 

BMI and ethnicity were entered in the first step, and maternal commentary was entered in 

the second step. Results from the second regression displayed in Table 8, yielded that 

maternal commentary significantly predicted variance in eating disorder attitudes, F(3, 

255) = 22.81, p < .001, ΔR
2
 = .10, p < .001. The final regression determined whether or 

not the previous significant relationship between the independent variable (general family 

functioning) and the dependent variable (eating disorder attitudinal symptoms) is no 

longer significant, when the relationship between the mediator (maternal commentary)  

and dependent variable (eating disorder attitudinal symptoms) is present, when 

controlling for BMI and ethnicity.  
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 Table 8  

Hierarchical Regression Analyses for Maternal Commentary as a Mediator of The  

 

Relation of Family Functioning to Eating Disorder Attitudinal Symptoms: Total Sample. 

________________________________________________________________________ 

                    Criterion Variable 

 

Step/Predictor Measures    β  R
2
  ΔR

2
 

________________________________________________________________________ 

Regression 1:                Maternal Commentary 

 

Step 1         .15***  .15*** 

Race/Ethnicity               -.14*   

BMI      .35***      

Step 2         .18***  .03** 

Race/Ethnicity               -.15* 

BMI      .33*** 

FAD Combined Scale    .17** 

________________________________________________________________________ 

Regression 2:                                        Attitudinal Symptoms 

 

Step 1         .11***  .11*** 

 Race/Ethnicity     .02 

 BMI      .33*** 

Step 2         .21***  .10*** 

 Race/Ethnicity     .07 

 BMI      .21*** 

 Maternal Commentary   .35*** 

________________________________________________________________________ 

Regression 3:       Attitudinal Symptoms 

 

Step 1         .11***  .11*** 

 Race/Ethnicity     .02 

BMI      .33*** 

Step 2         .18***  .07*** 

Race/Ethnicity     .02 

BMI      .31*** 

Combined FAD Scale    .27*** 

Step 3         .26***  .08*** 

Race/Ethnicity     .06 

BMI      .20** 

Combined FAD Scale    .22*** 

Maternal Commentary   .30*** 

________________________________________________________________________ 

* p < .05, ** p < .01, *** p < .001 
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In the third regression, BMI and ethnicity were entered in the first step, the FAD 

combined scale was entered in the second step and maternal commentary was entered in 

the third step. This final regression analysis revealed that in the second step general 

family functioning explained an additional 7.0% of the variance in eating disorder 

attitudinal symptoms, F(3, 255) = 18.69, p < .001, ΔR
2
 = .07, p < .001, and in the third 

step maternal commentary explained 8% additional variance in eating disorder attitudinal 

symptoms, F(4, 254) = 21.84, p < .001, ΔR
2
= .076, p < .001. The Beta coefficient for 

general family functioning decreased from step 2 (β = .27, p < .001) to step 3 (β = .22, p 

< .001), but remained significant in both steps (See Table 8).  

A Sobel test was used to examine if changes in the contribution of general family 

functioning to eating disorder attitudinal symptoms from step two to step three in the 

third regression analyses indicated the presence of a partial mediation effect or not. The 

Sobel test revealed that although the Beta coefficients for family functioning remained 

statistically significant in each step of the regression, the change in the Beta coefficient 

significantly decreased once maternal commentary was added into the regression analysis 

in step three, z ′ = 2.52, p < .05. Thus, maternal commentary partially mediated the 

relationship between family functioning and eating disorder attitudinal symptoms.  

Eating disorder behavioral symptoms. The steps for the second series of 

regressions were the same, except the criterion variable for regressions two and three was 

eating disorder behavioral symptoms. The first regression analysis was not repeated, 

since the first series of regressions already determined that general family functioning  

 (FAD combined scale) accounted for significant variance in the presumed mediator,  

negative maternal commentary, F(3, 255) = 18.69, p < .001, ΔR
2
 = .07, p < .001. The  
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second regression was conducted to determine if variations in the mediator, maternal 

commentary, significantly accounted for variations in the dependent variable, eating 

disorder behavioral symptoms, when controlling for BMI and ethnicity. Results included 

in Table 9 indicated that maternal commentary contributed variance to eating disorder 

behavioral symptoms, F(3, 255) = 10.47, p < .001, ΔR
2
= .077, p < .001. The final 

regression determined whether or not the previous significant relationship between the 

independent variable (general family functioning) and the dependent variable (eating 

disorder behavioral symptoms) is no longer significant, when the relationship between 

the mediator (maternal commentary) and dependent variable (eating disorder behavioral 

symptoms) is present, when controlling for BMI and ethnicity. This final regression 

analysis revealed that in the second step general family functioning explained 8% of 

additional variance in eating disorder behavioral symptoms and accounted for a 

significant amount of the variance in the criterion, F(3, 255) = 6.95, p < .001, ΔR
2
 = .043, 

p = .001. In the third step,  maternal commentary explained 6% of additional variance in 

eating disorder attitudinal symptoms and both family functioning and negative maternal 

commentary significantly predicted variance in behavioral symptoms, F(4, 254) = 9.93, p 

< .001, ΔR
2
 = .06, p < .001. The Beta coefficient for general family functioning decreased 

from step two (β = .21, p = .001) to step 3 (β = .16, p < .05), but remained significant in 

both steps (See Table 9).  

A Sobel test was used to examine if changes in the contribution of general family 

functioning to eating disorder behavioral symptoms from step two to step three in the  

third regression analyses indicated the presence of a partial mediation effect or not. The 

Sobel test indicated that even though the Beta coefficients in both steps were statistically 
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Table 9  

Hierarchical Regression Analyses for Maternal Commentary as a Mediator of the   

 

Relation of Family Functioning to Eating Disorder Behavioral Symptoms: Total Sample 

________________________________________________________________________ 

                    Criterion Variable 

 

Step/Predictor Measures    β  R
2
  ΔR

2
 

________________________________________________________________________ 

Regression 1:                                        Behavioral Symptoms 

 

Step 1         .03*  .03* 

 Race/Ethnicity     .08 

 BMI      .17** 

Step 2         .11***  .08*** 

 Race/Ethnicity     .13* 

 BMI      .06 

 Maternal Commentary   .30*** 

________________________________________________________________________ 

Regression 2:       Behavioral Symptoms 

 

Step 1         .03*  .03* 

 Race/Ethnicity     .09 

BMI      .17** 

Step 2         .08***  .04** 

Race/Ethnicity     .09 

BMI      .14* 

Combined FAD Scale    .21** 

Step 3         .14***  .06*** 

Race/Ethnicity     .12* 

BMI      .05 

Combined FAD Scale    .16** 

Maternal Commentary   .27*** 

________________________________________________________________________ 

* p < .05, ** p < .01, *** p < .001 

 

 

significant, the change in the Beta coefficient for general family functioning significantly 

decreased once maternal commentary was added into the regression analysis in step 

three, which identified maternal commentary as a partial mediating variable when  

predicting eating disorder behavioral symptoms, z ′ = 2.36, p < .05.  
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Post Hoc Analyses 

 Mediation effects by ethnic group: Eating disorder attitudinal symptoms.  

Because the bivariate correlations had shown that among Hispanic participants the 

predictor, family functioning, was not related to the mediator, maternal commentary, 

post-hoc analyses were conducted to assess the presence of mediation effects of maternal 

commentary on the relationship between general family functioning and eating disorder 

symptoms for Caucasian and Hispanic participants separately. The steps for each series 

of regressions for each ethnic group were the same as the steps described above that were 

conducted in the mediation analysis with the total sample.  Results of the post-hoc 

regression showed that for Hispanic participants only, when controlling for BMI family 

functioning did not predict maternal commentary, F(2, 120) = 13.55, p < .001, ΔR
2
 = .01, 

p > .05. Therefore, according to Baron and Kenny (1986) there is not a mediation effect 

to test for Hispanic participants. 

 Results of post hoc regressions predicting eating disorder attitudinal symptoms for 

Caucasian participants indicated that general family functioning significantly predicted 

maternal commentary, F(2, 133) = 10.55, p < .001, ΔR
2
 = .05, p > .01, (See Table 10). 

Regression analysis also indicted that maternal commentary significantly predicted eating 

disorder attitudinal symptoms, F(2, 133) = 21.50, p < .001, ΔR
2
 = .12, p < .001; R

2
 = .14, 

p < .01; β = .23, p < .01. Results from the third regression, displayed in Table 10 (which 

assessed for changes in the contribution of general family functioning with and without 

the presence of the mediator, maternal commentary), revealed in step two that for  

Caucasian participants, general family functioning accounted for a significant portion of  

 

the variance in eating disorder attitudes, F(2, 133) = 20.69, p < .001, ΔR
2
 = .11, p < .001;  
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Table 10  

Hierarchical Regression Analyses for Maternal Commentary as a Mediator of the  

 

Relation of Family Functioning to Eating Disorder Attitudinal and Behavioral Symptoms  

 

Among Caucasian College Women 

________________________________________________________________________ 

                 

Attitudinal Symptoms  Behavioral Symptoms 

  

 

Step/Predictor Measures  β   R
2
   ΔR

2 
 β   R

2
   ΔR

2
 

________________________________________________________________________ 

Step 1      .13 .13***   .06** .06**  

 BMI    .36***     .25** 

 

Step 2      .24*** .11***   .17*** .11*** 

 BMI    .33***     .23** 

 Combined FAD Scale  .33***     .33*** 

 

Step 3      .31*** .07***   .23*** .06** 

 BMI    .25**     .16* 

 Combined FAD Scale  .27***     .27** 

 Maternal Commentary  .29***     .26** 

________________________________________________________________________ 

** p < .01; *** p < .001 

 

 

 

R
2
 = .23, p < .001; β = .34, p < .001. The third step, indicated that maternal commentary 

also contributed unique variance, F(3, 132) = 19.86, p < .001, ΔR
2
 = .07, p < .001. The
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Beta coefficient for general family functioning decreased from step 2 (β = .33, p < .001)  

to step 3 (β = .27, p < .001), but remained significant in both steps (See Table 10).   

Results from the Sobel test indicated that the change in the Beta coefficient for 

general family functioning significantly decreased once maternal commentary was added 

into the regression analysis in step three, z ′ = 2.25, p < .05. Therefore, maternal 

commentary emerged as a partial mediator in the relation of family dysfunction to eating 

disorder behavioral symptoms among Caucasian participants only.  

Mediation effects by ethnic group: Eating disorder behavioral symptoms. 

Post-hoc analyses were again run in order to assess for the presence of mediation effects 

of maternal commentary on the relationship between family functioning and eating 

disorder behavioral symptoms for Caucasian participants. Post- hoc regressions 

predicting eating disorder behaviors was not run for Hispanic participants separately 

because it had already been determined in the post hoc mediation analysis predicting 

eating attitudes for Hispanics, that general family functioning does not significantly 

predict the proposed mediator, maternal commentary.  

 Therefore, post hoc regressions predicting eating disorder behavioral symptoms 

were run for Caucasian participants only (See Table 10). The first regression was not re-

run as it had previously been established in the post hoc mediation analysis predicting 

eating attitudes for Caucasians, that general family functioning accounts for significant 

variance in the proposed mediator, maternal commentary.  Regression analysis yielded 

that maternal commentary accounted for a significant portion of the variance in eating 

disorder behavioral symptoms, F(2, 133) = 12.92, p < .001, ΔR
2
 = .10, p < .001. Results 

from the final regression, which assessed for changes in the contribution of general 
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family functioning with and without the presence of the mediator, maternal commentary, 

yielded that general family functioning significantly predicted eating disorder behavioral 

symptoms in step two, F(2, 133) = 13.68, p < .001, ΔR
2
 = .11, p < .001. The third step, in 

which maternal commentary was included, explained a significant portion of the variance 

in the predictor variable as well, F(3, 132) = 13.91, p < .001, ΔR
2
 = .06, p < .01. Upon 

examination of the Beta coefficients, general family functioning (β = .27, p < .001) and 

maternal commentary (β = .26, p < .01) both significantly predicted eating disorder 

behaviors. The Beta coefficient for general family functioning decreased from step two (β 

= .33, p < .001) to step three (β = .27, p < .001), but remained significant in both steps.  

Results from a Sobel test indicated that the change in the Beta coefficient for 

general family functioning significantly decreased once maternal commentary was added 

into the regression analysis in step three, which supports that maternal commentary is a 

partial mediator in the relationship between general family functioning and eating 

disorder behavioral symptoms among Caucasian participants, z ′ = 2.13, p < .05. 

 In sum, results of the mediational analysis indicate that partial mediation of 

maternal commentary in the relation of family functioning to eating disorder attitudinal 

and behavioral symptoms observed for  the combined sample is present for Caucasian 

students but not for Hispanic students.   

 

 

 

 

 



 
 

 
 

CHAPTER V 

Discussion 

 The purpose of the current study was three-fold. The first objective was to 

examine the relative contribution of family functioning and peers’ and mothers’ messages 

regarding weight and body shape to Hispanic and Caucasian college women’s behavioral 

and attitudinal eating disorder symptoms. The second objective was to examine if peer 

influence moderates the relationship of maternal commentary about weight and body 

shape to eating disorder attitudinal and behavioral symptoms. Lastly, the third objective 

was to examine to what extent negative maternal commentary about weight and body 

shape mediates the relationship between general family functioning to behavioral and 

attitudinal eating disorder symptoms among Hispanic and Caucasian college women.   

  Findings support the association between family functioning, maternal 

commentary, and peer influence to Caucasian and Hispanic female undergraduate 

students reported eating disorder attitudinal and behavioral symptoms. The hypothesis 

that peer influence would serve as a moderating variable in the relation of maternal 

commentary to reported eating disorder symptoms was not confirmed. Lastly, the 

hypothesis that maternal commentary would serve as a mediating variable in the 

relationship of family functioning to eating disorder symptoms was supported when the 

data was examined for the entire sample. Results indicated that maternal commentary 

was a partial mediator; however, there were differences in the presence of maternal 

commentary as a mediator when examining the data by racial and ethnic group.  In the 

following discussion the results of the study are reviewed, limitations are identified and 

suggestions for future research are offered.  
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Group Differences 

 In the preliminary analysis, group differences by race and ethnicity were 

explored. Although examining acculturation was not a main focus of the current study, it 

was important to asses level of acculturation in order to more accurately describe the 

sample and to better understand what individuals this data would most likely generalize 

to. In addition, level of acculturation provided additional context to better explain and 

understand the presence and lack of ethnic group differences that emerged in the data. In 

terms of acculturation, results indicated that Caucasians, as expected, were more 

acculturated to Anglo culture and less acculturated to Hispanic culture than Hispanics.  

However, Hispanic participants showed relatively high levels of acculturation to both the 

Anglo and the Hispanic culture, suggesting that as a group they are highly integrated to 

Anglo culture and are bicultural.      

No ethnic group differences emerged in BMI, eating disorder attitudinal 

symptoms, or eating disorder behavioral symptoms. Previous studies have yielded mixed 

results in regards to whether or not there are racial and ethnic group differences in eating 

disorder symptomatology (Fairburn & Cooper, 1993; Fitzgibbon et al., 1998; Smith & 

Kreier, 1991; Story, French, Resnick, & Blum, 1995); however, these findings are 

consistent with a previous study (Winters, 2010) with Caucasian and highly acculturated 

Hispanic college women that showed no ethnic group differences in regards to BMI and 

eating disorder symptomatology.   

   Results indicated that Hispanics reported significantly higher levels of maternal 

commentary about body weight and shape compared to Caucasian participants; however, 

there were no ethnic group differences in family functioning or in peer influence. The 
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higher levels of maternal commentary about body weight and shape reported by 

Hispanics may be explained by Hispanic’s value of familism. It could be theorized that 

because Hispanic women may spend more time or attribute more importance to their 

interactions with their mothers, they could have been more aware of their mothers’ 

negative commentary and such comments may have had a greater impact on them 

compared to the Caucasian participants; however, this is only a possible explanation as 

the current study did not specifically assess participants’ endorsement of the value of 

familism.   

Relative Contribution of Maternal Commentary and Peer Influence 

 In regards to research questions one and two, maternal commentary and peer 

influence emerged as statistically significant predictors of eating disorder attitudes and 

eating disorder behaviors for both Caucasian and Hispanic participants. These results 

replicate findings from previous studies showing that maternal commentary (Annus et al., 

2007; MacBrayer et al., 2001; Smolack et al., 1999) and peer influence (Cromley et al., 

2010; Oliver, 1996; Salvy, Romero, Meyer & Gast, 2008; Taylor et al., 1998; Vander 

Wal, 2004; Van Den Berg et al., 2002; Young et al., 2001) are significantly related to 

reported eating disorder symptomatology.    

Although it has been well known in the literature that maternal commentary and 

peer influence are significantly related to eating disorder symptoms in general, there is a 

lack of information on how these variables are related to eating disorder attitudes and 

eating disorder behaviors separately. Ariazza and Mann (2001) noted the importance of 

assessing for attitudes and behaviors separately because the prevalence of these eating 

disorder symptoms can differ among different racial and ethnic groups and can also differ 
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among groups that are significantly different in reported BMI.  Consistent with previous 

research that used overall measures of eating disorders with primarily Caucasian 

participants (Kluck, 2008; McDermott, et al., 2002; McGrane & Carr, 2002; Van Den 

Berg et al., 2002, Young et al., 2001), in this study maternal commentary, peer influence, 

and family functioning contributed unique variance to both eating disorder behavioral 

and attitudinal symptoms. However, these relations were not moderated by ethnicity. 

These findings suggest that when controlling for BMI and family functioning, there are 

more similarities than differences in terms of the relation of family and peer dynamics to 

eating disorder symptoms among Caucasian and bicultural Hispanic college women.  

Peer Influence as a Moderating Variable 

 In regards to research questions three and four, contrary to what was 

hypothesized, peer influence did not moderate the relation of maternal commentary to 

either eating disorder attitudinal or behavioral symptoms. Further analyses revealed the 

absence of a three-way interaction of maternal commentary by peer influence by 

ethnicity. Taken as a whole, these findings suggest that for Caucasian and bicultural 

Hispanic college women, both maternal and peer dynamics regarding eating and body 

shape contribute unique variance to eating disorder behavioral and attitudinal symptoms. 

Therefore, when working with eating disorder symptomatology among undergraduate 

Caucasian and bicultural Hispanic women, it would be important to assess not only 

family factors but to also explore the impact of peers’ comments and indirect messages 

regarding the drive for thinness in relation to one’s attitudes and behaviors related to 

eating, shape, and weight.  
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Maternal Commentary as a Mediating Variable 

  Results showed that for the combined group of participants, maternal  

commentary served as a partial mediator in the relation of family functioning to both 

eating disorder attitudinal and behavioral symptoms.  These findings suggest that family 

dysfunction has both a direct and indirect relation to eating disorder symptoms. As 

hypothesized, in more dysfunctional families, college women perceived higher levels of 

mothers’ negative commentary regarding weight and shape, and these negative maternal 

interactions in turn, partially explained the relation of family dysfunction to eating 

disorder symptoms.  Thus, the current study adds to the understanding of one of the path 

ways through which family functioning relates to eating disorder symptomatology. These 

findings provide some clarity regarding an aspect of the mother-daughter relation, 

specifically concerned with eating and body shape, that helps explain the relation 

between family functioning and disordered eating among college women and has begun 

to identify maternal commentary about body weight and shape as a factor that might 

distinguish the relationship of family functioning and eating disorder symptoms from 

family functioning and other mental health diagnosis.  

 Although mediation effects of maternal commentary were found, the original 

analysis only produced results based on the sample as a whole. Within the literature it is 

evident that research regarding the predictors of eating disorders among Caucasian 

college women is much more extensive than the research regarding Hispanic college 

women. Thus, there is a lack of research on Hispanic women in relation to eating disorder 

symptomatology. Within the studies that do recruit diverse samples, many examine the 

data only in terms of the group as a whole and do not actually examine the data based on 
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racial and ethnic group. In order to begin to address this gap in the literature, not only 

was the data analyzed based on the entire sample of Caucasian and Hispanic college 

women, but the mediation effects were also analyzed by racial and ethnic group. 

  Results from the bivariate correlations showed that for Hispanics, general family 

functioning was not associated to maternal commentary or to eating disorder behavioral 

symptoms indicating that the mediation effects should be interpreted cautiously for the 

Hispanic participants. It is uncertain as to why differences in the relation of family 

functioning to maternal commentary and to eating disorder behaviors were found 

between racial and ethnic groups. As it has been identified in others studies, it  may be 

that adherence to the value of familism within Hispanic culture provides protective 

factors (e.g., feelings of loyalty, reciprocity and solidarity among family members that 

relates to less internalization of mother’s comments) within a family, even within the 

families that do experience significant family dysfunction. Protective factors could help 

explain the results related to Hispanics in which family dysfunction was positively 

associated to eating disorder attitudes but not to the potentially more severe symptoms 

such as eating behaviors. While the data did not examine the constructs of familism, this 

is one potential hypothesis as to why family functioning significantly predicted eating 

disorder attitudes but not eating disorder behaviors and why maternal commentary did 

not emerge as a mediating variable among the Hispanic participants. In addition, 

compared to Caucasians, Hispanic participants reported significantly more negative 

maternal commentary about body weight and shape but similar levels of eating disorder 

symptomatology. These findings suggest that among Hispanic women there may be some 

factors (e.g. familism) that buffer the relation of negative maternal commentary to  
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eating attitudes and behaviors.   

 These results highlight the importance of not just analyzing the data as a whole 

and generalizing the results to the entire sample, but examining the data based on each 

subgroup’s responses to see if findings  hold for each group.  Overall results support that 

the association of maternal commentary about weight and shape, general family 

functioning, and peer influences uniquely contribute to both attitudinal and behavioral 

eating disorder symptoms. In conclusion, Caucasian and bicultural Hispanic college 

women who report family dysfunction in the areas of problem solving, communication, 

and affective responsiveness as well as report more exposure to negative commentary 

about body weight and shape from their mothers and from their peers are more likely to 

report eating disorder symptomatology. Thus, when working with Caucasian and 

bicultural Hispanic college women presenting with eating concerns, it would be 

important to attend to their perception of the functioning of the family in regards to 

communication styles, typical ways that they handle conflict, and how they express 

emotion amongst family members as well as the mother daughter relationship. 

Ultimately, drawing connections between how these family factors impact eating 

attitudes and behaviors could increase insight into one’s eating attitudes and behaviors 

and could identify important areas to focus on in the treatment of disordered eating 

among Caucasian and bicultural Hispanic college women.  

Limitations 

 Because the current study utilized self report measures via an online research 

database, multiple threats to the study’s internal validity exist. First the researcher was 

not able to control when or how the professor introduced the study to the student’s, 
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therefore variations in the study description serve as possible threats to the internal 

validity of the study. In regards to the online nature of the study, students were able to 

access and complete the surveys at their discretion making it impossible for the 

researcher to control the temperature of the room, external noises, interruptions, the 

presence of other individuals being in the room, etc. Therefore any of the aforementioned 

environmental confounds could be a risk to the study’s the internal validity. An additional 

limitation to using an online database to collect data is that is that the order of the 

questionnaires was not randomized. Therefore, it was impossible to control for potential 

carry over effects of the questionnaires. 

The internal validity is also threatened because the study is comprised solely of 

self-report questionnaires. Due to the nature of self-report instruments, it is unknown if 

participants were truthful in their responding. Regarding specifics of the instruments that 

were used, the FERFQ does not have any solid validity statistics. Because of the lack of 

validity studies it has not been definitively determined if the instrument actually measures 

what it what designed to measure which introduces another possible threat to the internal 

validity. Lastly, because the study will only be given to college students at the University 

of Houston, the results of this study may not be generalizable to college students at other 

universities or the general population, which directly influences the external validity of 

the study. 

Future Research 

Future studies should use methods to collect data other than an online survey 

system. By administering paper and pencil versions of the surveys in person the 

researcher will have more control over environmental confounds that are not possible to  
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control via online survey systems. In addition, it would be important to randomize the  

order of the surveys given to each participant to control for carry over effects.   

  Although the results of the current study and a previous study (Winters, 2010) 

suggest that there are no significant differences among Caucasian and Hispanic college 

women’s reported level of family functioning and eating disorder attitudinal and 

behavioral symptoms, these two studies are the first studies to explore racial and ethnic 

differences among family functioning and eating disorder symptoms using the FAD. 

Because much of the literature still remains mixed in regards to ethnic group differences 

in eating disorder symptoms, it would be important to conduct future studies that 

replicate the current study in order to build a greater consensus that eating disorder 

symptomatology and its relationship to family factors is not just a mental health concern 

among Caucasian females. In addition to this, future studies are needed to continue to 

explore if the current understanding of the relationship between family functioning and 

eating disorder symptoms is generalizeable to other races and ethnicities other than 

Caucasian and Hispanic females. 

 While the current study and the previous study (Winters, 2010) identified that 

there is a significant relationship between family factors and eating attitudes and 

behaviors among both Caucasian and Hispanic college women, post hoc analyses 

suggested that maternal commentary about body shape and weight mediated the relation 

of family function to eating disorder symptoms only for Caucasian participants. The 

current data suggests the factors that impact the relationship between family functioning 

and eating pathology are different among Hispanics and Caucasians. Therefore, future 

studies should explore the possibility of assessing factors important to each race and 
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ethnicity. For example, when studying family factors among Caucasian and Hispanic 

women it could prove valuable to assess participants’ level of familism, a factor 

previously discussed as important to many Hispanics that might help to explain why 

maternal commentary did not emerge as a partial mediator for Hispanics. In addition, 

exploring the extent to which individuals internalize messages from mother could also 

help to explain the differences that emerged among the Hispanic and Caucasian group in 

the current study. Therefore, exploring additional factors among each racial and ethnic 

might help to achieve greater clarity in regards to the relationship of family factors to 

eating disorder symptoms among different racial and ethnic groups.  
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