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The purpose of this investigation was to examine the moderating effect of
feminine gender role stress on disordered eating behaviors and depression. It was
hypothesized that feminine gender role stress would significantly moderate the
relationship between disordered eating and depression, such that disordered eating
behaviors would be more strongly associated with depression when FGRS total and
subscale scores were high. These hypotheses were tested by surveying a sample of 334
university students (mean age = 20.54 years), all of whom were cisgender women.
Participants completed self-report measures including the Eating Attitudes Test-26, Beck
Depression Inventory, Feminine Gender Role Stress Scale, and Demographics. Results
suggest that feminine gender role stress moderates the relationship between disordered
eating and depression such that the association is stronger at low levels of feminine
gender role stress.
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Introduction

Disordered eating behaviors and depression are conditions for which women are
particularly at risk; anorexia nervosa (AN) and bulimia nervosa (BN) are far more
common in women than in men (Hudson et al., 2007; Woodside et al., 2001), and the
same effect is observed in depression (Marcus et al., 2005; Nolen-Hoeksema, 1990). In
particular, college women are more likely to experience disordered eating and depression
than women in the general population (Eisenberg et al., 2011; Favaro et al., 2003;
Gonzalez et al., 2010; Peden et al., 2000). And while past research has demonstrated the
frequent comorbidity between disordered eating behaviors and depression in women
(Gadalla & Piran, 2008; Santos et al., 2007), the exact mechanisms which underlie this
relationship have not yet been established. One potential explanation for the comorbidity
is feminine gender role stress (FGRS), or the cognitive appraisal of threats and challenges
to stereotypical feminine gender role behavior (Gillespie & Eisler, 1992). High appraisal
of stressors that are particularly salient for women has been endorsed in samples of
women who experience depression, and in those who engage in disordered eating
behaviors (Gillespie & Eisler, 1992; Martz et al., 1995); however, no study to date has
examined the interaction between these three variables. Therefore, the goal of the present
study will be to examine the moderating effect of feminine gender role stress on the
relationship between disordered eating behaviors and depression in a sample of college
women.
Disordered Eating and Depression Prevalence and Incidence

Disordered eating in college-aged women



Eating disorders, including anorexia nervosa (AN), bulimia nervosa (BN), and
other-specified feeding/eating disorders (OSFED), are complex, severe, and sometimes
chronic disorders that often first present in adolescence or young adulthood for women
(Lewinsohn et al., 2000; Woodside & Garfinkel, 1992). Stice and colleagues (2013)
estimate that the lifetime prevalence rates of AN, BN, and OSFED are 0.8%, 2.6%, and
11.5%, respectively. However, these rates may be elevated among women attending
college; for example, the most recent American College Health Association's National
College Health Assessment (ACHA-NCHA 111; 2020) suggests that 6% of female college
students have been diagnosed with an eating disorder such as AN or BN. Other research
suggests that up to 13.5% of college women meet clinical criteria for AN, BN, or OSFED
(Eisenberg et al., 2011). Research indicates that these rates are much higher than among
the general population; in a prevalence study of young women in the general population,
lifetime rates of AN and BN were 2.0% and 4.6% respectively (Favaro et al.,

2003). However, eating disorders include a wide range of symptoms and severity; even if
an individual is not diagnosed with an eating disorder, some disordered eating behaviors
may be indicative of serious psychological distress. Disordered eating behaviors are
prominent among female college students, including those who do not have a clinical
diagnosis of an eating disorder; one study found that nearly two-thirds of college women
reported dieting behavior that was "intense™ or classified the women as "at-risk" for an
eating disorder (Krahn et al., 2005). In another study, 60% of college women reported
chronic dieting or binge eating, and among these women 69% reported using
compensatory behaviors (i.e. purging, diet pills, diuretics, fasting) in order to control

weight (Tylka & Subich, 2002). Many have speculated as to why this population is



particularly vulnerable; one explanation for the high rates of disordered eating behaviors
in college women is that risk factors for disordered eating, such as depression, develop as
women enter young adulthood (Herzog, 1992; Oldehinkel et al., 1999). Another
explanation is that disordered eating behaviors and eating disorders typically develop in
adolescence and continue during the time that many young women are attending college,
and incidence rates do not tend to decrease until young adulthood (Lewinsohn et al.,
2000). Still, others argue that environmental factors, such as the unique social and
academic stressors associated with attending college may put students at increased risk
for disordered eating behaviors (Compas et al., 1986). Thus, research is still vague in
regard to understanding the exact factors and mechanisms which influence disordered
eating behaviors in college women.

Depression in college-aged women

Depression refers to a continuum including depressed mood, symptoms of
psychological distress, and diagnosable disorders such as Major Depressive Disorder
(MDD). For the purposes of this paper, depression will refer to symptoms associated
with MDD. Affective, cognitive, behavioral, and physiological disturbances associated
with depression include depressed mood, inability to concentrate, diminished interest and
activity in activities, and fatigue or loss of energy (American Psychiatric Association,
2013). The ACHA-NCHA 111 (2020) report suggests 25% of college women have been
diagnosed with MDD. Absent a diagnosis of MDD, depressive symptoms are still high
among college women; previous research found 35% of college women had severe
depressive symptoms (Peden et al., 2000). Compared to the general population, these

rates are much higher; in an examination of MDD and depression in the general



population, 4.0% of women had been diagnosed with MDD, while 6.1% experienced
depressive symptoms (Gonzalez et al., 2010). College students endorse a number of
variables which contribute to their development of depression, including internal factors
such as hopelessness and helplessness, and external factors such as relationship problems
with a partner (Furr et al., 2001). College students also endorse variables that are specific
to or particularly salient for individuals attending college, including grade problems,
loneliness, and money problems (Furr et al., 2001). It is imperative that we understand
the development of depression in college students, due to its documented relationship to
other psychiatric disorders, like eating disorders (Ward & Hay, 2015), as well as its
relationship to suicide (Furr et al., 2001). Depression has consistently been identified in
the literature as a risk factor for eating disorders; between 20-80% of individuals with AN
and 20-76% of individuals with BN report at least one lifetime major depressive episode
(Bulik, 2002; Garfinkel et al., 1995; Hudson et al., 2007). In a nonclinical sample of
college women, depression was significantly higher among individuals with eating
disorder risk than individuals who did not present eating disorder risk (Fragkos &
Frangos, 2013). While it is evident that the relationship between depression and
disordered eating in college women is robust, understanding which variables contribute to
this relationship is an important direction for research to follow.

Disordered eating and depression comorbidity

It should be noted that although research has determined that disordered eating
and depression frequently co-occur, determining the temporal relationship between the
two is much more difficult. Research has found that both patterns of onset may occur;

that is, depression before disordered eating and vice versa (Bulik, 2002). In a sample of



individuals with eating disorders, 34.5% reported MDD onset prior to ED onset, while
the remainder either reported MDD onset after ED onset or contemporaneous onset
(Fernandez-Aranda et al., 2007). Determining the temporal onset of these disorders may
be difficult, or even irrelevant, given that this same study found that 67% of individuals
experienced the onset of both ED and MDD within the same 3-year window (Fernandez-
Aranda et al., 2007). Given that these disorders frequently develop simultaneously or
near simultaneously, determining the risk factors that contribute to this relationship are of
utmost importance.
Feminine Gender Role Stress

Gender differences in ED

It has been well established that the incidence and prevalence of eating disorders
differs by gender; epidemiological studies have demonstrated AN and BN are far more
prevalent in women than in men (Hoek, 2006; Striegel-Moore & Bulik, 2007). Stice and
Bohon (2012) found that 0.9% - 2.0% of women and 0.1% - 0.3% of men will develop
AN, and 1.1% - 4.6% of women will develop BN, compared to 0.1% - 0.5% of
men. Even among nonclinical populations, disordered eating behaviors occur more
frequently in women than in men. In a sample of 1,709 adolescents, female participants
scored significantly higher than male peers on measures assessing drive for thinness,
bulimia, body dissatisfaction, and inappropriate compensatory behaviors (Lewinsohn et
al., 2002). Further, in a sample of 2,448 undergraduate students who were administered
the Eating Disorders Examination Questionnaire (EDE-Q); Fairburn & Beglin, 2008),
college women scored significantly higher on total score as well as each subscale score

(i.e. restraint and eating, weight, and shape concerns) than college men (Quick & Byrd-



Bredbenner, 2013). Additionally, college women in this same sample tended to engage
in inappropriate compensatory behaviors, such as dietary restraint, self-induced vomiting,
and excessive exercise more frequently than male counterparts (Quick & Byrd-
Bredbenner, 2013).

Gender differences in depression

One of the most robust findings in previous research is the different rates of
depression by gender. In a systematic review of studies published between 1993 and
2002, depressive symptoms were more prevalent in women than in men at a ratio of
about 2:1 (Kuehner, 2003). This same review found that depression rates between males
and females begin to diverge mid-puberty, and the difference in rates between gender
continues to increase with age into young adulthood (Kuehner, 2003). This trend is also
captured among nonclinical samples. In a study of depressive symptoms and risk factors
in adolescents, girls endorsed significantly more depressive symptoms than boys, and
girls were more likely to experience a major depressive episode than boys at a ratio of
about 2:1 (Galambos et al., 2004). Furthermore, Marcus and colleagues (2005)
demonstrated that depressive symptoms vary by gender in presentation; in a sample of
1500 outpatients (62.8% women) diagnosed with major depressive disorder (MDD),
women had a significantly earlier age of onset of MDD than men, and reported that their
current major depressive episode was significantly longer than male counterparts (Marcus
et al., 2005). Women also experienced greater severity of symptoms, with significantly
higher scores on the Inventory of Depressive Symptomatology (IDS-C30; Rush et al.,
1996) than men (Marcus et al., 2005). Moreover, while men were more likely to endorse

symptoms associated with obsessive compulsive disorder and substance use disorder,



women were more likely to endorse symptoms associated with generalized anxiety
disorder, somatoform disorders, and bulimia (Marcus et al., 2005).

Feminine gender role stress

In order to explain gender differences in the rates of mental disorders like
depression and eating disorders, it has been theorized that the salience of and adherence
to gender roles may impact the development of psychopathology (Wethington et al.,
1987). Wethington and colleagues (1987) propose that psychologically taxing events and
stimuli may affect men and women differently based upon the event or stimuli's
relevance to traditional gender roles. For example, experiences related to weight control,
lack of high-quality emotional support, and stressors in the lives of significant others are
consistently rated as more stressful for women than for men (Almedia & Kessler, 1998;
Wethington et al., 1987). For those who adhere to traditional gender role norms, certain
situations and the responses that they elicit may be experienced as stressful if these
situations and responses threaten specific gender role norms; for instance, failing to
provide adequate emotional support in a close personal relationship may be particularly
stressful for women who adhere to traditional feminine gender role standards for
nurturant behavior (Eisler & Skidmore, 1987). It has been proposed that cognitive
appraisal and coping are influenced by gender role socialization, which in turn creates
different vulnerabilities for men and women to particular stressors (Eisler & Skidmore,
1987). Gillespie and Eisler (1992) empirically and comprehensively identified specific
feminine gender role stressors and their dimensions. The Feminine Gender Role Stress
scale (FGRS; Gillespie & Eisler, 1992) contains five subscales based on stress responses

to situations that are particularly salient for women; fear of unemotional relationships,



fear of physical unattractiveness, fear of victimization, fear of behaving assertively, and
fear of not being nurturant.

The fear of unemotional relationships subscale contains items that reflect
emotional detachment in intimate relationships, and stressors on this factor reflect a fear
of failing to develop emotionally close relationships to others (Gillespie & Eisler,

1992). Stressors include items such as "being taken for granted in a sexual relationship,"
"having an intimate relationship without any romance," and "not being able to meet
family members' emotional needs” (Gillespie & Eisler, 1992). Items in this subscale may
be particularly salient for college women; college, and the first year in particular, is an
important developmental time when young adults transition to environments with less
parental monitoring, less structure, increased flexibility in schedules, and increased
sexual exploration. "Hookups," or sexual interactions that occur outside of committed
relationships (Claxton & van Dulmen, 2013), are an increasingly common form of sexual
exploration among young adults. Hookups include a variety of sexual behaviors (i.e.
Kissing, oral sex, vaginal sex), occur between individuals who are not in a committed
relationship, and future romantic interaction is not necessarily implied (Holman & Sillars,
2011; Lewis et al., 2012). Among college students, it is estimated that lifetime prevalence
rates range from 60%-80% (Garcia et al., 2012).

The fear of physical unattractiveness subscale emphasizes stressors associated
with traditionally unfeminine physical attributes, such as obesity and maturity. These
items reflect stressors related to achieving and maintaining society's idea of what a
female body should look like, and include items such as "being perceived by others as

overweight,” "being heavier than your mate," and "being unable to change your



appearance to please someone" (Gillespie & Eisler, 1992). This subscale is of particular
interest to the present study. Notable pathology of eating disorders includes excessive
preoccupation with body shape or weight, and self-evaluation is influenced unduly by
these factors (American Psychiatric Association, 2013). Studies have confirmed
correlations between eating pathology and drive for thinness. Garner and colleagues
(1987) identified high drive for thinness as predictive of later development of disordered
eating behaviors. In a sample of adolescent girls, an item assessing fear of fatness
predicted development of disordered eating behaviors over time (Button et al.,

1996). Moreover, in a study of female students enrolled in university, high drive for
thinness was related to more severe anorexic and bulimic symptoms at a four month
follow up (Dobmeyer & Stein, 2003). Because a drive for thinness is related to a fear of
physical unattractiveness, and excessive preoccupation with body shape or weight is
essential to eating disorder pathology, it is expected that this subscale of the FGRS will
be particularly important in this study of disordered eating behaviors.

Fear of victimization is concerned with situations in which women are exposed to
harm or potential violence, and women who score high on this factor may view
themselves as unable to prevent victimization (Gillespie & Eisler, 1992). Most of the
items on this subscale emphasize helplessness and include items such as "having your car
break down on the road,” "feeling that you are being followed by someone,” and "hearing
that a dangerous criminal has escaped nearby" (Gillespie & Eisler, 1992). As campus
crime has remained a top safety concern over recent years, items on this subscale may be

particularly salient for college women. Between 1995 and 2004, college students



reported an average of over 463,000 incidences of violence each year, including more
than 106,000 aggravated assaults and 284,000 simple assaults (Hart, 2007).

The fourth subscale, fear of behaving assertively, describes interpersonal
confrontations and situations that require assertive coping behavior and includes stressors

such as "negotiating the price of car repairs,” "supervising older and more experienced
employees at work," and "talking with someone who is angry at you" (Gillespie & Eisler,
1992). Situations such as these may be particularly threatening or stressful for women
because they require a violation of traditional feminine norms of passivity and
acquiescence (Gillespie & Eisler, 1992).

The fifth and final subscale, fear of not being nurturant, involves situations that
reflect a fear of having inadequate nurturing skills compared to traditional feminine
gender role standards (Gillespie & Eisler, 1992). Stressors include "your mate is

unemployed and cannot find a job," "a very close friend stops speaking to you," and
"losing custody of your children after a divorce” (Gillespie & Eisler, 1992). High scores
on items related to a significant other, referred to as a mate, may indicate a perceived
failure to fulfill the traditional feminine gender role of being both a helpmate and a
nurturer (Gillespie & Eisler, 1992).

Since its inception, the FGRS has demonstrated a strong positive relationship
between endorsement of traditional feminine gender role stress and disordered eating
behaviors. In one study, women with a clinical diagnosis of BN reported significantly
higher levels of feminine gender role stress than the control group of college women

(Bekker & Boselie, 2002). In another sample of inpatient women diagnosed with eating

disorders, psychiatric female inpatients with other diagnoses, and non-hospitalized
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college women, the FGRS scale was able to discriminate ED diagnosis from the groups
without an ED diagnosis (Martz et al., 1995). Moreover, women with ED in this study
scored significantly higher on the subscales of fear of unemotional relationships, fear of
physical unattractiveness, fear of victimization, and fear of behaving assertively
compared to individuals with other psychiatric diagnoses or female college students
(Martz et al., 1995). Results from these studies suggest that FGRS may be an important
component in the development of psychiatric disorders that are theorized to have a
gender role component, like eating disorders.

Facets of the FGRS have also demonstrated a relationship with depression; total
FGRS scores were significantly related to self-reported depression in a sample of college
women, with the fear of physical unattractiveness and fear of behaving assertively
subscales as the most significant predictors of depression (Gillespie & Eisler,
1992). This correlation between FGRS and depression scores supports previous research
that suggests traditional feminine gender role standards may be linked to maladaptive or
depressive coping strategies (Nolen-Hoeksema, 1987).

Rationale and Hypotheses

Given that eating disorders and depression are pervasive disorders that are
increasing in prevalence (Currin et al., 2005; Hidaka, 2012; Twenge et al., 2010), and
given the high comorbidity between the two disorders (Hudson et al., 2007; Santos et al.,
2007), it is imperative to understand the relationship between disordered eating behaviors
and depression. And considering women experience both eating disorders and depression
at higher rates than men (Kuehner, 2003; Stice & Bohon, 2012), it is important to

consider how factors related to traditional gender roles may influence the development of
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these disorders. Although previous research has demonstrated that endorsement of
traditional feminine gender roles correlates with disordered eating and depression
(Bekker & Boselie, 2002; Gillespie & Eisler, 1992), no study to date has examined
whether the comorbid development of disordered eating and depression may depend on
endorsement of traditional feminine gender roles. That is, higher feminine gender role
stress may moderate the relationship between disordered eating and

depression. Additionally, although previous research has demonstrated the relationships
between disordered eating and depression, disordered eating and feminine gender role
stress, and depression and feminine gender role stress (Gillespie & Eisler, 1992; Martz et
al., 1995; Santos et al., 2007), the relationship between the three factors has not yet been
examined. The current study sought to fill a gap in the literature by examining the
relationship between disordered eating behaviors, depression, and feminine gender role
stress.

In a sample of college women, it was expected that feminine gender role stress
would be significantly positively associated with disordered eating behaviors and
depression. We also expected that FGRS would moderate the relationship between
disordered eating behaviors and depression, such that disordered eating behaviors would
be more strongly associated with depression when total FGRS scores are high. It was
predicted that disordered eating behaviors would be more strongly associated with
depression when FGRS subscale scores (i.e. fear of unemotional relationships, fear of
physical unattractiveness, fear of victimization, fear of behaving assertively, fear of not
being nurturant) are high. It was also predicted that among these subscale scores the fear

of physical unattractiveness score would account for most of the variance. Additionally,

12



given the difficulty in determining the temporal development of disordered eating
behaviors and depression (Bulik, 2002), we also sought to explore whether FGRS would
moderate this relationship if the predictor and outcome variables were reversed; that is,
we predicted that feminine gender role stress would moderate the relationship between
disordered eating behaviors and depression, such that depression would be more strongly
associated with disordered eating behaviors when total FGRS scores are high, and when
FGRS subscale scores are high.
Method

Participants and Procedure

Participants were recruited from the student population at Western Kentucky
University through a university-wide mass email. Inclusion required that individuals
were cisgender women; that is individuals who were assigned the female gender at birth,
who identify as female, and who have female reproductive organs (Aultman,
2014). Participants were excluded based on missing data. Participants completed the
study online via Qualtrics. Prior to the questionnaire, participants completed an informed
consent document and confirmed that they were between 18-25 years of age and a
cisgender woman. Individuals then completed a demographics form and the measures
relating to depression, disordered eating, and feminine gender role stress.

One question on the BDI-11 asks about suicidal thoughts; if participants rated a 2
("1 would like to kill myself") or 3 ("I would kill myself if | had the chance"), a pop-up
window appeared in Qualtrics containing information about available crisis
services. Participants who received this pop-up message acknowledged that they read the

crisis information before they were able to complete the study. At the completion of the
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survey, all participants regardless of whether or not they indicated suicidal ideation,
received information about mental health and emotional support services available to
students on campus, in the community, and information about national crisis lines.
Measures

Disordered Eating Behaviors. The Eating Attitudes Test-26 (EAT-26; Garner,
Olmstead, Bohr & Garfinkel, 1982) is a 26-item, self-report questionnaire designed to
measure disordered eating pathology. The measure yields a total score and three subscale
scores based on dieting (i.e. "I engage in dieting behavior"), bulimia and food
preoccupation (i.e. "I vomit after | have eaten,” "I find myself preoccupied with food"),
and oral control (i.e. "I avoid eating when | am hungry™). Responses are scored on a 6-
point Likert scale ranging from 6 (always) to 1 (never). Although the EAT-26 is not
intended as a diagnostic tool for eating disorders, higher scores indicate more disordered
eating behaviors, and denote concerns regarding body shape, body weight, and eating
(Garner etal., 1982). A total score of 20 or higher is considered to be significant and
may suggest a clinically significant level of disordered eating (Dotti & Lazzari, 1998;
Garner et al., 1982; Patton, Johnson-Sabine, Wood, Mann & Wakeling, 1990). The EAT-
26 is a valid tool for assessing total disordered eating behaviors, and has demonstrated
good internal consistency (as = .78 - .86); likewise, the subscales have also demonstrated
good internal consistency (a = .80 for dieting, a = .67 for bulimia and food
preoccupation, and a = .56 for oral control) (Garner et al., 1982; Gleaves, Pearson,
Ambwani & Morey, 2014; Lee et al., 2002). In the current sample, the reliability

coefficient for the EAT-26 was .899.
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Feminine Gender Role Stress. The Feminine Gender Role Stress scale (FGRS;
Gillespie & Eisler, 1992) is a 39-item, self-report questionnaire designed to assess the
cognitive appraisal of threats and challenges to stereotypical feminine gender role
behavior. The measure yields a total score and five subscale scores based on fear of
unemotional relationships (i.e. "Feeling pressured to engage in sexual activity"), fear of
physical unattractiveness (i.e. "Being perceived by others as overweight™), fear of
victimization (i.e. "Hearing a strange noise while you are home alone™), fear of behaving
assertively (i.e. "Bargaining with a salesperson when buying a car™), and fear of not being
nurturant (i.e. "A very close friend stops speaking to you™). Responses are scored on a 6-
point Likert scale ranging from 0 (not at all stressful) to 5 (extremely stressful). Previous
research found that women appraise situations on the FGRS as significantly more
stressful than men, indicating that these stressors are particularly salient for women
(Gillespie & Eisler, 1992). The FGRS has demonstrated good test-retest reliability (r =
.82), and the subscales have demonstrated good internal consistency (a = .83 for fear of
unemotional relationships, a = .81 for fear of physical attractiveness, a = .77 for fear of
victimization, a = .80 for fear of behaving assertively, and a = .73 for fear of not being
nurturant) (Gillespie & Eisler, 1992). In the current sample, the reliability coefficient for
the FGRS was .896. The reliability coefficients for the subscale scores are as follows:
fear of unemotional relationships, .768; fear of physical unattractiveness, .829; fear of
victimization, .732; fear of behaving assertively, .723; and fear of not being nurturant,
.785.

Depressive Symptoms. The Beck Depression Inventory, second edition (BDI-II;

Beck, Steer & Brown, 1996) is a 21-item self-report questionnaire designed to measure
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the severity of depressive symptoms in adolescents and adults. Respondents indicate
which statement best describes how they felt during the past two weeks on a 4-point
Likert scale ranging from 0 to 3 (i.e. O for "I do not feel sad" and 3 for "I am so sad and
unhappy that | can't stand it"). The measure yields a total score which indicates severity
of depressive symptoms; scores ranging from 0 to 13 are indicative of minimal
depression, scores ranging from 14 to 19 are indicative of a mild level of depression,
scores ranging from 20 to 28 are considered moderate, and scores ranging from 29 to 63
are considered severe (Beck et al., 1996; Dozois, 2010). The BDI-II has been found to be
a psychometrically sound instrument for assessing depressive symptoms and has
demonstrated excellent internal consistency (a =.91 - .93) and good test-retest reliability
(r=.72) (Beck et al., 1996; Dozois & Covin, 2004; Yin & Fan, 2000). In the current
sample, the reliability coefficient for the BDI-11 was .931.

Demographics. Demographics were assessed in a questionnaire with questions
asking the participants age, gender identity, sexual orientation, race/ethnicity, year in
school, and relationship status. Participants were also asked to indicate if they were
currently in therapy or seeing a counselor.

Results

Data were collected from 334 college students who met the inclusion criteria of
identifying as a cisgender woman between the ages of 18-26. The mean age was 20.54
years (SD = 1.86). The majority of individuals were white (83.9%), followed by
Black/African-American (6.4%), Asian (4.3%), Hispanic/Latino(a) (2.7%), Multi-ethnic
(2.4%), and Native American (0.3%). Additionally, the majority of individuals identified

as Heterosexual/straight (63.5%), followed by Bisexual (26.1%), and
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Gay/lesbian/homosexual (3.3%). Bivariate correlations were run between all variables,
and all associations were significant except for those between BDI total score and fear of
victimization, EAT total score and fear of unemotional relationships, EAT total score and
fear of victimization, and EAT total score and fear of not being nurturant. Pearson’s
correlations were used to determine if FGRS was significantly positively associated with
disordered eating behaviors and depression. See Table 1 for descriptive data on all study

measures and correlations between variables.
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** Correlation is significant at the .01 level (2-tailed).

Moderation analyses using the PROCESS Macro for SPSS (Hayes, 2013) were

used to test our hypotheses. In the first hypothesis which predicted that FGRS would
18



moderate the relationship between disordered eating behaviors and depression, total
disordered eating behaviors score from the EAT-26 was entered as the independent
variable, total depression score from the BDI-1l was entered as the dependent variable,
and total FGRS score was entered as the moderator. The overall model was significant
and accounted for 30.4% of the variance, F(3, 240) = 34.972; p < .001. EAT total score
and FGRS total score were significantly associated with BDI total score; the interaction
was also significant, B = -.006, t =-2.461, p = .015 (Figure 1). Simple slopes analyses
of the interaction found that the relationship between disordered eating behaviors and
depressive symptoms was significant when FGRS scores were low, coeff = .515, t =
6.209, p <.001, 95% CI [.351, .678], as well as when FGRS scores were high, coeff =

.235,t=23.24, p =.001, 95% CI [.092, .379]. Notably, the association is strongest at low

levels of FGRS.
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Figure 1. FGRS total score moderates EAT total score and BDI total score.
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For the second hypothesis which predicted that disordered eating behaviors would
be more strongly associated with depression when specific FGRS subscale scores are
high, five moderation analyses were run; one for each subscale of the FGRS (fear of
unemotional relationships, fear of physical unattractiveness, fear of victimization, fear of
behaving assertively, and fear of not being nurturant). In each, total disordered eating
behaviors score from the EAT-26 was entered as the independent variable, total
depression score from the BDI-11 was entered as the dependent variable, and the
respective FGRS subscale was entered as the moderator.

In the model using the fear of unemotional relationships subscale, the overall
model was significant and accounted for 25.7% of the variance, F(3, 242) = 27.955; p <
.001. EAT total score and the fear of unemotional relationships subscale score were
significantly associated with BDI total score. However, the interaction was not
significant, B =—-.006, t =—.902, p = .368. In the model using the fear of physical
unattractiveness subscale, the overall model was significant, and accounted for 33.4% of
the variance, F(3, 246) = 41.204; p <.001. The EAT total score and fear of physical
unattractiveness subscale score were significantly associated with BDI total score; the
interaction was not significant, B = -.012, t =-1.308, p =.192. In the model using the
fear of victimization subscale, the overall model was significant and accounted for 24.5%
of the variance, F(3, 251) = 26.994; p < .001. In this model, the EAT total score, but not
the fear of victimization subscale score, was significantly associated with BDI total score;
the interaction was not significant, B =—.007, t =797, p = .426. In the model using the

fear of behaving assertively subscale, the overall model was significant and accounted for
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29.4% of the variance, F(3, 250) = 34.775; p <.001. EAT total score and the fear of
behaving assertively subscale score were significantly associated with BDI total score;
the interaction was also significant, B = —.022, t = -2.702, p = .007 (Figure 2). Simple
slopes analyses of the interaction found that the relationship between disordered eating
behaviors and depressive symptoms was significant when fear of behaving assertively
scores were low, coeff = .529, t = 7.7, p <.001, 95% CI [.394, .665], and when scores
were high, coeff = .266, t = 3.746, p < .001, 95% CI [.126, .406]. The association is
strongest at low levels of fear of behaving assertively. Finally, in the model using the
fear of not being nurturant subscale, the overall model was significant, and accounted for
25.6% of the variance, F(3, 246) = 28.162; p < .001. EAT total score and the fear of not
being nurturant subscale score were significantly associated with BDI total score; the
interaction was significant , B =—-.016, t =-1.97, p = .05 (Figure 3). Simple slopes
analyses of the interaction found that the relationship between disordered eating
behaviors and depressive symptoms was significant when fear of not being nurturant
scores were low, coeff = .566, t = 6.876, p <.001, 95% CI [.404, .728], and when scores
were high, coeff = .35, t = 5.042, p <.001, 95% CI [.213, .486]. As demonstrated by the

coefficients, the association is strongest at low levels of fear of not being nurturant.
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Figure 2. Fear of Behaving Assertively moderates EAT total score and BDI total score.
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Figure 3. Fear of Not Being Nurturant moderates EAT total score and BDI total score.
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Exploratory Analyses

As we also tested the relationship between disordered eating behaviors and
depression in the opposite direction, six more analyses were run. In our first exploratory
hypothesis that depression would be more strongly correlated with disordered eating
behaviors when total FGRS scores were high, total depression score from the BDI-I1 was
entered as the independent variable, disordered eating behaviors score from the EAT-26
was entered as the dependent variable, and total FGRS score was entered as the
moderator. The overall model was significant, and accounted for 24.1% of the variance,
F(3, 240) = 25.421; p < .001. BDI total score and FGRS total score were significantly
associated with EAT total score; however, the interaction was not significant, B = —-.003, t
=-1.335, p =.183.

We then tested the hypothesis that depression would be more strongly correlated
with disordered eating behaviors when FGRS subscale scores were high by running a
moderation analysis for each subscale of the FGRS. In each analysis, total depression
score from the BDI-11 was entered as the independent variable, disordered eating
behaviors score from the EAT-26 was entered as the dependent variable, and the
respective FGRS subscale was entered as the moderator.

In the model using the fear of unemotional relationships subscale, the overall
model was significant and accounted for 22.1% of the variance, F(3, 242) = 22.866; p <
.001. BDI total score, but not the fear of unemotional relationships subscale score, was
significantly associated with EAT total score; the interaction was not significant, B = —
.006, t =-.878, p = .38. In the model using the fear of physical unattractiveness subscale,

the overall model was significant and accounted for 39.2% of the variance, F(3, 246) =
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52.917; p <.001. The fear of physical unattractiveness subscale score, but not BDI total
score, was significantly associated with EAT total score; the interaction was not
significant, B = .01, t = 1.543, p = .124. In the model using the fear of victimization
subscale, the overall model was significant and accounted for 24.7% of the variance, F(3,
251) = 27.509; p <.001. BDI total score was significantly associated with EAT total
score but the fear of victimization subscale score was not; the interaction was significant,
=-.026,t=-2.274, p =.024 (Figure 4). Simple slopes analyses of the interaction
found that the relationship between depressive symptoms and disordered eating behaviors
was significant when fear of victimization scores were low, coeff = .659, t=7.81, p <
.001, 95% CI [.492, .826], as well as when fear of victimization scores were high, coeff =
394, t=4.777, p <.001, 95% CI [.231, .556]. The association is strongest at low levels
of fear of victimization. In the model using the fear of behaving assertively subscale, the
overall model was significant and accounted for 24.5% of the variance, F(3, 250) =
27.109; p <.001. BDI total score and fear of behaving assertively subscale score were
significantly associated with EAT total score; and the interaction in this model was
significant, B = -.027, t =-2.861, p = .005 (Figure 5). Simple slopes analyses of the
interaction found that the relationship between depressive symptoms and disordered
eating behaviors was significant when fear of behaving assertively scores were low, coeff
=.657,t=7.873, p <.001, 95% CI [.493, .822], and when fear of behaving assertively
scores were high, coeff = .337, t =4.035, p <.001, 95% CI [.172, .501]. Once again, the
association was strongest at low levels of fear of behaving assertively. Lastly, in the
model using the fear of not being nurturant subscale, the overall model was significant

and accounted for 23.7% of the variance, F(3, 246) = 25.488; p <.001. BDI total score,
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but not fear of not being nurturant score, was significantly associated with EAT total

score; the interaction in this model was not significant, B = —.006, t = -.642, p = .522.
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Figure 4. Fear of Victimization moderates BDI total score and EAT total score.
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Figure 5. Fear of Behaving Assertively moderates BDI total score and EAT total score.
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Discussion

Given that research has consistently demonstrated that disordered eating
behaviors and depression occur more frequently in women than in men (Kort-Butler,
2009; Yu et al., 2018), it has been theorized that gender socialization and social
interaction may differentially impact the development of these disorders on women and
men. Through these processes individuals come to understand the roles and value of
women and men in relation to the social world, and an individual’s relation to others is
ultimately tied to the individual’s perception of the self (Rosenfield et al., 2005).
Traditionally, men are socialized to deemphasize a connection to others and foster
independence; in contrast, women are socialized to form strong connections with others
and to rely on and empathize with others, which may in turn lead to lower self-salience
(Kort-Butler, 2009). This low emphasis on the self may cause women to internalize
negative emotions, thereby increasing the risk of developing disordered eating behaviors
and depression (Holm-Denoma et al., 2014). The goal of the current study was to
examine the moderating effect of feminine gender role stress, which is the cognitive
appraisal of threats to stereotypical feminine gender role coping behavior, on the
relationship between disordered eating behaviors and depression. Considering the
literature has demonstrated the relationship between feminine gender role stress and
disordered eating (Martz et al., 1995), the relationship between feminine gender role
stress and depression (Gillespie & Eisler, 1992), and the relationship between disordered
eating and depression (Bulik, 2002), we expected to find that feminine gender role stress
was significantly positively associated with disordered eating behaviors and depression

(see Table 1).
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We also predicted that feminine gender role stress would significantly moderate
the relationship between disordered eating and depression, such that disordered eating
behaviors would be more strongly associated with depression at high levels of FGRS.
Results did not support this hypothesis. At all levels of feminine gender role stress, more
disordered eating behavior was associated with more depressive symptoms (Figure 1).
Of note, however, are the results from the simple slopes analyses; the relationship
between depression and disordered eating was strongest when feminine gender role stress
was low. Based on previous studies which have demonstrated that depression and
disordered eating are often comorbid in development (Bulik, 2002; Gitimu et al., 2016),
we would expect to see a strong relationship between these variables in the absence of
feminine gender role stress. Results of this study are consistent with this research, but
also demonstrate how feminine gender role stress impacts this relationship. With low
levels of feminine gender role stress, the relationship between disordered eating and
depression is robust. Perhaps women who endorse high levels of FGRS are already
encountering significant stressors that are elevating depression levels; so when disordered
eating behaviors increase, depression scores can only increase so much. For women with
low levels of FGRS, disordered eating behaviors may be one of the most significant
stressors encountered, and so depression scores increase greatly.

We also predicted that disordered eating behaviors would be more strongly
correlated with depression when FGRS subscale scores (fear of unemotional
relationships, fear of physical unattractiveness, fear of victimization, fear of behaving
assertively, and fear of not being nurturant) were high, and the fear of physical

unattractiveness subscale would account for the most variance in the subscale moderation
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analyses; this hypothesis was also not supported. All subscale scores, except for the fear
of victimization subscale score, were significantly associated with BDI total score;
however, the only significant interactions involved the fear of behaving assertively and
fear of not being nurturant subscales. Disordered eating behaviors and depression were
more strongly associated at low levels of these subscales.

At all levels of fear of behaving assertively, more disordered eating behavior was
associated with more depressive symptoms (Figure 2). And at all levels of fear of not
being nurturant, more disordered eating behavior was associated with more depressive
symptoms (Figure 3). Again, for women who endorse high levels on these subscales,
these stressors may be significant enough to elevate depression levels above those with
low endorsement; when disordered eating behaviors increase, depression scores can only
increase so much. The significance of these subscales, and not the others, may
demonstrate how intimate relationships and social connectedness impact the development
of disordered eating and depression for women. As women are socialized to form strong
connections and rely on others, situations which threaten these relationships (such as
having to confront a friend who is angry with you, or having a close friend stop speaking
with you) may be particularly salient for women who endorse high levels of feminine
gender role stress. However, as the fear of unemotional relationships subscale also
emphasizes women’s intimate relationships with others and was not a significant
moderator of the relationship between disordered eating and depression, this concept
ought to be explored through future research.

Notably, the fear of physical unattractiveness subscale did not moderate the

relationship between disordered eating behaviors and depression. Considering that
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previous research has demonstrated the relationship between body dissatisfaction and
both depression and disordered eating (Neumark-Sztainer et al., 2006; Rodgers et al.,
2014), we expected this subscale to significantly moderate the relationship between
disordered eating and depression. While the subscale itself was significantly associated
with both the BDI and EAT-26, the interaction was not significant. Given that the
subscale includes items that are less related to body dissatisfaction and drive for thinness
(i.e. turning middle aged and being single), this may explain why our findings are
different than previous studies which have evaluated the influence of body dissatisfaction
and drive for thinness on the development of disordered eating and depression.

In our exploratory hypotheses, we predicted that feminine gender role stress
would moderate the relationship between depression and disordered eating behaviors,
such that depression would be more strongly associated with disordered eating behaviors
when both total and subscale FGRS scores were high. While results showed that
depression and total feminine gender role stress were significantly associated with
disordered eating behaviors, the interaction was not significant, indicating that overall
FGRS did not affect the relationship between disordered eating and depression.
Regarding the FGRS subscales, only the fear of physical unattractiveness subscale and
fear of behaving assertively subscale were significantly associated with EAT total score.
Moreover, the only significant interactions occurred when the fear of victimization and
fear of behaving assertively subscales moderated the relationship between depression and
disordered eating. For low levels of depressive symptoms, EAT total scores were highest
for those who endorsed high levels of fear of victimization and fear of behaving

assertively (Figures 4 and 5). However, for high levels of depressive symptoms, EAT
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total scores were highest for those who endorsed low levels of fear of victimization and
fear of behaving assertively. Regarding the fear of victimization subscale, our results
may demonstrate the fact that this subscale was not correlated with either the EAT-26 or
BDI; perhaps the fear of victimization subscale more accurately reflects anxiety
provoking situations (i.e. feeling that you are being followed by someone) as opposed to
situations that may augment depression or disordered eating.

What our exploratory hypotheses demonstrate is that changing the directions of
our variables impacts how these interactions manifest. If we use disordered eating
behaviors as the predictor variable and depression as the outcome variable, feminine
gender role stress affects the relationship in a way that does not occur when we switch
these variables. This may shed more light on the exact impact of feminine gender role
stress on the development of disordered eating and depression. However, as no previous
study has examined the moderating effect of feminine gender role stress on these
variables, nor studied the contribution of the individual FGRS subscales to these
variables, our obtained results are difficult to interpret.

Study Limitations

It is also important to address limitations of the study. As the present study was
drawn from a non-clinical population of college women, it is not permissible to
generalize the results of this study to individuals with clinical diagnoses of eating
disorders and MDD. Future studies ought to examine these relationships in women with
clinical diagnoses. Additionally, as this study was conducted in a population of college
women, this study cannot address whether the relationship between FGRS, disordered

eating, and depression will be the same in women of other groups. Future research
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should look into these relationships in women with different education levels. And, as
the study uses self-report measures, it is prone to participant effects.

It is also important to note that the results of this study may only be interpreted for
cisgender women. Conversely, transgender persons have unique experiences which
predispose them to certain mental disorders at higher rates than in the general population;
for example, while about 10.1% of women in the general population experience
depression (Gonzalez et al., 2010), one study found that 62% of male-to-female
transgender individuals experienced depression (Clements-Noelle et al., 2001). And
while AN and BN rates in the general population of women are 2.0% and 4.6%
respectively, a review of the literature suggests that 15.8% of transgender individuals are
diagnosed with an eating disorder (Connolly et al., 2016). Transgender individuals
fundamentally challenge societal beliefs about traditional gender roles through their
experiences and perceptions (Nagoshi et al., 2012). In a study of transgender individuals'
views on gender roles and gender identity, all participants reported viewing gender roles
as social constructs, and viewed gender identity as more fluid than traditional essentialist,
binary, and heteronormative views of gender (Nagoshi et al., 2012). As the FGRS scale
has only been validated in samples of cisgender men and women, including transgender
individuals in this study would not accurately represent the experiences of a transgender
individual in regard to disordered eating, depression, and feminine gender role
stress. Future studies may seek to understand the impact of gender roles on transgender
individuals using measures validated for transgender individuals, and seek to explore
whether this may impact the development of disordered eating and depression in this

population.
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Concluding Remarks

Although women are socialized to be interdependent and to rely on and empathize
with others, reduced self-salience through these socialization processes may augment the
development of disordered eating behaviors and depression. Results of this study
demonstrate that feminine gender role stress is indeed an important component in the
relationship between disordered eating behaviors and depression in college women, as
women who endorsed high levels of feminine gender role stress had elevated levels of
disordered eating and depression scores compared to women who endorsed low levels of
feminine gender role stress. And while society would fundamentally have to change in
order to decrease the salience or existence of several traditional feminine gender role
stressors, in the meantime it may be effective for women to use these socialization
processes to their advantage for dealing with stressors. In particular, using active coping
strategies such as seeking social support may be protective against disordered eating
behaviors and depression. However, as this study did not examine coping strategies, we
cannot be certain; future research that examines the moderating effect of feminine gender
role stress on the relationship between disordered eating and depression ought to examine
the coping styles of participants as well to determine whether different strategies also
affect this relationship.

Additionally, future research may seek to examine if gender role stress affects the
relationship between disordered eating and depression in a sample of men. It might also
be important to observe whether our obtained results are applicable to women who are
not in college, or for women of a different age range. What can be ascertained from this

study is that adherence to traditional gender roles may be an important factor in the
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comorbid development of disordered eating behaviors and depression, and it may be

important for interventions to target the prominence of these traditional gender roles.
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Appendix A
Eating Attitudes Test (EAT-26)

Instructions: This is a screening measure to help you determine whether you might have
an eating disorder that needs professional attention. This screening measure is not
designed to make a diagnosis of an eating disorder or take the place of a professional
consultation. Please fill out the form as accurately, honestly and completely as possible.
There are no right or wrong answers. All of your responses are confidential.

Part A: Complete the following questions:

1) Birth Date MONth: v Day: ... Year: .o 2) Gender: 1 Male [ Female
3) Height FEEE v e INCRES: oo
4) Current Weight (IDS.): ..o 5) Highest Weight (excluding pregnancy):........c.cocccueuvee.
6) Lowest Adult WEIghL: ....ccovviericeee e 7) 1deal WeIght: ...
Part B: Please check a response for each of the Always | Usually | Often | Sometimes | Rarely | Never
following statements:
1. Am terrified about being overweight. QO 0 0 0 QO 0
2. Avoid eating when | am hungry. QO QO QO O QO QO
3. Find myself preoccupied with food. O O O O O O
4. Have gone on eating O O O O O O
binges where | feel
thatl may not be able
to stop.
5. Cut my food into small pieces. Q Q Q a Q Q
6. Aware of the calorie content of foods QO Q 0 Qo 0 0
that | eat.
7. Particularly avoid food Q Q Q Qo Q Q
with a high carbohydrate
content (i.e. bread, rice,
potatoes, etc.)
8.  Feel that others would prefer if | ate Q Q Q 0 Q Q
more.
9.  Vomit after | have eaten. 0 O 0 O O 0
10. Feel extremely guilty after eating. QO 0 0 0 QO 0
11.  Am preoccupied with a desire to be QO 0 0 0 QO 0
thinner.
12. Think about burning up calories when | O O O O O O
exercise.
13. Other people think that I am too thin. O O O O O O
14. Am preoccupied with O O O O O O
the thought of having
fat on my body.
15. Take longer than others to eat my meals. QO 0 0 0 QO 0
16. Avoid foods with sugar in them. QO 0 0 0 QO 0
17. Eat diet foods. 0 0 0 ] 0 0
18. Feel that food controls my life. O O O O O O
19. Display self-control around food. O O O O O O
20. Feel that others pressure me to eat. O O O O O O
21. Give too much time and thought to Q Q Q a Q Q
food.
22. Feel uncomfortable after eating sweets. a a a O a a
23. Engage in dieting behavior. O O O O O O

D
(@)}



24. Like my stomach to be empty.

a a a a a a
25. Have the impulse to vomit after meals. 0 O 0 a a a
26. Enjoy trying new rich foods. 0 0 0 a ] a
Part C: Behavioral Questions. In Never | Oncea | 2-3times Once aweek 2-6 times| Once a
the past 6 months have you: month or| a month aweek | dayor
less more
A. Gone on eating binges where you O O O a a a
feel that you maynot be able to
stop?
B. Ever made yourself sick 0 0 0 O a a
(vomited) to control your
weight or shape?
C. Ever used laxatives, diet pills or 0 0 0 a a a
diuretics (water pills)to control
your weight or shape?
D. Exercised more than 60 0 0 a a a a
minutes a day to lose orto
control your weight?
E. Lost 20 pounds or more in the past 6 a a
months Yes No

= Defined as eating much more than most people would under the same circumstances and feeling that eating

is out of control.
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Appendix B
Feminine Gender Role Stress Scale

Please read the descriptions of the following situations. Then rate how stressful the
situation would be for you. Give each item a rating on the scale from 0 to 5, ranging
from not stressful to extremely stressful.

NOTE: The term “mate” refers to either a spouse or partner in an intimate relationship.

Not At All Stressful Extremely Stressful
0 1 2 3 4 5

. Being perceived by others as overweight

. Not being able to meet family members’ emotional needs

. Feeling less attractive than you once were

. Trying to be a good parent and excel at work

. Having others believe you are emotionally cold

. Being in a sexual relationship without any commitment

. Being pressured for sex when seeking affection from your mate
. Your child is disliked by his/her peers

© 00 N o o B~ W DN P

. Wearing a bathing suit in public

[EEN
o

. Having a weak or incompetent spouse

[N
[N

. Making sure you are not taken advantage of when buying a house/car

[EEN
N

. Having an intimate relationship without any romance

[EEN
w

. Being unable to change your appearance to please someone

[EEN
SN

. Having to move to a new cityor town alone

[EEN
a1

. Bargaining with a salesperson when buying a car

[EEN
[op}

. Negotiating the price of car repairs

[EEN
~

. Being heavier than your mate

[EEN
oo

. Being unusually tall

[EEN
(o]

. Supervising older and more experienced employees at work

N
o

. Feeling that you are being followed by someone

N
[y

. Being considered promiscuous

N
N

. Hearing a strange noise while you are home alone
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23.
24,
25.
26.
27.
28.
29.
30.
31.
32.
33.
34.
35.
36.
37.
38.
39.

Having to deal with unwanted sexual advances

Losing custody of your children after divorce

Your mate is unemployed and cannot find a job
Feeling pressured to engage in sexual activity

Talking with someone who is angry with you

Turning middle-aged and being single

Having your car break down on the road

Having multiple sex partners

Having to “sell” yourself at a job interview

Hearing that a dangerous criminial has escaped nearby
Receiving an obscene phone call

Having someone else raise your children

Trying to get your spouse to take responsibility for child care
Returning to work soon after your child is born

A very close friend stops speaking to you

Your mate will not discuss your relationship problems

Finding that you have gained 10 pounds
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Appendix C
Beck Depression Inventory (BDI-11)

Instructions: This questionnaire consists of 21 groups of statements. Please read each
group of statements carefully. And then pick out the one statement in each group that
best describes the way you have been feeling during the past two weeks, including today.
Circle the number beside the statement you have picked. If several statements in the
group seem to apply equally well, circle the highest number for that group. Be sure you
do not choose more than one statement for any group, including Item 16 (Changes in
Sleeping Pattern) or Item 18 (Changes in Appetite).

1. Sadness
0. I do not feel sad
1. | feel sad much of the time
2. | feel sad all the time
3. I am so sad or unhappy that I can’t stand it

2. Pessimism
0. I am not discouraged about my future
1. | feel more discouraged about my future than | used to
2. | do not expect things to work out for me
3. | feel my future is hopeless and will only get worse

3. Past Failure
0. I do not feel like a failure
1. I have failed more than I should have
2. As | look back, | see a lot of failures
3. | feel I am a total failure as a person

4. Loss of Pleasure
0. I get as much pleasure as | ever did from the things | enjoy
1. I don’t enjoy things as much as I used to
2. | get very little pleasure from the things I used to enjoy
3. I can’t get any pleasure from the things I used to enjoy

5. Guilty Feelings
0. I don’t feel particularly guilty
1. | feel guilty over many things I have done or should have done
2. | feel quite guilty most of the time
3. | feel guilty all of the time

6. Punishment Feelings
0. I don’t feel I am being punished
1. | feel I may be punished
2. | expect to be punished
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3. | feel I am being punished

7. Self-Dislike
0. | feel the same about myself as ever
1. I have lost confidence in myself
2. | am disappointed in myself
3. | dislike myself

8. Self-Criticalness
0. I don’t criticize or blame myself more than usual
1. I am more critical of myself than | used to be
2. | criticize myself for all of my faults
3. | blame myself for everything bad that happens

9. Suicidal Thoughts or Wishes
0. I don’t have any thoughts of killing myself
1. I have thoughts of killing myself, but | would not carry them out
2. 1 would like to kill myself
3. I would kill myself if | had the chance

10. Crying
0. I don’t cry anymore than I used to
1. 1 cry more than | used to
2. | cry over every little thing
3. I feel like crying, but I can’t

11. Agitation
0. I am no more restless or wound up than usual
1. | feel more restless or wound up than usual
2. I am so restless or agitated, it’s hard to stay still
3. 1 am so restless or agitated that | have to keep moving or doing something

12. Loss of Interest
0. I have not lost interest in other people or activities
1. I am less interested in other people or things than before
2. | have lost most of my interest in other people or things
3. It’s hard to get interested in anything

13. Indecisiveness
0. I make decisions about as well as ever
1. I find it more difficult to make decisions than usual
2. | have much greater difficulty in making decisions than | used to
3. I have trouble making any decisions

14. Worthlessness
0. I do not feel | am worthless
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1. I don’t consider myself as worthwhile and useful as I used to
2. | feel more worthless as compared to others
3. | feel utterly worthless

15. Loss of Energy
0. I have as much energy as ever
1. | have less energy than | used to have
2. I don’t have enough energy to do very much
3. I don’t have enough energy to do anything

16. Changes in Sleeping Pattern
0. I have not experienced any change in my sleeping
1a. | sleep somewhat more than usual
1b. 1 sleep somewhat less than usual
2a. | sleep a lot more than usual
2b. I sleep a lot less than usual
3a. | sleep most of the day
3b. I wake up 1-2 hours early and can’t get back to sleep

17. Irritability
0. I am not more irritable than usual
1. I am more irritable than usual
2. | am much more irritable than usual
3. lam irritable all the time

18. Changes in Appetite
0. I have not experienced any change in my appetite
la. My appetite is somewhat less than usual
1b. My appetite is somewhat greater than usual
2a. My appetite is much less than before
2b. My appetite is much greater than usual
3a. | have no appetite at all
3b. I crave food all the time

19. Concentration Difficulty
0. I can concentrate as well as ever
1. I can’t concentrate as well as usual
2. It’s very hard to keep my mind on anything for very long
3.1 find I can’t concentrate on anything

20. Tiredness or Fatigue
0. 1 am no more tired or fatigued than usual
1. I get more tired or fatigued more easily than usual
2. | am too tired or fatigued to do a lot of the things I used to do
3. 1 am too tired or fatigued to do most of the things | used to do
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21. Loss of Interest in Sex
0. I have not noticed any recent change in my interest in sex
1. 1 am less interested in sex than | used to be
2. 1 am much less interested in sex now
3. I have lost interest in sex completely
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