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ABSTRACT

Stress has been shown to impact eating. Parents may be at risk for experiencing
heightened stress, given their additional caregiving demands. The current study examined
1) the association between parent perceived stress and parent maladaptive eating
behaviors, and 2) potential moderators of this association (i.e., household structure
[single-parent versus two-parent households] and ratio of income-to-poverty).
Participants were 92 parents/primary caregivers of adolescents who indicated interest in a
larger study designed to develop and test a mindfulness-based weight management
intervention for adolescents ages 13-18 with overweight or obesity. Parents completed a
demographics questionnaire, the Perceived Stress Scale, and the Three Factor Eating
Questionnaire. There was not a significant correlation between parent perceived stress
and parental eating behaviors. However, results indicated that higher levels of the ratio of
income-to-poverty significantly strengthened the positive association between parent
perceived stress and parental maladaptive eating behaviors, including uncontrolled eating
(p = .02) and emotional eating (p = .01). Household structure did not emerge as a
significant moderator. The association between parent perceived stress and maladaptive
eating appears to be stronger among households with higher income. It is possible that a
broad measure of self-reported stress is a less salient predictor of maladaptive eating
among parents living within lower-income households. Additional research is needed to
further understand the relationship between parent perceived stress and eating behaviors

among households of differing income levels.

viii



CHAPTER ONE: INTRODUCTION

Stress

Stress is pervasive in the United States (APA, 2020) and has been shown to
stimulate eating, especially in the consumption of comfort and calorie-dense foods
(Gonzalez et al., 2022). Biologically, stress is a modifiable experience in which
individuals can redirect their resources to manage actual or anticipated danger. However,
if stress becomes chronic or excessive, it may affect individuals’ eating processes by
stimulating or suppressing their appetite and impacting the food they consume (e.g., high-
calorie foods; Sominsky, 2014). Excessive or chronic stress can impact the amount and
quality of calories an individual consumes, as well (Ulrich et al., 2015). Moreover, stress
is linked with the modification of the food selection process in which individuals are
more likely to select foods that are high in carbohydrates and sugar and that are typically
calorie-dense (Ulrich et al., 2015; Groesz et al., 2012). While stress is a broad domain
that encompasses factors including chronic stress, daily stressors, and biological markers
of stress, perceived stress is especially important to consider in the context of eating,

given its good prediction of health-related outcomes (Cohen et al., 1983).

Several theoretical models have conceptualized how perceived stress and related
negative affective states can affect eating behaviors. For instance, the Interpersonal
Model of Disordered Eating proposes that individuals who experience strain in their
interpersonal relationships may experience negative affect, leading them to engage in

binge eating or other disinhibited eating behaviors (Wilfley et al., 2000). Similarly, the



Affect Regulation Model suggests that maladaptive eating behaviors, including binge
eating, are catalyzed by negative emotions, including stress. In this model, the negative
emotions are diminished or alleviated by eating food for comfort (Hawkins & Clement,
1984 as cited in Haedt-Matt & Keel, 2011). In either of these models, stress could be a
trigger in producing behavior in which an individual uses food to cope. Given the
numerous responsibilities parents encounter regularly, it is critical to further examine the
factors that could impact the association between perceived stress and maladaptive
eating, specifically under the domains of uncontrolled and emotional eating and cognitive

restraint.

Parental Stress and Maladaptive Eating

Uncontrolled Eating

Uncontrolled eating refers to eating more than what is normal because of lack or
loss of control over the eating process (de Lauzon-Guillain et al., 2009). It is also
associated with numerous adverse outcomes among adults, including mental and physical
health issues (NIDDK, 2021). Binge eating, a prevalent form of uncontrolled eating, may
act as a method for individuals to regulate their negative emotions (e.g., stress). When
used as a maladaptive emotion regulation strategy, binge eating may become negatively
reinforced as individuals learn that bingeing will help temporarily assuage negative
emotions (Wonderlich et al., 2022). This coincides with the Affect Regulation Model,
which examines binge eating as a method to alleviate negative affect (Hawkins &

Clement, 1984 as cited in Haedt-Matt & Keel, 2011).



Cognitive Restraint

Cognitive restraint refers to consciously restricting food typically to manage body
weight (de Lauzon-Guillain et al., 2009). In parent populations, higher work-life stress
has been associated with parents eating fewer breakfast meals, having fewer meals with
their families, and consuming less fruits and vegetables (Bauer et al., 2012; Devine et al.,
2006). In addition, parents cope with stress and role spillover in different ways when it
comes to eating or providing food. Some of these coping strategies involve maladaptive
behaviors such as skipping meals (Devine et al., 2006). In addition, according to the
American Psychological Association’s (APA) study on stress in America in 2015, almost

one-third of adults reported skipping a meal due to stress (APA, 2015).

Emotional Eating

Emotional eating is characterized by overeating in response to changes in mood to
help cope with negative affective states (de Lauzon-Guillain et al., 2009). In response to
role spillover and stress, Devine and colleagues (2006) found that popular coping
strategies for parents included treating oneself to comfort foods and speeding up or
simplifying the eating process (i.e., purchasing fast-food). Fast-food is typically high
calorie, as well as high in fats and sugars, which creates a meal that may more easily help
individuals cope with negative emotions (Ulrich et al., 2015; Groesz et al., 2012).
Moreover, in the same study conducted by the APA in 2015 as mentioned earlier, two-

fifths of American adults reported that they overate or ate unhealthy foods because of



stress (APA, 2015). Therefore, it would be beneficial to further examine stress as it

relates to maladaptive eating outcomes.

Previous research has illustrated that there is a significant association between stress
and various adverse eating outcomes. However, much of the previous research has taken
a child focus on these behaviors when examining families, specifically how parents may
impact their children’s eating behaviors. Thus, there is a significant gap in the literature
in examining parent stress and maladaptive eating. Additional factors important to
examine regarding the association between stress and maladaptive eating include
differences in household structure (i.e., single- versus two-parent households) and

differing levels of socioeconomic status (SES).

Single- versus Two-Parent Households

While parental stress has been associated with disinhibited and restrictive eating
behaviors, few studies have examined how household structure (i.e., single- versus two-
parent households) may impact this association. Single-parent households are confronted
with various difficulties when handling stressful situations (Devine et al., 2006).
Therefore, they may be at a higher risk than partnered parents for experiencing
heightened chronic stress. For instance, in Devine et al.’s (2006) study on negative
spillover, parents noted circumstances in which they felt increasing stress levels, which
included being a single parent and lacking assistance from a partner to prepare food for
meals. Additionally, Blake and colleagues (2011) interviewed working parents about

their eating habits. They found that the parents who reported not having frequent meals at



home, eating something quick after work (e.g, fast-food), and missing family meals
consisted of around 50% single parents. It is possible that working single parents may be
at risk for heightened perceived stress as a result of being the sole caregiver bringing in
income. Additional lack of time spent on meals or decreased awareness regarding eating
behavior may result from heightened stress. Thus, there is the potential that among single
parents, there may be greater levels of maladaptive eating in response to stress, given the
stress-promoting factors related to being a single parent and potential lack of assistance

or coping with stress.

One possible theoretical model explaining the stronger association between stress and
maladaptive eating behaviors among parents is the Stress Process Model (Pearlin et al.,
1981), which contends that chronic exposure to stress and conflicting or converging
stressors influence individuals’ psychological well-being by exhausting their
psychosocial means (Samuels-Dennis, 2007). Given that single parents face various
stressors, it is possible that they may resort to maladaptive eating because of experiencing
depletions in their psychosocial resources. Stress amongst single parents may also be
proliferated by a lack of social support, as the burden of being the sole caregiver may
limit the social contact parents have with their friends. The lack of social support may
contribute to feelings of distress among single parents (Cairney et al., 2003; Zhou &
Taylor, 2022). In a systematic literature review conducted by Rousou et al. (2013),
findings indicated that single mothers self-reported having poorer health than other
groups of women. In terms of emotional and social support, results showed that single

mothers were less likely than partnered mothers to receive support from siblings. They



were also less likely to participate and engage in social activities with others compared to
partnered mothers (Rousou et al., 2013). The lack of social support related to being the
sole caregiver may create an environment suitable for heightened perceived stress.
Therefore, single parents may cope with stress by engaging in maladaptive eating
behaviors as a regulatory strategy, such as what is described by the Affect Regulation
Model (Hawkins & Clement, 1984 as cited in Haedt-Matt & Keel, 2011). Stress could
also act as a trigger for negative emotions, which could stimulate maladaptive eating

according to the Interpersonal Model of Disordered Eating (Wilfley et al., 2000).

There is extensive research and literature on the significant associations between
heightened stress and increased maladaptive eating behaviors. As parents in general face
numerous responsibilities and stressors related to parenting, the literature demonstrates
that single parents are confronted with various stress-promoting circumstances partnered
parents may not encounter. In addition, stressors that impact both partnered and single
parents may rest solely on a single parent’s shoulders rather than being shared amongst
partners. Thus, the relationship between parent perceived stress and maladaptive eating,
as captured by the domains of uncontrolled and emotional eating and cognitive restraint,
may differ based on household structure. Overall, literature in this area is minimal,
particularly in comparison between single- and two-parent households concerning stress
and food; therefore, it is essential to examine if the positive association between
perceived stress and maladaptive eating differs based on household structure (i.e., single

parent vs. two-parent households).



Socioeconomic Status

Another factor that may affect the relationship between parental stress and
maladaptive eating is a family’s SES. SES may play a role in how parents interact in their
home food environment under conditions of stress and may dictate whether they engage
in maladaptive eating behaviors. Parental stress can become exacerbated by financial
strain (Bauer et al., 2012) and those feeling more significant levels of economic strain are
more likely to engage in maladaptive behaviors, such as eating, drinking alcohol, and
smoking (APA, 2015). According to Wharton (2006, as cited in Devine et al., 2006),
increases in how many hours low-income families worked were associated with increases
in atypical working hours, low-wage jobs, and need to compensate low income by
working overtime or having multiple jobs. Therefore, role strain or negative spillover
may contribute to maladaptive coping behaviors related to restrictive eating, such as

eating fewer meals or skipping meals entirely (Doumas et al, 2003).

Moreover, low levels of SES may contribute to feelings of heightened stress among
adults and parents, leading to increases in levels of maladaptive eating. Previous research
has specifically examined the relationship between SES, perceived stress, and one
domain of maladaptive eating: emotional eating. Researchers introduced a laboratory-
induced stressor in Langer et al.’s (2018) study on the relationship between perceived
stress, SES, and the eating behaviors of middle-aged women. They found that women
from lower SES backgrounds were more likely to experience affective (i.e., negative

affect) and behavioral (i.e., eating) responses to a laboratory induced stressor than women



higher in SES. The women low in SES consumed more food overall as a reaction to the
stress induction paradigm (Langer et al., 2018). These findings indicated that an
association was seen between SES and emotional eating due to heightened perceived
stress levels. The present study aims to address gaps in the literature to achieve a better
understanding of how SES may exacerbate the positive relationship between parent

perceived stress and maladaptive eating.

Similarly, Berge and colleagues (2020) found that when parents reported high
levels of stress, they altered how they approached food or adjusted their eating habits to
correspond with their current situations. According to Devine and colleagues (2006),
coping with maladaptive eating behaviors, such as treating oneself to comfort foods or
consuming less healthy, quick meals, was a popular coping strategy when dealing with
negative role spillover. Thus, low-income households may struggle to gain control over
their eating environments and may be vulnerable to fluctuations in eating behaviors
because of stress. Living in a low SES community may also create limitations for
families concerning healthy eating behaviors, like being able to access quality grocery
stores (Langer et al., 2018). Additionally, in families where putting food on the table is a
stressor (i.e., food insecurity), parents may ration food or serve more prepared or
packaged meals to save money (Berge et al., 2020; Wolfson et al., 2015). Given that food
insecurity is more prevalent among lower-income families with children, the relationship
between parent perceived stress and maladaptive eating behaviors may become
exacerbated by living within a low-income household (Nord et al., 2007). This

overabundance of stress could correlate to greater levels of maladaptive eating,



specifically disinhibited eating (i.e., uncontrolled and emotional eating) and cognitive

restraint.

Current Study

While there are well-known associations between stress and eating broadly, little
is known about how household structure (i.e., single parent versus two-parent
households) or SES affects the association between stress and maladaptive and
disinhibited eating behaviors. Specifically, very little research has examined the
differences in eating behaviors within single- and two-parent households, or what factors
are at play (e.g., stress). In addition, there has been little previous research conducted that
examines SES as a moderator of general stress and eating. Thus, it is crucial to
understand what associations may exist that impact the eating behaviors of parents. The
goal of the current study aims to address and fill gaps in the literature regarding parent
perceived stress and parents’ maladaptive eating behaviors by first replicating the finding
that perceived stress is related to greater maladaptive and restrictive eating and by

examining household structure and SES as moderators of this association.

Aims and Hypotheses

Aim 1: Examine the association between parent perceived stress and parent maladaptive

eating behaviors.

Hypothesis 1: Higher levels of parent stress (Perceived Stress Scale) will be positively

associated with higher levels of parents’ maladaptive eating behaviors, as measured by
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the domains of Uncontrolled Eating, Emotional Eating, and Cognitive Restraint (Three

Factor Eating Questionnaire).

Aim 2: Examine whether household structure (single-parent households versus two-
parent households) moderates the association between parent perceived stress and

parents’ maladaptive eating behaviors.

Hypothesis 2: The positive association between parent perceived stress (Perceived Stress
Scale) and parents’ maladaptive eating behaviors (as measured by the Uncontrolled
Eating, Emotional Eating, and Cognitive Restraint scales of the Three Factor Eating
Questionnaire) will be stronger in single-parent households than in two-parent

households.

Aim 3: Examine whether the ratio of income-to-poverty (a proxy measure of SES)
moderates the association between parent perceived stress and maladaptive eating

behaviors.

Hypothesis 3: Lower levels of income-to-poverty (parent demographics) will strengthen
the positive association between parent perceived stress (Perceived Stress Scale) and
maladaptive eating behaviors (as measured by the Uncontrolled Eating, Emotional

Eating, and Cognitive Restraint scales of the Three Factor Eating Questionnaire).
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CHAPTER TWO: METHODS

Participants

Participants were 92 parents/primary caregivers (referred to hereafter as
“parents”) of adolescents who indicated interest in a larger study designed to develop and
test a mindfulness-based weight management intervention for adolescents ages 13-18
with overweight or obesity. The larger study was supported by funding from the National
Institutes of Health (NIH) [NIH/NICHD R21HD095099 to PI Sato]. The term “parent”
referred to caregivers who lived with the adolescent at least 50% of the time. In addition,
custodial caregivers were allowed to participate and provide consent if they were 18
years old or older, lived with the adolescent at least 50% of the time, and were
responsible for most of the care of the teen. The current study pulled data from the open
trial phase and randomized controlled (RCT) phase of the larger study. Inclusion criteria
for parents included: 1) English-speaking and 2) lived at home with the adolescent

participant > 50% of the time.

Participants were recruited throughout Ohio with targeted efforts to recruit those
living within low-income communities by distributing study materials to agencies and
school districts serving low-income communities. While recruitment was geared toward
these communities, we received participants from a range of socioeconomic backgrounds.
Recruitment materials included 1) phone calls and letters mailed to families of
individuals who had previously participated in studies and gave their consent to be re-

contacted, 2) newspaper advertisements, 3) letters distributed by community centers and
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organizations, 4) flyers distributed by other organizations and establishments (e.g.,
pediatrician’s office, library, etc.), 5) internet-based recruitment through advertisements
on Facebook, Craig’s List, and a project website, 6) announcements at schools or sending
letters home to students, 7) and partnering with medical facilities and pediatricians’
offices to identify potentially eligible youth and contacting families through letters, phone

calls and emails.

Procedure

Data were collected from parent participants as part of the baseline assessment
procedures for the open trial and RCT phases of the larger study. This included: basic
demographic information, objectively measured height and weight to compute body mass
index (BMI), information related to levels of perceived stress, and self-reported data
regarding eating behaviors. Prior to the baseline assessment, a brief pre-screening was
conducted via telephone by a trained research assistant to provide additional information
about the study and determine eligibility. For participants who had two children
participate in the larger study and entered the same data for measures, the responses for

the ID number that had been input first in the database were used.

Prior to the onset of the COVID-19 pandemic, baseline assessments were
conducted as in-person visits within a campus laboratory setting, at a community
location, or in participant homes. Informed consent and assent were obtained by research

assistants and then participants were asked to fill out paper questionnaires with pen or
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pencil. These included parental demographic information, the Perceived Stress Scale

(PSS-10) and the Three Factor Eating Questionnaire (TFEQ-18).

Following the onset of the COVID-19 pandemic, informed consent and assent
were obtained using secure videoconferencing software by research assistants working in
the lab. Afterwards, parents completed online questionnaires through Qualtrics links,
including parent demographics and psychosocial self-report measures, which included the
Perceived Stress Scale (PSS-10) and the Three Factor Eating Questionnaire (TFEQ-18).
The first participant for the open trial was in July of 2019. The COVID-19 pandemic
began midway through the open trial. Recruitment and baseline visits were temporarily
paused in March of 2020 due to the COVID-19 pandemic until October of 2020 and
transitioned to online collection. All RCT baseline visits were conducted after the onset
of the COVID-19 pandemic. Since the second half of the open trial and all the RCT was
delivered via videoconferencing, a change was made following the start of the COVID-
19 pandemic to exclude participants if they were unable to access a computer or device

with reliable internet.

Measures

Parent Demographics Questionnaire

Parental demographic information and sociocultural characteristics, including
parent age, gender, race, ethnicity, income, household size, and household structure (i.e.,

single- versus two-parent households), were measured via a parent questionnaire of 51
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items at baseline. Investigators created the measure to assess a range of demographic

characteristics.

Ratio of Income-to-Poverty

The ratio of income-to-poverty was calculated to measure SES in the current
study. This method of assessing SES may capture a better picture of total level of need
compared to solely examining income level alone given that it accounts for the number of
individuals within the household (Dearing et al., 2001). Parents selected pre-specified
income brackets for annual household income (e.g., [$20,000-$24,999]). The midpoint of
the income bracket was used to calculate the ratio of income-to-poverty. Federal poverty
guidelines based on the year and parent-reported household size were used to identify
each family’s specific federal poverty level. The income midpoint for each family was
then divided by the family’s specific federal level of poverty. For instance, if a visit date
for a participant took place in 2019 and the participant self-reported a household of 4
total people, the poverty guidelines were referenced for the year 2019 with a household
size of 4 (i.e., $25,750). If the self-reported income bracket had a midpoint of $17,500,
the ratio of income-to-poverty for the participant would have been .68 or 68% ($17,500 +
$25,750 = .68) A ratio of 1.0 or 100% would mean that a participant is at the line of
poverty. The current study used a ratio of 2.0 or 200% of the poverty line to denote “low-
income” for descriptive purposes, which coincides with prior research examining SES

(Ackerman et al., 2004; Dowsett et al., 2008).

Perceived Stress Scale
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The Perceived Stress Scale (PSS; Cohen et al., 1983) is a 10-item measure
developed to assess an individual’s perception of stress and the degree to which they
appraise situations in their life as stressful during the past month. Items on the PSS-10
measure current levels of experienced stress, as well as how uncontrolled or
unpredictable individuals find their lives to be. Example items include: “In the last
month, how often have you. . . been upset because something happened unexpectedly?”’
and “. . . felt that you were unable to control the important things in your life?”” (Cohen et
al., 1983). This measure uses a 0—4-point scale (0 = Never, 1 = Almost Never, 2 =
Sometimes, 3 = Fairly Often, 4 = Very Often) in which scores are added to obtain a sum
(0-40; Cohen et al., 1983). Higher scores represent higher levels of current and perceived
levels of stress. The PSS-10 is internally reliable and has good test-retest reliability
(Cohen et al., 1983). Additionally, it has been found to be a good predictor of health and

health-related outcomes (Cohen et al., 1983).

Three Factor Eating Questionnaire

The Three Factor Eating Questionnaire (TFEQ-18; Stunkard & Messick, 1985;
Karlsson et al., 2000) is comprised of 18 items, which are aggregated to three separate
scales: Uncontrolled Eating (9 items), Cognitive Restraint (3 items), and Emotional
Eating (6 items). The current study utilized response data from each of these scales. This
measure uses a 4-point Likert response scale (3 = Definitely True, 2 = Mostly True, 1 =
Mostly False, 0 = Definitely False; Stunkard & Messick, 1985). The last two questions

use separate 4-point Likert response scales (e.g., Item 17 has a scale of 1 = Never, 2 =
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Rarely, 3 = Sometimes, and 4 = At least once a week; Item 18 uses a scale of 1 = Only at
mealtimes, 2 = Sometimes between meals, 3 = Often between meals, and 4 = Almost
always). An example item measuring levels of maladaptive eating on the Uncontrolled
Eating scale includes “Sometimes when | start eating, | just can’t seem to stop”. An item
measuring Cognitive Restraint includes ““I deliberately take small helpings to control my
weight”. For the Emotional Eating scale, an example item includes “When | feel sad, |
often eat too much” (Stunkard & Messick, 1985; Karlsson et al., 2000). There is no total
score for the TFEQ-18, but the raw score is computed by calculating the mean of all
items included in the scale multiplied by the number of items in the scale. The
transformed score represents the percentage of the total possible raw score on a 0-100
scale. Higher scores represent more of a particular eating behavior on each domain. The
TFEQ-18 has been validated among individuals with a variety of body weights and has

been found to be psychometrically sound (Anglé et al., 2009).

Data Analytic Plan

All analyses were performed using the Statistical Package for Social Sciences
(SPSS) Version 28.0 (IBM SPSS Statistics for Windows, 2023). Data were first inspected
for missing items. As a rule, participant data were excluded from analyses if responses
were missing for more than 50% of the items on the PSS-10, TFEQ-18, or any of the
items used for the current study from the parental demographics form (i.e., income or
household structure). Pearson correlations were used to examine and analyze associations

between perceived stress, the domains of Uncontrolled Eating, Cognitive Restraint, and
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Emotional Eating, and demographic variables. Descriptive statistics for all measures were

calculated to determine mean and standard deviation.

Initially, three linear regressions were conducted to examine stress (PSS-10) and
eating outcomes (e.g., the Uncontrolled Eating, Cognitive Restraint, and Emotional
Eating scales of the TFEQ-18) while controlling for BMI. Multiple regressions using the
Andrew Hayes PROCESS Macro (Hayes, 2022) were processed. Six moderation models
were run in total, three examining household structure as the moderator, and three
examining the ratio of income-to-poverty as the moderator. The independent variable was
perceived stress, and the dependent variable was each domain of maladaptive eating (i.e.,
Uncontrolled Eating, Cognitive Restraint, and Emotional Eating). Specific factors known
to be associated with outcome variables (e.g., BMI, sex, race/ethnicity) were analyzed by
conducting Pearson correlations. BMI was the only significant association, so it was
retained as a covariate in all analyses. Simple slopes analyses were run to determine
interactions at the mean of the moderators and one standard deviation above and below
for both household structure (i.e., single- versus two-parent households) and the ratio of

income-to-poverty.

For missing income data, a bracket was determined for families who did not self-
report a level of income but reported an exact income (e.g., for a participant who self-
reported an income of $6,300 [$5,000-$9,999], a midpoint of $7,500 was used). Families
who indicated the highest category of income were designated the highest number (e.g.,

participants who self-reported an income level of [100,000+] were given a “midpoint” of
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$100,000). This helped reduce the effects of outliers on the data. In addition, if the date of

the visit was not entered, 2019 was used for the year as an imputation.

There were 34 total responses excluded from analyses: 3 for missing more than
50% of responses on the TFEQ-18, 10 for missing more than 50% of responses on the
PSS-10. Additionally, 14 responses were excluded because parent data were already
included in analyses as a result of having two children participate in the larger study. The
rest were excluded for not providing their BMI information, which was used as a control
variable, total number of individuals in the household, income and income category, and
for not providing information regarding household structure (i.e., single- versus two-
parent household). All regression and moderation models were tested for covariates,
specifically BMI. To inspect normality, the skewness and kurtosis of the variables were
analyzed by examining descriptive statistics and visually inspecting the data. Perceived
stress, Uncontrolled Eating, Cognitive Restraint, Emotional Eating, and the ratio of
income-to-poverty were approximately symmetric and had relatively normal
distributions. Outliers were filtered for within the database by examining high and low

Scores.
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CHAPTER THREE: RESULTS

Sample Characteristics

Biological parents in the present study (N = 87) made up 94.6% of the sample,
and step-parents (N = 1), foster parents (N = 1), and other legal guardians (N = 3) made
up the rest. The mean age for parents was 44 years old (SD = 6.55). In addition, the
sample was 67.4% White (N = 62), 23.9% Black (N = 22), 2.2% Asian (N = 2), and 1.1%
American Indian/Alaskan Native (N = 1). With regards to ethnicity, 7.6% (N = 7) of
participants self-reported being Hispanic or Latinx, with 91.3% (N = 84) reporting that
they were not Hispanic or Latinx. The sample was also composed primarily of female
caregivers (91.3%, N = 84), with 8.7% of the sample composed of male caregivers (N =
8). Single-parent households consisted of 40.2% (N = 37) of the sample and two-parent
households consisted of 59.8% (N = 55) of the sample. The current study used 200% of
the poverty threshold to denote low SES. The sample consisted of around 34.8% low SES
participants, with 65.2% at or above 200% of the poverty line. Furthermore, 14.1% of
parents were in the healthy BMI range, 17.4% were in the overweight range, and 68.5%
were in the obese range for BMI. Sample characteristics and demographics can be found

in Table 1.

Descriptive Findings

Main Study Hypothesis
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Within the present study, the mean score for parent perceived stress was 15.80
(SD = 6.70). In addition, the mean scores for the maladaptive eating outcomes under the
TFEQ-18 scales were (M = 36.59, SD = 19.40) for Uncontrolled Eating, for Cognitive
Restraint (M = 39.12, SD = 25.81), and for Emotional Eating (M = 37.14, SD = 24.58).
The mean ratio of income-to-poverty was 2.52, which correlated to 252% above the
poverty line (SD = 1.23). Pearson correlations examining perceived stress and

maladaptive eating outcomes can be found in Table 2.

Aim 1: Perceived Stress and Maladaptive Eating

The first aim of the study examined the association between parent perceived

stress and parental maladaptive eating behaviors. Results indicated that there was not a
significant association between parent perceived stress and maladaptive eating outcomes
on any domain. It was hypothesized that greater levels of parent perceived stress would
be more strongly associated with an increase in maladaptive eating behaviors, which was
not supported. Thus, results from the current study suggested that greater levels of parent
perceived stress were not positively associated with greater levels of maladaptive eating
behaviors. Three linear regressions were run to examine the association between parent
perceived stress and maladaptive eating outcomes (i.e., Uncontrolled Eating, Cognitive
Restraint, and Emotional Eating) while controlling for BMI. The overall models were not

significant (p > .05).

Aim 2: Household Structure as a Moderator
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The second aim of the study was to examine whether household structure (i.e.,
single- versus two-parent households) moderated the association between parent
perceived stress and parental maladaptive eating behaviors. Results indicated that
household structure did not significantly moderate the association. The first moderation
model examined the association between parent perceived stress and Uncontrolled Eating
with household structure (e.g., single- versus two-parent households) as the moderator.
The overall moderation model was not statistically significant (F(4, 87) = 1.61, p > .05,
R? =.07). In addition, the interaction between stress and household structure was non-
significant (p > .05). Therefore, results showed there was not a significant exacerbating
effect of household structure (e.g., single- versus two-parent households) on the positive
association between parent perceived stress and Uncontrolled Eating, as measured by the
TFEQ-18. The association between parental stress and Uncontrolled Eating did not differ

based on household structure.

The second moderation model examined if household structure moderated the
association between parent perceived stress and Cognitive Restraint, as measured by the
TFEQ-18. The overall moderation model was not statistically significant (F(4, 87) =
2.15, p > .05, R? = .09). The interaction between stress and household structure was also
non-significant. (p > .05). Thus, there was not a significant strengthening effect of
household structure (e.g., single- versus two-parent households) on the positive
association between parent perceived stress and Cognitive Restraint, as measured by the

TFEQ-18.
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The third moderation model examined if household structure significantly
moderated the association between parent perceived stress and Emotional Eating, as
measured by the TFEQ-18. The overall model was statistically significant (F(4, 87) =
3.93, p < .05, R? = .15). However, the interaction between stress and household structure
was not statistically significant (p > .05). Thus, there was not a significant exacerbating
effect of household structure (e.g., single- versus two-parent households) on the positive
association between parent perceived stress and Emotional Eating, as measured by the

TFEQ-18.

Aim 3: SES as a Moderator

The first moderation model examined if the ratio of income-to-poverty
strengthened the positive association between parent perceived stress and Uncontrolled
Eating, as measured by the TFEQ-18. The overall moderation model was significant
(F(4, 87) = 4.26, p < .05, R? = .16). Further, the interaction between stress and SES was
significant (b = .54, t(87) = 2.44, p = .02). The interaction was probed by computing
simple slopes, which measures the association between the 1V (i.e., parental perceived
stress) and the DV (i.e., Uncontrolled Eating) at the mean of the moderator and one
standard deviation above and below the mean. For this model, the interaction was
significant one standard deviation above the mean but was non-significant at the mean
and one standard deviation below the mean (see Table 3). Therefore, higher levels of

income-to-poverty exacerbated the positive association between parent perceived stress
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and Uncontrolled Eating, as measured by the TFEQ-18. Figure 1 depicts SES as

exacerbating the association between parent perceived stress and Uncontrolled Eating.

The second moderation model examined if the ratio of income-to-poverty
strengthened the positive association between parent perceived stress and Cognitive
Restraint, as measured by the TFEQ-18. The overall moderation model was not
statistically significant (F(4, 87) = 1.42, p > .05, R? = .06). In addition, the interaction
between parent perceived stress and SES was not significant. Results showed there was
not a significant exacerbating effect of the ratio of income-to-poverty on the association

between parent perceived stress and Cognitive Restraint.

The final moderation model examined if the ratio of income-to-poverty
strengthened the positive association between parent perceived stress and Emotional
Eating, as measured by the TFEQ-18. The overall moderation model was statistically
significant (F(4, 87) = 7.00, p < .001, R? = .24). Moreover, the interaction between parent
perceived stress and the ratio of income-to-poverty was significant, as well (b = .69, t(87)
= 2.58, p =.01). The interaction was probed by computing simple slopes. For this model,
the interaction was trending toward significant at the mean of the moderator and was
significant at one standard deviation above the mean (see Table 4). Thus, higher levels of
income-to-poverty exacerbated the positive association between parent perceived stress
and Emotional Eating, as measured by the TFEQ-18. Figure 2 depicts SES as an
exacerbating effect on the association between parent perceived stress and Emotional

Eating.
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CHAPTER FOUR: DISCUSSION

Stress is prevalent in the U.S. (APA, 2020), and may lead increasing levels of
disinhibited and restrictive eating behaviors. Thus, it is crucial to examine parent
perceived stress in relation to parent maladaptive eating behaviors. In addition, little
research has previously examined the association between parent perceived stress and
maladaptive eating in the context of differing household structures or SES. The aims of
the current study sought to further examine the association between parent perceived
stress and maladaptive eating, as well as examine what factors (i.e., household structure

and SES) may impact this association.

Hypothesis 1

Results did not support the study’s first hypothesis in which it was hypothesized
that higher levels of parental perceived stress on the PSS-10 would be positively
associated with higher levels of parental maladaptive eating behaviors, as measured by
TFEQ-18. The current study ran a regression controlling for BMI to examine the
association between parent perceived stress and the eating domains of the TFEQ-18.
There was not a significant association between parent perceived stress and parental
maladaptive eating behaviors for the Uncontrolled Eating, Cognitive Restraint, or
Emotional Eating scales of the TFEQ-18. This finding may be partially explained by the

current study’s relatively low mean score of parental perceived stress (M = 15.80).

In Cohen’s validation study for the Perceived Stress Scale (1983), the study’s

sample of adults scored around 10 points higher than the current study’s sample utilizing
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the same scale. There is the potential that because the present sample was not highly
stressed, an association may not have been seen between parent perceived stress and
maladaptive eating behaviors. The literature has expansive data linking levels of high
stress and changes in eating. This study’s sample was not highly stressed, and an outcome
may be that stress did not impact participants’ eating behaviors. However, scores for the
PSS-10 had a wide range (34), which makes it necessary to examine the relationship
between stress and maladaptive eating under different conditions of SES and household

structure.

One study examining perceived stress levels (PSS-10) to domains of the TFEQ-18
among college students found similar mean scores as the current study. The mean score
in the previous study for the PSS-10 was 20.54, around 5 points higher than the present
study. However, means for the TFEQ-18 scales were comparable, with scores of around
40. After adjusting for BMI, results from the previous study indicated significant
associations between perceived stress and each of the eating outcome scales of the
TFEQ-18 (Carr, 2022). Previous research has indicated that there is an association
between high levels of stress and greater maladaptive behaviors, specifically using the
same measures. This makes it essential to further understand what factors, such as
household structure and SES, may impact this association, as well as why there was not

an association seen between perceived stress and maladaptive eating in the current study.

Hypothesis 2
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The present study also sought to examine whether household structure (e.qg.,
single-parent households versus two-parent households) strengthened the positive
association between parent perceived stress and parental maladaptive eating behaviors. It
was hypothesized that the positive association between parent perceived stress, measured
by the PSS-10, and parents’ maladaptive eating behaviors, as measured by the TFEQ-18,
would be stronger in single-parent households than two-parent households. Findings did
not support this hypothesis. Specifically, results did not reveal significant moderating
effects of household structure (e.g., single- versus two-parent households) on parent
perceived stress and maladaptive eating behaviors (Uncontrolled Eating, Cognitive

Restraint, and Emotional Eating) as measured by the TFEQ-18.

A possible explanation could rest with the perceived levels of parental stress that
participants within the present study reported. Single parents in this study may not have
experienced heightened stress levels that come from being the sole caregiver. It is also
possible that due to the COVID-19 pandemic, stressors related to being a single parent
were less salient. However, other explanations are possible. Research has shown that
dispositional optimism has helped individuals with coping flexibility and adjustment to
negative outcomes (Nes & Segerstrom, 2006), as well as act as a resource for single
mothers to better adjust to adversity (Taylor et al., 2010). Participants in the present study
high in dispositional optimism may have resources available to combat perceptions of
heightened stress. Consequently, a lack of heightened perceived stress levels would not

correlate with greater maladaptive eating behaviors in the current study.
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Hypothesis 3

The present study also examined whether the income-to-poverty ratio moderated
the association between parental perceived stress and maladaptive eating behaviors. It
was hypothesized that lower levels of income-to-poverty would strengthen the positive
association between parent perceived stress and parent maladaptive eating behaviors (i.e.,
Emotional Eating, Uncontrolled Eating, and Cognitive Restraint). This hypothesis was
partially supported by results from the current study. Specifically, the ratio-of-income to
poverty had a significant exacerbating effect on the positive association between parent
perceived stress and two out of the three domains of maladaptive eating behaviors.
However, contrary to hypotheses, higher rather than lower levels of income-to-poverty
strengthened the positive association between parental perceived stress and Emotional

Eating and Uncontrolled Eating, but not Cognitive Restraint.

One explanation for this finding is related to disparate reporting and awareness of
maladaptive eating behaviors within individuals from low SES backgrounds. While
uncontrolled eating behaviors, such as binge eating, and emotional eating behaviors are
prevalent among individuals from a variety of SES backgrounds (Mulders-Jones et al.,
2017), service utilization and diagnoses of disordered eating behaviors are lower within
groups from lower SES backgrounds compared to their more affluent counterparts
(Sonneville & Lipson, 2018). Sonneville and Lipson (2018) found that adults from high
SES backgrounds were more likely to perceive that they had a need for treatment for their

disordered eating and were more likely to seek and receive treatment. Individuals from
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low SES backgrounds may not have access to services and care related to maladaptive
and disordered eating behaviors, so their behaviors may be undetected by professionals
(Mulders-Jones et al., 2017). In addition, the lack of education and knowledge
surrounding maladaptive eating behaviors within individuals from low SES backgrounds
may cause these behaviors to be less salient if individuals do not have the resources to
identify them. Moreover, the current study’s sample consisted primarily of parents who
were classified into the overweight and obese ranges for BMI. As seen in Sonneville &
Lipson’s (2018) study, those in the underweight BMI range were more likely to perceive
a need for treatment and eventually seek treatment for their symptoms. Therefore,
individuals higher in BMI may not consider their behaviors to be maladaptive in nature or

may be less affected by disruptions or fluctuations in their eating behaviors.

Other explanations for the exacerbating effect of SES on the positive association
between parent perceived stress and uncontrolled and emotional eating may rest with
environmental factors and the coping abilities of individuals from lower SES
backgrounds. For instance, Chen and Miller (2012) describe a “shift and persist” model
to explain why individuals from low SES backgrounds may face persistent chronic stress
but are still able to maintain good overall health. The model proposes that if individuals
low in SES are taught as children to accept and adapt to certain stressors in combination
with persisting with a positive mindset, they can stall stress reactions in the body that lead
to poorer health outcomes (Chen & Miller, 2012). The “shift” part of the model works
through an idea of adaptation to stress in which individuals reappraise stress and

emotionally regulate their reaction to stress. The persist portion of the model relies on
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individuals then enduring stressful situations with optimism and positivity (Chen &
Miller, 2012). For the present study, it is possible that parents from low SES backgrounds
have developed strategies from a young age, such as the “shift and persist” model, to
combat high levels of stress and maintain good overall physical health. This may help
account for not seeing a significant exacerbating effect of low income-to-poverty on the
positive association between parent perceived stress and parental maladaptive eating

behaviors.

Similarly, one study found that coping flexibility moderated the association
between perceived stress and health-related quality of life. Atal and Cheng (2016)
examined how coping flexibility may buffer unfavorable effects associated with low SES.
Findings indicated that depending on how much perceived control individuals felt they
had, those low in SES tended to have more coping flexibility and use different coping
strategies based on the situation (Atal & Cheng, 2016). Atal and Cheng (2016) suggested
that their findings could be explained by the social class theory of agency, in which
individuals from low SES backgrounds may not have the same resources as individuals
from high SES backgrounds individuals to combat stress, so they rely on accepting and
adapting to stressors. Therefore, they may have more flexibility in which coping
strategies they utilize. It is possible that participants in the present study who were lower
in income-to-poverty have developed effective coping strategies when confronted with
stress. As a result, levels of perceived stress may not be as prominent or impactful on

eating behavior, leading to an insignificant exacerbating effect of low SES on the positive
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association between parent perceived stress and parental maladaptive eating behaviors,

specifically Uncontrolled and Emotional Eating.

Additionally, the public health model of the social determinants of health
examines socioeconomic determinants, psychosocial risk factors, and community and
societal characteristics that may impact health outcomes. These include, but are not
limited to: unemployment rates, income, poor social networks, chronic stress, coping, and
crime rates. The basis of the model relies on the well-known associations between SES
and health, particularly that higher SES leads to better health outcomes (Ansari et al.,
2003). Thus, individuals low in SES may experience additional determinants that
negatively impact their health outcomes. It is possible that because individuals from low
SES backgrounds face various chronic stressors in their environments, eating

disturbances or changes in eating behavior may not be as salient.

An explanation for high SES not exacerbating the association between parent
perceived stress and Cognitive Restraint, as measured by the TFEQ-18, includes the
possibility that dietary restraint functions differently from uncontrolled and emotional
eating. For instance, cognitive restraint has been shown to be closely correlated to body
image issues (Wendell et al., 2012). However, the current study examined maladaptive
eating behaviors in relation to stress. The Affect Regulation Model, for example, would
lend the idea that stress and negative affect might trigger uncontrolled and emotional
eating behaviors, rather than behaviors related to restraint. As a result, the current study

may not have seen an association between parent perceived stress and Cognitive Restraint
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(TFEQ-18) due to differing triggers and risks of that particular eating behavior.
Furthermore, researchers have hypothesized that by restricting food intake, individuals
may turn to uncontrolled or emotional eating due to exhausting their cognitive abilities to
handle stress or because of perceived lack of control over the food environment (Yau &
Potenza, 2013). This concept demonstrates that dietary restriction could influence other
domains of maladaptive eating, which may cause cognitive restraint to be underreported

or less salient than uncontrolled or emotional eating.

Strengths

Within the current study, there were several strengths, including a broadened
scope of study to allow parents and legal guardians, but also custodial caregivers to
participate. Custodial caregivers were defined in this study as adults at least 18 years old
who lived with the adolescent at least 50% of the time and were responsible for most of
their care. Custodial caregivers are common in lower SES households (Strozier &
Krisman, 2007), and inclusion in the present study allowed for the decrease in barriers to
participation in research. Additionally, literature has primarily focused on biological
parents and legal guardians. The present study’s inclusion criterion has allowed for the
expansion on research involving parent participants. Moreover, another strength within
the present study was the almost 50/50 split of single versus partnered-parent
participants. This allowed for the close examination of whether household structure
modified the association between parent perceived stress and maladaptive eating

behaviors. Furthermore, BMI was controlled for throughout running analyses to prevent
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outside third variable influence on maladaptive eating behaviors, given the close
association between BMI and eating outcomes. It is also important to note that SES was
determined by calculating the ratio of income-to-poverty, which provides a different
representation from solely examining income alone. Using this method for determining
SES may provide a more realistic picture of the degree of financial need since there are a

variety of factors that contribute to SES (Dearing et al., 2001).

Limitations

While the current study expanded on the literature regarding parental stress and
eating behaviors, it was not without its limitations. One limitation within the current
study included the somewhat small sample size (N = 92), as results are less generalizable
to the larger population. In addition, the sample consisted mainly of biological mothers
and female legal caregivers (91.3%), which is also a significant limitation of previous
research. This sample characteristic constrains the generalizability of results and lacks the
perspective of fathers and male custodial caregivers. These missing responses could be
crucial to further understanding the relationship between parent perceived stress and
maladaptive eating behaviors, as parents do not solely consist of female guardians. Future
research would benefit from sampling a more even group of female and male legal

guardians.

A second limitation was that the sample was not selected at random, but was
selected from a larger, ongoing study which focuses on weight management among

youth. It is possible that parents who have children with overweight or obesity may
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experience dysregulated relationships with food themselves or experience overweight or
obesity. This could have impacted parental eating outcomes within the present study.
This again limited the generalizability of results. In the future, it would be useful for
research to examine parent perceived stress in relation to maladaptive eating behaviors

from a randomly selected group of parents.

Moreover, a third limitation of the present study was that it was cross-sectional in
nature, which means that the sample was only measured at one point in time. When
interpreting results from measures like the perceived stress scale, it is important to note
that depending on the time, day, or week, perceived level of stress may change. This
means that the current study’s perceived level of stress may have been impacted by the
time of data collection. In addition, causality cannot be established through correlational
designs. To clarify, this means that results cannot be interpreted in such a way that one
variable caused a change in other, rather, a change in one variable was correlated with a

change in another.

A fourth limitation to the current study was the use of self-reported questionnaire
data for each measure used. The use of self-reported responses may have led to recall bias
among participants, as details about events could have potentially been left out or not
accurately reported. This may mean that responses from parents regarding their perceived
level of stress, income, and eating behaviors were not as accurate as they could have been

if participants were interviewed in person, for instance.

Future Directions
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Future research examining parent stress and experiences related to eating
outcomes is crucial. Specifically, associations between parent stress and eating should be
examined in the context of differing SES statuses and household structures. Further
examination is critical to understanding the variables that impact parent eating behaviors,
which could impact parent-child relationships in the context of eating. Additionally,
research should direct attention to including the perspectives of fathers and male
caretakers, as these perspectives could be essential to forming the bigger picture of parent
stress and eating. Moreover, future research would benefit from greater ethnically diverse
samples, which could provide better insight into differences in parenting stress and

behaviors.

Furthermore, many of the current study’s hypotheses were unsupported and it is
unclear why certain results were found. Particularly, future research should devote
additional resources to examining why higher levels of income-to-poverty would
exacerbate the positive association between parent perceived stress and maladaptive
eating outcomes, and lower levels of income-to-poverty would not. Additionally, it would
be beneficial to examine why Cognitive Restraint functioned differently in the current
study as compared to the other scales of the TFEQ-18. Previous research has also
indicated associations with stress and maladaptive eating behaviors, however, the present
study found conflicting results. Thus, additional research is necessary to replicate the

study’s methods to ascertain why specific results were seen in the present study.
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In addition, increasing levels of parental stress may be attributed to the COVID-
19 pandemic that started in early 2020, which led to unexpected and sudden changes in
family routines (Gonzalez et al., 2022). The APA reported in 2020 that the COVID-19
pandemic led to increased stress-promoting circumstances, such as food insecurity, job
instability, and difficulties accessing basic needs. Greater levels of parental stress were
associated with the increased risk of parents using food to cope with negative emotions
and to help with emotional regulation (Gonzalez et al., 2022). The present study did not
specifically examine COVID-19 related effects; however, it is crucial to further examine
how the pandemic may have impacted the association between parent perceived stress

and eating.

Conclusions

There are well established relationships between stress and maladaptive eating
behaviors in the literature. Stress is also prevalent among parents. However, results
within the current study did not indicate an association was present between parent
perceived stress and maladaptive eating behaviors, specifically the Uncontrolled Eating,
Cognitive Restraint, and Emotional Eating scales of the TFEQ-18. Single parents may be
at a higher risk of experiencing heightened perceived stress as a result of being the sole
caregiver. Yet, within the present study, results indicated that household structure (i.e.,
single- versus two-parent households) did not strengthen the positive association between
parent perceived stress and parent maladaptive eating behaviors. Finally, low SES has

been linked with greater stress promoting circumstances, which may impact eating
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outcomes. Contrastingly, the present study found that high SES strengthened the positive
association between parent perceived stress and two domains of maladaptive eating,
Uncontrolled and Emotional Eating. Future research is critical to understanding these

findings.
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Tables
Table 1

Sample Characteristics and Demographics (N = 92)

Characteristic N %

Biological Sex

Female 84 91.3
Race

American Indian/Alaskan 1 1.1
Native

Asian 2 2.2

Black/African American 22 24.2

White/Caucasian 62 68.1

Other 4 4.4
Ethnicity

Hispanic or Latinx 7 7.9

Not Hispanic or Latinx 82 92.1
BMI

Healthy Range 13 14.1

Overweight Range 16 17.4

Obese Range 63 68.5

Relationship to Adolescent

Biological Parent 87 94.6
Step-parent 1 1.1
Foster Parent/Legal Guardian 1 1.1
Other 3 3.3

Socioeconomic Status




Low-Income (< 200%
threshold)

At or Above 200% Threshold

32

34.8

65.2

Table 2
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Pearson Correlations Examining Associations Between Stress and Maladaptive Eating

Variables M SD 1 2 3 4 5 6 7
1. Perceived Stress 1579 6.70 --

2. Uncontrolled Eating 36.59 19.40 .13 --

3. Cognitive Restraint ~ 39.13 25.81 .17 --

4. Emotional Eating 37.14 2458 .19 --

5. Ratio of Income-to- 252 123 -20 .15 .03 .13 --

Poverty

6. Household Structure -16 -02 .15 -01 --

7. Body Mass Index 35.32 887 .22 22* -13 .34** --

** 1 < .01;* p <.05
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Table 3
Effect of Parent Perceived Stress on Uncontrolled Eating at Three Levels of Income-to-
Poverty
95% Confidence Interval
Corresponding
Level of SES B Lower Upper P
1 SD below 1.29 -.25 -1.01 51 52
mean
Mean 2.52 41 -17 1.00 A7
1 SD above 3.75 1.08 24 1.91 01
mean
Table 4
Effect of Parent Perceived Stress on Emotional Eating at Three Levels of Income-to-
Poverty
95% Confidence Interval
Corresponding
Level of SES B Lower Upper P
1 SD below 1.29 _16 11,08 76 73
mean
Mean 2.52 .69 -.02 1.39 .06
1 SD above 3.75 153 53 254 003

mean
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Figures

Figure 1

SES as a Moderator of Parent Perceived Stress and
Uncontrolled Eating
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Appendices
Appendix 1

Parent Demographics Questionnaire

Please fill out the following questions about yourself and your family.

50

Today’s Date:

Adolescent’s Name:

Adolescent’s Age:

Adolescent’s Date of Birth:

Adolescent’s Sex (please circle): Male or Female

Your Relation to Adolescent (circle one):
Biological Parent or Step-Parent or Foster Parent/Legal Guardian or

Primary Caregiver (e.g. Grandparent) or Other:

Your Name:

Your Address:




Alternative
Address:

o1

Your Cell #:

Work Phone #:

House Phone #:

Alternative Phone #:

Your Email Address:

Teen’s Email Address:

Alternate family contact Name :

Relation to Adolescent:

Address:

Cell or House Phone #:

Email Address:

***Please complete this section only if you are a caregiver participating in this study

and the teen's parent also provided a separate consent for the teen's

participation.***

Parent Name:

Relation to Adolescent:

Address:

Cell and/or House Phone #:
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Email Address: H

Do you grant the Pediatric Health and Stress Lab permission to send cell phone text

messages with study session reminders and updates?
Your Cell Phone (Please circle): YES or NO

Teen’s Cell Phone (Please circle): YES or NO

Your Information

1. Areyou maleor female? | 1=Male 2=Female
(Please circle one):
2. What is your age in years
years?
3. When were you born? (mm) (dd) (yyy)
4. What is your marital 1 =Single
status?
2 = Married
(Please circle one): 3 = Divorced
4 = Widowed
5 = Other:
5. Which of the following 1 = American Indian/Alaskan Native
do you consider to be _
your racial group? 2 = Asian
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(Please circle all that
apply)

3 = Native Hawaiian or Other Pacific Islander
4 = Black or African American

5 = White or Caucasian

6 = More than one race

(Please describe):

7 = Other (Please
Describe):

8 = Do not know

6. Which of the following

do you consider to be
your ethnic group?

1 = Hispanic or Latino

2 = Not Hispanic or Latino

. Which of the following
do you consider to be the
racial group of this
child’s other biological
parent (if you are not a
biological
parent/guardian, please
answer this question with
respect to the child’s
biological mother)?

1 = American Indian/Alaskan Native

2 = Asian

3 = Native Hawaiian or Other Pacific Islander
4 = Black or African American

5 = White or Caucasian

6 = More than one race

(Please describe):

7 = Other (Please
describe):

8 = Do not know

. Which of the following
do you consider to be the
ethnic group of this
child’s other biological
parent (if you are not a
biological

1 = Hispanic or Latino

2 = Not Hispanic or Latino
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parent/guardian, please
answer this question with
respect to the child’s
biological mother)?

Your Medical History

9. In general, how is your physical 1 = Poor
health? _
(Please circle one) 2 = Fair

3 = Good
4 = Excellent

10. Do you have a health problem or 1=No
condition that requires medical
treatment or hospitalization on a 2=Yes
regular basis?

11. Have you ever been diagnosed with 1=No
any mental health condition,
including clinical depression, anxiety | 2= Yes
disorder, or bipolar disorder?

12. Do you have health insurance? 1=No

2=Yes

13. Are you currently trying to lose 1=No
weight or participating in a weight
loss program? 2=Yes

14. Have you lost 5 pounds or more in the | 1 = No
past month?

2=Yes

Your Employment/Education History
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15. Circle the answer that best
describes your family structure:

1 = Single Parent (never married, divorced,
widowed, or separated)

2 = Partnered (married or living with
partner)

16. Are you currently employed?

1 = Homemaker Skip to Question 18

2 =No Skip to Question 18

3 =Yes (answer 16a — 16¢ )

16a. If yes, what is your
usual occupation?

16b. What is your current
occupation?

16¢. Circle whether you
work...

1= Part Time (less than 30 hours)

2= Full Time (more than 30 hours)

17. On average, how many hours per
week do you work?

18. Is your spouse, partner, or
significant other employed?

1 = Homemaker Skip to Question 19

2=No Skip to Question 19

3=Yes (answer 18a — 18c)

18a. If yes, what is
his/her usual occupation?
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18b. If yes, what is
his/her current
occupation?

18c. Circle whether
he/she works...

1=Part Time (less than 30 hours)

2= Full Time (more than 30 hours)

19. Are you enrolled in school now?

1=No Skip to Question 22

2=Yes
20. If yes, are you enrolled as a full- 1 = Part-time 2 = Full-time
time or part-time student?
21. What school are you enrolled in? Name:

Type of school/program:

Current year/level in school:

22. What is the highest grade you have
completed?
(Circle highest grade completed)

Grade:

1 2
11 12

3 45 6 7 8 9

Or

Completed College Year:
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Freshman  Sophomore  Junior
Senior
22a. If you completed 1= Technical/Trade
college, please circle your |
completed degree: 2= Bachelors
3= Masters or higher
4 = Other degree:
23. Is your partner enrolled in school 1=No Skip to Question 26
now?
2=Yes
24. If yes, is he/she enrolled as a full- | 1 = Part-time 2 = Full-time
time or part-time student?
25. What school is he/she enrolled in? | Name:
Type of
school/program:
Current levellyear:
26. What is the highest grade your Grade:
spouse/significant other/partner has
completed? 1 2 3 4 5 6 7 8 9 10
(Circle highest grade completed) 11 12
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Or

Completed College Year:

Freshman  Sophomore  Junior

Senior
26a. If your 1= Technical/Trade
spouse/partner/significant

2= Bachelors

other has completed

college, please circle their | 3= Masters or higher
completed degree:
4 = Other degree:

Family Financial History

27. How many people are currently living in 1 2 3 4 5 6 7 9
your household? 10 11 12
Other:
28. Besides yourself, who contributes 1.
financially to your household?
(Please list): 2.
3.
4.




29. What is the total income in your household for the year, before taxes, including

ALL sources? Please write-in the amount below:

$
Please circle the category that matches the amount you wrote in above (Circle
one)
0= < $5000 5 = $25,000- 10 = $50,000- 15 =$75,000-
29,999 54,999 79,999
1= $5,000-9,999 | 6 =$30,000- 11 =$55,000- 16 = $80,000-
34,999 59,999 84,999
2 = $10,000- 7 = $35,000- 12 = $60,000- 17 = $85,000-
14,999 39,999 64,999 89,999
3 = $15,000- 8 = $40,000- 13 = $ 65,000- 18 = $90,000-
19,999 44,999 69,999 94,999
4 = $20,000- 9 = $45,000- 14 = $70,000- 19 = $95,000-
24,999 49,999 74,999 99,999
20 =>$100,000
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30. Does the income stay the same month to month? 1 =No 2 =Yes

If no, please describe:

31. Have you used the following food assistance programs? (Circle the appropriate
response for each program at each time point).
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Food Provider Last Month Last Year (in last 12
months)

SNAP Yes No Yes No
(supplemental nutritional
assistance program/ food

stamps)

WIC Yes No Yes No

Reduced Cost School Lunch Yes No Yes No

Free School Lunch Yes No Yes No

32. Have you used the following food assistance programs? (Circle the appropriate

response)

If Yes, please write how often the programs were used.

Food Bank

If yes, # of times

Food Provider Last Month Last Year (in last 12
months)
Community or Church Yes No Yes No

If yes, # of times

Food Assistance from
Family or Friends

Yes No

If yes, # of times

Yes No

If yes, # of times

Other

Yes No

Yes No
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If yes, # of times

If yes, # of times

33. Does your family receive
SNAP (food assistance)
Benefits?

1=No

2=Yes

32a. If yes, what day of the
month do you receive
your benefits?

1 = First day of the month
2 = 10™ day of the month
3 = Last day of the month

4 = More than once a month

5 = Other:
34. Does your family receive 1=No
Medicaid?
2=Yes
35. Does your teen receive freeor | 1 =No
reduced cost school lunch?
2=Yes
34a. If yes, please Free or Reduced
circle whether your
teen’s lunch is:
36. Does your family receive any | 1 =No
other source of public
assistance? 2=Yes

35a. If yes, describe:
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37. What mode of transportation 1 = Personal car
does your family typically rely
upon? (Circle one) 2 = Public Transportation (bus, subway, etc)

3 = Borrowed Car (car from a friend or
relative)

4 = Car pool
5 = Walking
6 = Riding personal bicycle

7 = Other:

Adolescent’s Demographic History

38. Which of the following do | 1 = American Indian/Alaskan Native
you consider to be your _
teen’s racial group? 2 = Asian
(Circle one) ) N -

3 = Native Hawaiian or Other Pacific Islander

4 = Black or African American

5 = White or Caucasian

6 = More than one race

(Please describe):

7 = Other (Please

describe):

8 = Do not know
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39. Which of the following do
you consider to be your
teen’s ethnic group?
(Circle one)

1 = Hispanic or Latino

2 = Not Hispanic or Latino

40. What grade is your teen
currently in? (Circle one)

6th 7th 8th 9th 1oth 1 1th
12th

41. What school is your teen
currently attending?

42. How is your teen
currently attending
school?

1 =In person
2 = Virtually

3 = Combination of in person and virtually

Adolescent’s Medical History

43. Has your teen had any of the following? If so, please put an X where appropriate:

Condition

Medical/Mental Health

Mark "X" if Mark "X" if this has
current lasted 3 months or

longer
(last 30 days)

A. Thyroid Problem

B. Type I Diabetes

C. Type Il Diabetes

D. Asthma

E. Drug or Alcohol Problem

F. Metabolic Problem




Sleep Apnea

Fatty Liver Disease

High Triglycerides

High Blood Pressure
(hypertension)

Insulin Resistance

Polycystic Ovarian
Syndrome (PCOS)

. High cholesterol

(hyperlipidemia)

Frequent
Headaches/Migraines

Frequent Stomachaches

Back Pain

. Joint Pain (e.g. knee, ankle,

shoulder)

Cognitive/Developmental
Disability

Depression

—

Autism

c

Learning Disorder

Thought Disorder

. Bipolar Disorder

Pregnant or breastfeeding

<l X| g <

Eating Disorder (Anorexia,
Bulimia)

N

Food Allergy (peanut,
treenut, milk, soy, wheat,
etc.)

*If yes, to food allergy, please specify:
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44,

Has your teen had any other
medical problems?

1=No 2=Yes

42a. If yes, please
describe:

45.

What are your teen’s
current medications?

46.

What medications has your
teen taken in the past?

47.

Has your teen had any
hospitalizations?

1=No 2=Yes

45a. If yes, state Reason 1.

reason and age:
Age:
Reason
2:
Age:

48. Is your teen currently trying | 1=No
to lose weight or

2=Yes

participating in a weight loss
program?
(Circle one)
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49. Has your teen lost 5 pounds 1=No
or more in the past month?
(Circle one) 2=Yes
50. Has your teen ever been 1=No
diagnosed with a learning
disability? (Circle one) 2=Yes
If yes, please 48a.
specify:
pecity 48b.
48c.
48d.
51. Does your teen have a 1= No
history of mental health
problems (eating disorder, 2=Yes
depression, etc.)?
If yes, please 49a. Current
specify and circle or Past
whether it is past,
current (last 30 49D. Current
days), or both: or Past
49c. Current
or Past
49d. Current
or Past

51. Please list any significant stressors that may have affected the teen in the last year

(moving homes/schools, deaths, accidents, etc):
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Appendix 2

Perceived Stress Scale (PSS-10)

The questions in this scale ask you about your feelings and thoughts during the last
month. In each case, you will be asked to indicate by circling how often you felt or
thought a certain way.

0=Never 1=Almost Never 2=Sometimes 3=Fairly Often 4= Very Often

1. In the last month, how often have you been upset

because of something that happened unexpectedly?..........ccccoevvvveiveiecnene, 012314
2. In the last month, how often have you felt that you were unable

to control the important things in your life?..........cccooeiiiiienc e 012314
3. In the last month, how often have you felt nervous and “stressed”? ....... 01234

4. In the last month, how often have you felt confident about your ability
to handle your personal problems?...........cooovieiiiiiii e 01234

5. In the last month, how often have you felt that things
WETE JOING YOUE WAY?....eevieiieiieiteesieaiesteestessee st sbe e sbeesae e sbeenaesneesaesneesnes 01234

6. In the last month, how often have you found that you could not cope
with all the things that you had t0 dO? ........cccccviiiiiii e 01234

7. In the last month, how often have you been able
to control irritations iN YOUr Hfe?.........ccoviieiiiiie e 01234

8. In the last month, how often have you felt that you were on top of things?.0 1 2 3 4

9. In the last month, how often have you been angered
because of things that were outside of your control? ..............cccoovevviieinens 012314

10. In the last month, how often have you felt difficulties
were piling up so high that you could not overcome them?............c..ccocv...e. 012314
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Appendix 3
Three Factor Eating Questionnaire (TFEQ-18)

This section contains statements and questions about eating habits and feelings of
hunger.

Read each statement carefully and answer by ticking the alternative that best applies to
you.

1. I deliberately take small helpings to 4. When | feel sad, | often eat too
control my weight much
[ ] Definitely true [ ] Definitely true
[ ] Mostly true [ ] Mostly true
[] Mostly false [] Mostly false
[ ] Definitely false [] Definitely false
2. | start to eat when | feel anxious 5.1 don’t eat some foods because they
o make me fat
[ ] Definitely true
[] Definitely true
[ ] Mostly true Y
[ ] Mostly true
[ ] Mostly false Y
[] Mostly false
[ ] Definitely false Y
[] Definitely false

3. Sometimes when | start eating, |
just can’t seem to stop 6. Being with someone who is eating

[ Definitely t often makes me want to also eat
efinitely true

[ ] Definitely true

[ ] Mostly true

[] Mostly true
[ ] Mostly false Y

[ ] Mostly false
[] Definitely false Y

[] Definitely false



7. When I feel tense or “wound up”, I

often feel | need to eat
[ ] Definitely true
Mostly true

Mostly false

OO O

Definitely false

8. | often get so hungry that my
stomach feels like a bottomless pit

[l

Definitely true
Mostly true

Mostly false

O O O

Definitely false

9. I’m always so hungry that it’s hard

for me to stop eating before I finish
the food on my plate

[] Definitely true
Mostly true

Mostly false

O O O

Definitely false
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10. When | feel lonely, I console
myself by eating

[] Definitely true
Mostly true

Mostly false

OO O

Definitely false

11. I consciously hold back at meals to
keep from gaining weight

[l

Definitely true
Mostly true

Mostly false

O O O

Definitely false

12. When | smell an appetizing food
or see a delicious dish, I find it very
difficult to keep from eating — even if
I’ve just finished a meal

[ ] Definitely true
Mostly true

Mostly false

OO O

Definitely false



13. I’m always hungry enough to eat
at any time

[ ] Definitely true
Mostly true

Mostly false

OO O

Definitely false

14. If | feel nervous, | try to calm
down by eating

[l

Definitely true
Mostly true

Mostly false

O O O

Definitely false

15. When | see something that looks
very delicious, | often get so hungry
that have to eat right away

[] Definitely true
Mostly true

Mostly false

O O O

Definitely false
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16. When | feel depressed, | want to
eat

Definitely true
Mostly true

Mostly false

OO o o

Definitely false

17. Do you go on eating binges even
though you’re not hungry?

[ ] Never
[ ] Rarely
[ ] Sometimes

[ ] Atleast once a week

18. How often do you feel hungry?
[ ] Only at mealtimes

[ ] Sometimes between meals

[ ] Often between meals

[ ] Almost always



	30. Does the income stay the same month to month?    1 = No 2 = Yes
	If no, please describe: __________________________________________________________
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