
 
 
 
 
 
 
 
 

ABSTRACT 
 

Emotional Eating, Stress, and Coping Styles in Early Adolescence 
 

Danielle A. Young, Psy.D. 
 

Mentor: Christine Limbers, Ph.D. 
 
 

 Today more than one third of U.S. youth are classified as overweight or obese.  

Childhood obesity is a serious condition associated with medical complications and 

psychosocial difficulties. There is an existing need to identify psychological factors 

contributing to the development and maintenance of overweight and obesity in order to 

enrich prevention and intervention efforts. Little is known about how stress, coping, and 

emotional eating are associated with overweight and obesity in youth. The purpose of the 

present study was to examine associations among perceived stress, coping styles, and 

emotional eating in a community sample of 277 adolescents. Self-report measures 

completed by youth included a demographic questionnaire, the Perceived Stress Scale 

(PSS-10), the Children’s Coping Strategies Checklist-Revision 1 (CCSC-R1), and the 

Emotional Eating Scale for Children and Adolescents (EES-C). Four separate multiple 

linear regression analyses were conducted to determine the interactive effects of 

perceived stress and coping styles on emotional eating. Independent samples t-tests were 

conducted to assess differences in perceived stress and coping styles in those classified as 

low or high emotional eaters. Analyses revealed the interaction between perceived stress 



	

	

and avoidant coping style accounted for a significant amount of variance in the EES-C-

DEP subscale score, with avoidant coping styles found to be an important predictor of 

depressive emotional eating. Additionally, those classified as high emotional eaters 

reported greater levels of perceived stress and avoidance coping. These results underscore 

the importance of early detection of emotional eating and interventions for emotional 

eating through reducing stress and altering maladaptive coping styles.  
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CHAPTER ONE 
 

Introduction  
 
 

Childhood Obesity 
 

 Obesity is defined as an excess collection of fat in the adipose tissue, resulting 

from a disproportionate relationship between caloric intake and energy expenditure 

(Barlow, 2007; Pervanidou & Chrousos, 2011). In youth, a Body Mass Index (BMI, 

calculated as weight in kilograms divided by height in meters squared) between the 85th 

and 95th percentile for age and gender is considered overweight and a BMI greater than 

the 95th percentile is classified as obese (Mei et al., 2002; Centers for Disease Control and 

Prevention [CDC], 2013). In 2000, the CDC published age and gender specific BMI 

percentile growth curves for youth from 2-20 years of age that were based on a nationally 

representative sample of United States (U.S.) youth (Kuczmarski et al., 2002).  

According to the CDC (2012), rates of overweight and obese youth in the U.S. 

have tripled in the past thirty years. In 2010 more than one third of U.S. youth were 

classified as overweight or obese, with approximately 16.9% of adolescents aged 12-19 

years falling within the obese range (Ogden, Carroll, Kit, & Flegal, 2012). A significant 

increase in BMI among adolescent males ages 12-19 years has been especially 

noteworthy between 1999-2000 and 2009-2010 (Ogden, Carroll, Curtin, Lamb, & Flegal, 

2010; Ogden et al., 2012). The National Health and Nutrition Examination Survey 

indicated that ethnic minority youth are disproportionately affected by adiposity, with 
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38.7% of non-Hispanic Blacks and 41.8% of Latinos aged 6-19 classified as overweight 

or obese (Ogden et al., 2010).  

Obesity during adolescence is associated with a number of physical and 

psychological problems. These challenges include high cholesterol, blood pressure, and 

increased risk for cardiovascular disease (Freedman, Mei, Srinivasan, Berenson, & Dietz, 

2007); impaired glucose tolerance, insulin resistance, and type 2 diabetes (Pinhas-Hamiel 

& Zeitler, 1996; Shaibi & Goran, 2008; Whitlock, Williams, Gold, Smith, & Shipman, 

2005); breathing problems, such as sleep apnea and asthma (Han, Lawlor, & Kim, 2010; 

Sutherland, 2008); joint problems and musculoskeletal discomfort (Han et al., 2010; 

Taylor et al., 2006); and fatty liver disease, gallstones, and gastro-esophageal reflux (Han 

et al., 2010; Whitlock et al., 2005). Compared to same-aged peers, obese youth are at a 

heightened risk for experiencing social stigma, difficulties with peers, bullying, anxiety, 

depression, self-harm, and body dissatisfaction (Cornette, 2008; French, Story, & Perry, 

1995; Ge, Elder, Regnerus, & Cox, 2001; Lobstein, Baur, & Uauv, 2004; Valente, 

Fujimoto, Chou, & Spruijt-Metz, 2009).  

 Overweight and obese youth often retain their weight classification into adulthood 

Biro & Wien 2010; Freedman et al., 2007; Guo, Wu, Chumlea, & Roche, 2002). This is 

especially true for morbidly obese youth and those with obese parents (Guo & Chumlea, 

1999; Serdula et al., 1993; Whitaker et al., 1997). In a nationally representative U.S. 

sample, a longitudinal study found 85.3% of obese adolescents remained in the 

overweight or obese weight class into young adulthood (Gordon-Larsen, Adair, Nelson, 

& Popkin, 2004). Compared to normal weight peers, adolescents categorized in the upper 

BMI percentiles experienced 30% higher rates of mortality as young and middle-aged 
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adults (Engeland, Bjørge, Tverdal, & Søgaard, 2004). Since the U.S. Surgeon General 

identified obesity as a major public health threat in 2001, many national campaigns (e.g., 

Let’s Move Campaign) and research collaborations (e.g., National Collaborative on 

Childhood Obesity Research [NCCOR]) have emphasized childhood obesity prevention 

and intervention (Wojcicki & Heyman, 2010).  

 
Approaches to Understanding Obesity 

 
Transdisciplinary research is indispensable to understand and treat obesity 

(Albrecht, Freeman, & Higginbotham, 2004; Staniford, Breckon, & Copeland, 2011). 

Disciplines rooted in biology show childhood obesity to be highly polygenic and 

heritable, with heritability estimates from twin and family studies ranging from 20% to 

70% for BMI, percent body fat, and fat patterning (Böttcher & Kovacs, 2015; Bouchard 

et al., 1996; Carey, Nguyen, Campbell, Chisholm, & Kelly, 1996; Lyon & Hirschhorn, 

2005; Maes, Neale, & Eaves, 1997; Rice et al., 1997). Although BMI and adiposity are 

heavily influenced by genetic components, the drastic and recent rise of childhood 

obesity is strongly attributed to environmental conditions because the human genotype 

cannot markedly change in a few decades (Speakman, 2006; Van Strien, Herman, & 

Verheijden, 2009).  

Researchers have created the term “obesogenic environment”, which claims 

undesirable lifestyles and behaviors with increased food intake, unhealthy foods, and 

physical inactivity strongly influence the rising rates of childhood obesity (Bray, 2008; 

Harrist et al., 2015). Many ecological and developmental frameworks have been 

developed to summarize, organize, and conceptualize the factors that influence 

overweight and obesity (e.g., CDC, 2013; Harrison et al., 2011; Plotnikoff, Lightfoot, 
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Spinola, Predy, & Barrett, 2008). For example, the social ecological model proposed by 

the CDC (2013) includes individual (genetic, cognitive, behavioral), interpersonal (social 

networks and support), institutional (culture, norms), community, and systemic factors 

that interact to develop and sustain obesity. Frameworks, particularly the identified 

factors that contribute to overeating, can assist not only in describing the cause and 

maintenance of obesity, but also in developing and tailoring prevention and intervention 

programs to promote healthier ways of living.  

 
Prevention and Interventions for Overweight and Obese Adolescents 

 
 With childhood obesity continuing to be perceived as a national epidemic, 

interventions encouraging healthy lifestyles, nutrition, and physical activity are needed 

(Davis et al., 2007; Riggs, Sakuma, & Pentz, 2007). Growing support exists that younger 

age at the beginning of weight control programs is one of the strongest predictors of 

weight loss, such that youth are more successful compared to adults because of less 

ingrained beliefs and more amenable dietary and physical activity practices 

(Goldschmidt, Wilfley, Paluch, Roemmich, & Epstein, 2013). Interventions often 

incorporate combinations of physical activity and exercise plans, dietary and nutrition 

education, and/or self-monitoring by targeting the individual child or their parents within 

the family system, school, or community (Barlow, 2007; Barlow & Dietz, 1998; Faith, 

Saelens, Wilfley, & Allison, 2001; Han et al., 2010). Prevention programs delivered in 

schools provide a feasible way to teach children how to create and maintain a healthy 

lifestyle (Kropski et al., 2008). Many childhood obesity prevention activities in primary 

and secondary schools involve comprehensive, multicomponent structured programs 

targeting food services and nutrition (e.g., reducing the amount of fat in meals, modifying 
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prices of healthy items, and eliminating vending machines), physical education courses 

and activities (e.g., increasing the amount of time in physical education courses and 

increasing the amount of intense cardiac activity), and classroom curriculums (e.g., 

teaching specific items to include in a healthy diet, creating goals surrounding lifestyle 

changes, and setting a minimum amount of steps per day; Barlow, 2007; Wang et al., 

2008).  

Research studies and meta-analyses examining the efficacy of various lifestyle 

interventions in a range of settings and with diverse populations confirm small to 

moderate treatment effects directly following treatment for overweight and obese youth 

(Barlow, 2007; Faith et al., 2001; Goldfield, Raynor, & Epstein, 2002; Jelalian & 

Saelens, 1999; Kitzmann et al., 2010; McGovern et al., 2008; Wilfley, Tibbs, Van Buren, 

Reach, & Walker, 2007). For example, in a review of more than 60 interventions to treat 

childhood and adolescent obesity by McGovern and colleagues (2008), only 23% of 

studies resulted in a short-term, significant decrease in adiposity. In a Cochrane review 

containing a meta-analysis of 37 studies totaling 27,946 children, interventions were 

effective at reducing BMI for children (Waters et al., 2011). Intervention effects 

measured in standardized mean difference of BMI by age subgroups were as follows:  

-0.26kg/m2 for 0-5 years, -0.15kg/m2 for 6-12 years, and -0.09kg/m2 for 13-18 years 

(Waters et al., 2011). Although the initial results were somewhat promising for weight 

loss, many treatment effects were not maintained at follow-up (Braet & Van Winckel, 

2001; Danielsson, Kowalski, Ekblom, & Marcus, 2012; Epstein, Valoski, Wing, & 

McCurley, 1990; Epstein, Valoski, Wing, & McCurley, 1994; Flodmark, Ohlsson, 

Ryden, & Sveger, 1992). For instance, one study found less than half of children 
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participating in a behaviorally based weight loss intervention maintained weight loss a 

decade later, with 70% still classified in the obese range (Epstein, Roemmich, & Raynor, 

2001).  

Results have been mixed regarding effectiveness of school-based interventions in 

reducing weight (e.g., Harris, Kuramoto, Schulzer, & Retallack, 2009; Hung et al., 2015; 

Katz, O’Connell, Njike, Yeh, & Nawaz, 2008). A meta-analysis of 8 studies 

incorporating nutrition and physical activity interventions in a school setting resulted in 

significant body weight reductions for the intervention group compared with controls, 

with a standardized mean difference of -0.29 (Katz et al., 2008). In a meta-analysis of 27 

studies, a small summary effect size of 0.039 indicated school-based interventions were 

not effective in reducing BMI or skinfold thickness (Hung et al., 2015). Additional 

research is needed to identify prevention and intervention strategies that may prevent 

weight gain, contribute to long-term reductions in weight, and reduce the risk of 

avoidable metabolic complications associated with obesity (Danaei et al., 2009).  

 
Disordered Eating and Obesity 

 
 Standard interventions for weight loss in youth often target disordered eating, 

which has been considered a contributing factor to the etiology of overweight and obesity 

for youth (Budd & Hayman, 2006). Disordered eating is when a person’s motivation to 

eat and the frequency, quantity, and choice of food are affected by variables not 

necessarily related to physiological needs of hunger (Desmet & Schifferstein, 2008). 

Disordered eating attitudes and behaviors are quite prevalent in adolescents (12.4% of 

girls and 4.6% of boys) and research suggests disordered eating has numerous 

presentations (e.g., restrictive eating, emotional eating), can intensify in severity over 
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time, and lead to the arrival of different weight-related problems (Neumark-Sztainer, 

Story, Hannan, & Croll, 2002; Neumark-Sztainer, Story, Hannan, Perry, & Irving, 2002; 

Neumark-Sztainer, Wall, Eisenberg, Story, & Hannan, 2006; Neumark-Sztainer, Wall, 

Larson, Eisenberg, & Loth, 2011). Overweight and obese youth are a subset of the 

population at particularly high risk for endorsing disordered eating symptoms, with 

greater rates of disordered eating found in obese adolescents compared to obese children 

(Goldschmidt, Aspen, Sinton, Tanofsky-Kraff, & Wilfley, 2008; Hoek, 2006; Keel, 

Heatherton, Dorer, Joiner, & Zalta, 2006; Ogden et al., 2006; Shissiak & Crago, 2001). 

 
Emotional Eating Overview 

 
One type of disordered eating is emotional eating, as emotions have the ability to 

influence food choice and eating behavior. Emotional eating has been defined as 

overeating as a result of a range of negative emotional states (e.g., anxiety, depression, 

fear, or anger; Arnow, Kenardy, & Agras, 1995; Geliebter & Aversa, 2003; Goossens, 

Braet, Van Vlierberghe, & Mels, 2009; Lowe & Fisher, 1983). Macht and Simons (2000) 

investigated the relationship between eating and emotions in a small, non-clinical 

population of females. An analysis of the emotions revealed four types of emotional 

states in which participants were more likely to eat, including anger-dominance, 

tension/fear, relaxation/joy, and an unemotional state (Macht & Simons, 2000). 

Compared to positive and unemotional states, subjective motivations to eat were typically 

rated higher for negative states (Macht & Simons, 2000).  

With an increased abundance and accessibility to food, eating has transitioned 

from the goal of primarily satisfying physical hunger to additionally managing stress and 

emotions (Svaldi, Griepenstroch, Tuschen-Caffier, & Ehring, 2012). Commonly reported 
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changes in nutrition include higher consumption of sweet, fatty, or energy-dense foods 

that have a strong effect in mood elevation (Dube, Lebel, & Lu, 2005; Habhab, Sheldon, 

& Loeb, 2009). Overtime, consuming more calories during emotional eating episodes 

may lead to obesity, problems with weight loss, and food addiction (Johnson & Kenny, 

2010). Even further, emotional eating has been associated with greater eating disorder 

psychopathology (e.g., bulimia nervosa and binge eating); body concern and body 

dissatisfaction; symptoms of anxiety and depression; and poor weight control, overeating, 

high BMI, and obesity (Ganley, 1989; Geliebter & Aversa, 2003; Greeno & Wing, 1994; 

Meyer, Leung, Barry, & De Feo, 2010; Polivy, Herman, & McFarlane, 1994; Thayer, 

2001; Topham et al., 2011; Van Strien et al., 2009).  

 Evidence supports associations between negative emotions and eating in adults 

diagnosed with eating disorders (Polivy & Herman, 2002; Thayer, 2001). Binge eating 

obese adults have endorsed emotional eating related to and distinct from binge episodes, 

with binge eating commonly triggered by stress and negative emotions (Masheb & Grilo, 

2006; Telch & Agras, 1996). In addition, restrained eaters and chronic dieters are 

considered vulnerable to negative emotional states, such as overeating in response to 

negative emotions during times of purposeful food restriction (e.g., Greeno & Wing, 

1994; Polivy et al., 1994). Emotional eating has also been investigated in overweight and 

obese pediatric samples (Goossens, Braet, & Decaluwé, 2007; Viana, Sinde, & Saxton, 

2008; Webber, Hill, Saxton, Van Jaarsveld, & Wardle, 2008). Emotional eating has 

occasionally been associated with increased consumption of unhealthy foods and BMI for 

youth (Braet et al., 2008; Didie & Fitzgibbon, 2005; Tanofsky-Kraff et al., 2006; Webber 

et al., 2008). Inconsistent relationships have been found, as some studies have not found 
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significant associations between emotional eating and BMI in youth (Caccialanza et al., 

2004; Tanofsky-Kraff et al., 2007). 

Emotional eating exists in individuals who are not overweight, obese, or meeting 

the full diagnostic criteria for an eating disorder as classified in the DSM-5, such as binge 

eating disorder (American Psychiatric Association [APA], 2013). Those who engage in 

emotional eating often display sub-threshold disordered eating patterns (Chamay-Weber, 

Narring & Michaud, 2005). Since emotional eating has been detected in healthy, non-

restrained adults and youth (e.g., Newman, O’Connor, & Conner, 2007; Nguyen-

Rodriguez, Chou, Unger, & Spruijt-Metz, 2008), some researchers have hypothesized 

that emotional eating originates in non-clinical populations (Nguyen-Rodriquez et al., 

2008) and intensifies to problematic disordered eating if left untreated (Herman & Polivy, 

1988; Polivy et al., 1994). Overall, emotional eating is more prevalent than previously 

assumed and has been observed in both clinical and community populations of adults and 

youth (e.g., Croll, Neumark-Sztainer, Store, & Ireland, 2002; Vanderlinden, Grave, & 

Vandereycken, 2001).  

 
Psychosomatic Theory of Emotional Eating 

 
The psychosomatic theory of emotional eating, both the original and widely 

accepted theory for emotional eating, offers an understanding of the etiology and 

psychological processes leading to overeating and subsequently obesity (Bruch, 1973; 

Kaplan & Kaplan, 1957). Eating dysregulation refers to a person’s unresponsiveness or 

insensitivity to internal cues of hunger and satiety (Tan & Holub, 2011). Individuals may 

confuse the emotional arousal and stress as hunger and engage in overeating because of 

their inability to distinguish physiological states (Adriaanse, de Ridder, & Evers, 2011). 
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Natural responses to distress are a loss of appetite or decrease in food intake due to 

physiological effects, such as inhibition of gastric contractions and elevation of blood 

sugar (Kaplan & Kaplan, 1957; Schachter, Goldman, & Gordon, 1968). However, eating 

to satisfy hunger is both pleasurable and rewarding because eating activates neural 

substrates such as dopamine, opioid, and benzodiazepine/GABA neurotransmitter 

systems in a similar mechanism to drugs of abuse (Johnson & Kenny, 2010). Dopamine 

is involved with the body’s motivational aspects of eating (“wanting”) and opioid and 

benzodiazepine systems intercede the hedonic evaluation of food sensory stimuli 

(“liking”; Adam & Epel, 2007). Endogenous opioid neuropeptides within the body are 

involved with the reward processes, such as stimulation of appetite, as well as responses 

to stress and discomfort (Adam & Epel, 2007).  

 When individuals are confronted with negative emotions, they may rely on food 

as an emotional defense to alleviate aversive mood states (Kaplan & Kaplan, 1957). 

Kaplan and Kaplan (1957) were among to first researchers to incorporate the anxiety 

reduction model into the psychosomatic theory of obesity, which theorized obese people 

overeat when anxious and overeating reduces feelings of anxiety. Obese individuals were 

hypothesized as being unable to differentiate hunger from anxiety because of the learned 

response to eat in response to both anxiety and hunger (Canetti, Bachar, & Berry, 2002). 

Bruch (1961) later suggested another possible cause of emotional eating were faulty 

sensations related to hunger and confusion between emotions, especially negative affect. 

The psychosomatic theory proposed hunger and satiation were not innate, as learning is 

needed to recognize these physiological states (Canetti et al., 2002). Bruch (1975) 

hypothesized that obese individuals may have incorrect and confusing experiences that 
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have interfered with the ability to differentiate hunger from other signals of discomfort. 

Therefore, emotional eating serves as a coping strategy to decrease negative emotions, 

increase positive emotions, or reduce stress (Kandiah, Yake, Jones, & Meyer, 2006; 

Konttinen, Silventoinen, Sarlio-Lähteenkorva, Männistö, & Haukkala, 2010; Macht & 

Simons, 2000; Macht & Simons, 2011; Meyer et al., 2010; Spoor, Bekker, Van Strien, & 

Van Heck, 2007). Together, Kaplan and Kaplan (1957) and Bruch’s (1961, 1975) 

theories proposed that obese individuals engage in overeating when experiencing 

negative emotions or stress. Emotional eating then becomes a conditioned association 

between a negative state and food reward (Adam & Epel, 2007; Dallman et al., 2003; 

Brown, Schiraldi, & Wrobleski, 2009).  

Individual differences likely determine the likelihood of whether negative states 

or stress lead to overeating and why emotional eating might be reinforcing for some 

individuals. Emotional eating temporarily elevates mood, but the practice of overeating to 

reduce negative feelings becomes stronger overtime and individuals are prevented from 

using their emotions to practice more adaptive responses (Levenson, 1994). Therefore, an 

increase in emotional eating has been considered to be a maladaptive response to stress 

(Heatherton, Herman, & Polivy, 1991). Feelings of guilt and shame from overeating are 

often reported to replace the short-lived positive mood, which then may result in further 

food intake (Morgan et al., 2002). Emotional eaters can engage in a vicious cycle where 

emotional eating becomes a stressor that triggers additional food consumption (Morgan et 

al., 2002). Without a subsequent increase in physical activity to account for additional 

calories consumed during emotional eating episodes, excess body fat may be stored and 

lead to weight gain.  
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Development of Emotional Eating 
 
 Parenting and family interactions are important in the early development of 

emotional eating (Topham et al., 2011). Low maternal support, high psychological 

control, and high behavioral control have been associated with increased emotional eating 

in adolescents (Snoek, Van Strien, Janssens, & Engels, 2007). Another study found 

rejecting and discounting parenting styles were associated with increased emotional 

eating among elementary students (Schuetzmann, Richter-Appelt, Schulte-Markwort, & 

Schimmelmann, 2008). In a sample of young children aged 6 to 8, emotional eating was 

negatively associated with an authoritative parenting style and family open expression of 

affection and emotion, while emotional eating was positively associated with parents 

minimizing the children’s negative feelings (Topham et al., 2011). In addition to 

parenting practices, parents can inadvertently model emotional eating to children or teach 

children to soothe and regulate with food (Bruch, 1973; Levitan & Davis, 2010; Savage, 

Fisher, & Birch, 2008; Topham et al., 2011). Emotional eating may be more pronounced 

and heavily reinforced from repeated experiences of pleasant food consumption after 

adverse experiences of negative emotion and stress.  

 
Emotional Eating in Childhood and Adolescence 

 Since emotional eating in youth is not commonly studied in the U.S., it is difficult 

to pinpoint prevalence rates solely for emotional eating (Nguyen-Rodriguez, Unger, and 

Spruijt-Metz (2009). A wide range of prevalence rates exist for overeating, binge eating, 

and emotional eating in children and adolescents, ranging from 10-60% (Braet et al., 

2008; Marcus & Kalarchian, 2003; Nguyen-Rodriguez et al., 2008; Shapiro et al., 2007; 

Tanofsky-Kraff et al., 2007). A higher prevalence of emotional eating has been reported 
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in adolescents (Braet et al., 2008; Nguyen-Rodriguez et al., 2008; Wardle et al., 1992) 

compared to young children (Carper, Fisher, & Birch, 2000; Van Strien & Oosterveld, 

2008; Wardle et al., 2001). For example, Martyn-Nemeth and colleagues (2009) found 

25% of adolescents from a community sample reported using food to cope with various 

problems, including parents, self, and romantic interests, and this was associated with 

increased body weight. However, this study only used the Project Eat Survey, which 

serves as a broad measure of nutritional health and eating behaviors without a specific 

focus on emotional eating (Martyn-Nemeth et al., 2009). Extending the research to a 

minority sample from the general population, approximately 22% of Latino middle 

school students reported emotional eating on the Dutch Eating Behavior Questionnaire 

(Nguyen-Michel, Unger, & Spruijt-Metz, 2007).  

 Comparatively, in a study conducted by Braet and colleagues (2008), only 10.5% 

of overweight children reported emotional eating on the Dutch Eating Behavior 

Questionnaire. Although children develop eating habits early in life, the differing 

prevalence rates have led some researchers to suggest emotional eating commonly 

emerges in the adolescent developmental stage (Van Stien, van der Zwaluw, & Engles, 

2010). Lower reports of emotional eating by young children indicate a more natural 

reaction to stress with a loss of appetite to emotional stressors (Van Strien & Oosterveld, 

2008). Longitudinal research has suggested emotional eating in youth persists across the 

lifespan and weight gain may continue into adulthood (Ashcroft, Semmler, Carnell, Van 

Jaarsveld, & Wardle, 2008; Van Strien, Snoek, van der Zwaluw, & Engels, 2010; Van 

Strien, van der Zwaluw, & Engels, 2010). Even further, children who develop patterns of 

dysregulated emotion regulation generally continue to exhibit such patterns through 
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adolescence and adulthood (Brame, Nagin, & Tremblay, 2001; Caspi, Moffitt, & 

Newman, 1996; Dekker et al., 2007). 

 
Gender Differences in Emotional Eating 

 
 The relationship between stress and emotional eating has been looked at more 

closely in females, who have been found to have more unhealthy weight control practices 

than males (Neumark-Sztainer et al., 2002). Female children and adolescents have 

reported higher levels of emotional eating in some studies (Braet et al., 2008; Snoek et 

al., 2007; Tanofsky-Kraff et al., 2007). In a study by Nguyen-Rodriquez and colleagues 

(2008), they found 16.5% of adolescent males and 20.4% of adolescent females endorsed 

emotional eating on the Dutch Eating Behavior Questionnaire. When compared with 

females, males experienced less benefit from eating food to increase mood (Kenardy, 

Butler, Carter, & Moor, 2003). Further, many studies suggested strong cross-sectional 

and prospective associations between emotional eating and binge eating in non-clinical 

and eating-disordered adolescent females (Stice, Presnell, & Spangler, 2002; Van Strien, 

Engels, Van Leeuwe, & Snoek, 2005). For example, emotional eating was an important 

predictor for future binge eating episodes in adolescent females (Stice et al., 2002).  

Conversely, other studies failed to find sex differences in reports of emotional 

eating (Braet & Van Strien, 1997; Caccialanza et al., 2004; Hill, Draper, & Stack, 1994).  

A cross-sectional analysis revealed no significant gender differences in emotional eating 

scores and found perceived stress and worries were associated with emotional eating for 

both males and females (Nguyen-Rodriguez et al., 2009). With gender-stratified analyses, 

perceived stress, worries, and tension/anxiety were related to emotional eating in girls, 

confused mood was related to emotional eating in boys, and depression was not related to 
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emotional eating in boys or girls (Nguyen-Rodriquez et al., 2009). In another study, boys 

were more likely to overeat in response to non-specific emotional factors and girls were 

more likely to eat in response to depressive and unsettled feelings (Goossens et al., 2007).  

 
Stress Overview 

 Adolescence may serve as a particularly susceptible developmental period for 

stress (Gundersen, Mahatmya, Garasky, & Lohman, 2011; Spear, 2000). Adolescence is 

accompanied by physical, physiological, and emotional changes (Barber & Olsen, 2004; 

Patton & Viner, 2007). For example, physical maturation, brain development, drive for 

autonomy and individuation from parents, and importance of social interactions are 

happening simultaneously (Blakemore, 2008; Casey, Getz, & Lavan, 2008; Casey, Jones, 

& Hare, 2008). Further, there are noticeable increases of psychological disorders, such as 

anxiety, depression, schizophrenia, and drug abuse, during adolescent years (Andersen, 

2003; Costello, Mustillo, Erkanli, Keeler, & Angold, 2003; Dahl & Gunnar, 2009; Grant 

et al., 2006; Patton & Viner, 2007). Although some ambiguity exists regarding how to 

explain these vulnerabilities, exposure to stressors during adolescence has been proposed 

to play a meaningful role (Grant et al., 2003; Grant, Compas, Thurm, McMahon, & 

Gipson, 2004). 

 
Stress and Obesity 

 
Experiencing a greater number of stressful life events is associated with unhealthy 

emotional eating behavior and may place individuals at a heightened risk for obesity in 

youth (Adam & Epel, 2007; Block, He, Zaslavsky, Ding, & Ayanian, 2009; Chrousos, 

2009; Dallman et al., 2003; Dallman, Pecorano, & la Fleur, 2005; Michels et al., 2012; 
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Mustillo et al., 2003; Onyike, Crum, Lee, Lyketsos, & Eaton, 2003; Torres & Nowson, 

2007). Cross-sectional studies have demonstrated that experiencing higher levels of 

psychosocial stressors, whether stress attributed to academic performance, future life 

goals, substance use, physical health, or family conflict, were associated with an 

increased likelihood of being overweight or obese in childhood and adolescence (Falkner 

et al., 2001; Lohman, Stewart, Gundersen, Garasky, & Eisenmann, 2009; Van Jaarsveld, 

Fidler, Steptoe, Boniface, & Wardle, 2009). Obesity itself may be a risk factor for stress, 

as increased weight negatively impacts physical, emotional, and social functioning 

(Corsicaand & Perri, 2003). 

Other associated risk factors for stress include being among a lower 

socioeconomic status, with youth at a heightened risk of encountering stressors (e.g., 

poverty) and engaging in other behaviors that increase the likelihood of obesity 

(Gundersen et al., 2011; Kitzmann, Dalton, & Buscemi, 2008; Lohman et al., 2009; 

O’Dea, Nguyen Hoang, & Dibley, 2011; Rhee, 2008). For example, lower levels of 

socioeconomic status have been associated with increased sedentary behavior and higher 

BMI in adolescents (Chen & Paterson, 2006; Newacheck, Hung, Park, Brindis, & Irwin, 

2003), which can be attributed to factors such as a shortage of neighborhood resources 

(e.g., few accessible and safe playgrounds/parks or healthy and fresh fruits and 

vegetables) and limited monetary resources for families (e.g., pressure to provide energy-

dense food to ensure family members are not hungry and lack of importance on 

nutritional value; Caprio et al., 2008; Darmon & Drewnowski, 2008; French, Story, & 

Jeffery, 2001; Gundersen et al., 2011; Krieger, Chen, Waterman, Rehkopf, & 

Subramanian, 2003; Lohman et al., 2009; O’Dea et al., 2011; Ver Ploeg et al., 2009).  
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 Chronic stress negatively compromises the adaptive regulatory systems, which 

can result in biological alterations that diminish the stress adaptive process and increase 

susceptibility for future stressful events (Koch, Sepa & Ludvigsson, 2008; Seeman, 

Singer, Rowe, Horwitz, & McEwen, 1997). Persistent psychological distress activates the 

hypothalamic-pituitary-adrenal (HPA) axis, with prolonged HPA axis activity up-

regulating hormones that influence appetite and promote weight gain (Luppino et al., 

2010). Francis, Granger, and Susman (2013) found that cortisol release in response to 

psychosocial stress may be linked to a caloric and physical activity imbalance, with some 

variation by the child’s age. Their findings suggest that in slightly older children 8 to 9 

years of age, greater cortisol release was related to higher BMI scores and greater energy 

intake in the absence of hunger (Francis et al., 2013). Stress can also deregulate eating 

through effects on the reward system (Adam & Epel, 2007; Kaplan & Kaplan, 1975; 

Torres & Nowson, 2007). Research has suggested disordered eating may be due to an 

underling deficit in the brain’s reward system, in that individuals who are 

overweight/obese seek an immediate reward (Cortese et al., 2008). Positive responses to 

food, such as enjoyment, responsiveness to palatability and rapid consumption, are 

hypothesized to promote food intake, particularly for nutrient dense foods high in sugar 

and fat (Kaplan & Kaplan, 1975).  

 
Stress and Emotional Eating 

 
 Youth who report higher levels of perceived stress engage in greater levels of 

emotional eating (Faith, Allison, & Geliebter, 1997; Nguyen-Rodriquez et al., 2008). 

Michaud and colleagues (1990) found high school students with a stressful life event did 

change their eating behavior, in that on a final exam day females increased their total 
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energy intake and males increased the percentage from fat in their diet. Additionally, 

Roemmich and colleagues (2002) found stress-induced excess energy intake, particularly 

of energy-dense “comfort” foods, was associated with higher BMI. Further, research with 

minority adolescents has shown an association between perceived stress and emotional 

eating, regardless of weight status (Nguyen-Rodriguez et al., 2008). Overall, children 

who have poor responses to stress are at an increased risk of becoming overweight, as 

prospective studies suggest emotional distress has a strong relationship to increased 

obesity over time (Goodman & Whitaker, 2002; Pine, Goldstein, Wolk, & Weissman, 

2001).  

 
Coping Styles Overview 

 
One of the ways in which adolescents adapt to stress is coping. Compas and 

colleagues (2001, p. 89) define coping as “conscious, volitional efforts to regulate 

emotion, cognition, behavior, physiology, and the environment in response to stressful 

events or circumstances”. According to the transactional view of stress (Folkman & 

Lazarus, 1985; Lazarus & Folkman, 1987), coping may be perceived as a complex 

process by which individuals judge a situation as benign or stressful, evaluate available 

coping resources, and plan accordingly (Lazarus & Folkman, 1984). Individuals may 

experience stress when insufficient coping exists or the stressor exceeds resources 

(Folkman, Lazarus, Dunkel-Schetter, DeLongis, & Gruen, 1986). Poor emotion 

regulation strategies have been linked with externalizing (Cummings, Iannotti, & Zahn-

Waxler, 1989; Gardner, Dishion, & Connell, 2008) and internalizing symptoms in youth 

(Schultz, Izard, Ackerman, & Youngstrom, 2001). Coping styles are an integral 

component of the psychosomatic theory, which posits emotional eaters exhibit 
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unsuccessful coping strategies that do not properly down-regulate negative emotions 

(Spoor at el., 2007). The act of emotional eating may serve as an avoidant coping 

mechanism to reduce stress and focus attention on the immediate stimulus environment 

rather than the stressor itself (Heatherton & Baumeister, 1991). Normal weight 

individuals that do not engage in emotional eating are possibly more equipped with 

enduring and constructive coping strategies that do not involve eating in response to 

emotional distress (Faith et al., 1997).  

Since resources available and context of the situation shape coping response, there 

are numerous varieties of coping processes (Skinner & Zimmer-Gembeck, 2007). A 

review by Skinner, Edge, Altman, and Sherwood (2003) amassed more than 400 different 

types of coping styles from 100 measures of coping. Researchers have proposed different 

dichotomous distinctions between coping strategies (Endler & Parker, 1994). These 

coping dimensions can be based on the following: 1) Function with emotion-focused 

(management and reduction of stress through emotionally responses to stressors) and 

problem-focused coping (direct attempt to change the problem that causes distress), 2) 

Goals with primary (modifying aspects of a situation in a manner that relieves symptoms 

of stress) and secondary control (allows the individual to manage unalterable situations, 

such as seeking informational, tangible, or social support or engaging in positive 

reappraisal), 3) Orientation with engagement/approach (efforts to manage a problem in an 

active manner) and disengagement/avoidance (avoiding a stressor completely, such as by 

engaging in wishful thinking and behavioral efforts to escape; Compas et al., 2001; 

Folkman, Lazarus, Gruen, & DeLongis, 1986; Pattern & McCubbin, 1993; Seiffge-

Krenke, Aunola, & Nurmi, 2009; Spoor et al., 2007).  
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Coping Styles and Psychological Health 
 

Several studies have suggested some coping strategies are more beneficial in the 

long term in terms of psychological well-being (Compas et al., 2001; Vollrath & Angst, 

1993). Adaptive coping is an imperative developmental skill to obtain and a main 

component of promoting healthy lifestyles in youth (Clarke, 2006; Masten, 2001). For 

youth, active coping, problem-focused coping, cognitive decision-making, support 

seeking coping, and distraction coping strategies have been associated with more 

favorable outcomes, less psychological dysfunction, and an attenuated relationship 

between stress and symptomatology (Ayers, Sandler, West, & Roosa, 1996; Causey & 

Dubow, 1992; Compas et al., 2001; Compas, Malcarne, & Fondacaro, 1988; Ebata & 

Moos, 1991; Endler & Parker, 1990a; Endler & Parker, 1990b; Herman-Stahl, Stemmler, 

& Petersen, 1995; Lengua & Sandler, 1996; Lengua & Stormshak, 2000). Reviews by 

Fields and Prinz (1997) and Compas and colleagues (2001) both found active coping 

strategies, such as social support and problem solving, were associated with more social 

competence, more academic competence, less internalizing behaviors, and less 

externalizing behaviors. Specific to internalizing problems, problem-focused coping 

(Horwitz, Hill, & King, 2011; Li, DiGiuseppe, & Froh, 2006), distractive coping (Li et 

al., 2006), and task-oriented coping (Rafnsson, Johnson, & Windle, 2006) have been 

associated with lower levels of depression and hopelessness in adolescents. Avoidant 

coping and distraction strategies are associated with better behavioral outcomes with 

uncontrollable stressors (Forsythe & Compas, 1987; Valentiner, Holahan, & Moos, 

1994). 
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In contrast, emotion-oriented coping, avoidance, and ruminative coping are 

related to less favorable outcomes and more psychological distress for youth (Ayers et 

al., 1996; Causey & Dubow, 1992; Ebata & Moos, 1991; Herman-Stahl et al., 1995; 

Lengua & Sandler, 1996; Marx, Williams, & Claridge, 1992; McWilliams, Cox, & Enns, 

2003; Turner, Larimer, Sarason, & Trypin, 2005). Emotion-focused coping (Elliot & 

Frude, 2001; Goodwin, 2006; Horwitz et al., 2011; Ireland, Boustead, & Ireland, 2005; 

Rafnsson et al., 2006) and ruminative coping (Li et al., 2006) have been associated with 

higher levels of depression problems. Avoidant coping strategies are associated with 

poorer psychological adjustment and typically increase as control over stressors decrease 

(Band & Weisz, 1988; Forsythe & Compas, 1987). Another example is rumination, 

which has been associated with negative implications for mental health and behavioral 

problems, such as linkages to depressive symptoms (Hankin, 2008). Ruminating may 

exacerbate negative feelings, increase recall of negative experiences, interfere with direct 

action to problem solve, and impede cognitive distraction to relieve distress. Gender 

differences in coping may partially explain gender differences in depression, as girls 

prefer rumination and boys rely on distraction (e.g., Broderick & Korteland, 2002; 

Broderick & Korteland, 2004; Compas, Orosan, & Grant, 1993). Females with depression 

or anxiety are more likely to engage in the negative coping style of dysfunctional 

thinking pertaining to body image, self-worth, and well-being (Hasnain et al., 2008). 

Additionally, greater stressful life events for adolescent girls and their use of different 

coping strategies may explain why girls are more susceptible to depression (Kessler et al. 

2005).  
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Overall, the extent to which adolescents show symptoms of anxiety or depression, 

health complaints, or distress may partly depend on the quality of their coping strategies 

(Boekarts, 1996; Skinner et al., 2003). Coping may serve as a moderator that brings about 

behavior change and psychological health in adolescence (Connor-Smith & Compas, 

2004; Fryer, Waller & Kroese, 1997; Southall & Roberts, 2002). Despite research that 

has suggested some coping styles are beneficial while others are harmful, specific 

behaviors within the broad coping categories may be more pertinent to adaptive 

functioning. Individuals rarely engage in only one type of coping effort, so reliance on 

single strategies to differentiate risk factors for mental health problems does not account 

for the complexity of adolescent coping. Rather, identifying typologies of adolescents 

who employ similar patterns of coping may provide a better understanding of how 

adolescent coping affects adjustment and health (Aldridge & Roesch, 2008).  

 
Coping Styles and Disordered Eating in Adults 

The conceptualization of disordered eating as a coping strategy to deal with or 

reduce stress has a strong history in the eating disorders literature for adults (e.g., Ball & 

Lee, 2000; Heatherton & Baumeister, 1991; Sohlberg & Strober, 1994). Additionally, 

etiological models explaining disordered eating commonly include poor coping skills as a 

contributing factor in the development or progression of eating disorders (e.g., Hawkins 

and Clement, 1984; Stice, 1994). The existing literature suggests a relationship exists 

between certain coping styles (e.g., distraction, avoidance, emotion-focused coping) and 

less healthy eating behaviors during times of stress (e.g., skipping breakfast, mindless 

eating, restrictive diets; Ball & Lee, 2002; Denisoff & Endler, 2000; Martyn-Nemeth et 

al., 2009; Spoor et al., 2007; Wichianson, Bughi, Unger, Spruijt-Metz, & Nguyen-
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Rodriguez, 2009). Many studies in both non-clinical and clinical populations have 

explored coping in individuals with eating disorders or maladaptive eating behaviors, 

with the link between these variables being consistently strong (Ball & Lee, 2000).  

In a review of eleven studies, consistent evidence was found for different coping 

strategies between eating-disordered and non-eating-disordered individuals and for a 

positive relationship between disordered eating and specific coping strategies (Ball & 

Lee, 2000). Female individuals endorsing bulimia, anorexia, or disordered eating 

symptoms often utilize more coping styles surrounding emotion, avoidance, and 

distraction compared to controls, such as engaging in less action focused coping to solve 

problems, avoiding more impending problems, and viewing themselves with less 

confidence to manage stress (Ball & Lee, 2000; Ball & Lee, 2002; Koo-Loeb, Costello, 

Light, & Girdler, 2000). Mayhew and Edelman (1989) found that greater scores on the 

Eating Disorder Inventory was associated with more avoidance coping, more irrational 

beliefs, and less active strategies directed towards dealing with stress compared to lower 

scores for undergraduate females. A population based study of Swedish female adults 

found those with past or current eating disorder symptoms reported significantly higher 

levels of escape avoidance, lower levels of seeking social support, and lower levels of 

engaging in problem solving compared with females denying eating disorder symptoms 

and history of dieting (Ghaderi & Scott, 2000). Rydén et al. (2001) found obese patients 

utilizing emotion-focused coping (wishful thinking) proved maladaptive and was 

associated with increased distress. 

In studies consisting of female undergraduate populations, avoidance coping has 

been associated with binge eating (e.g., Koff & Sangani, 1997; Mayhew & Edelman, 
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1989; Sulkowski, Dempsey, & Dempsey, 2011). Results from a study of female college 

students suggest emotion-focused and avoidant coping were positively associated with 

stress and binge eating; however, emotion focused coping better accounted for the 

association and partially mediated the relationship between stress and binge eating 

compared to avoidant coping (Sulkowski et al., 2011). The same study found no 

association between stress, rational or detached coping, and binge eating (Sulkowski et 

al., 2011). Emotion-focused coping also partially mediated the relationship between 

stress and binge eating (Sulkowski et al., 2011). One international study with Australian 

young adults revealed that use of non-productive coping strategies moderated the 

relationship between reward sensitivity and eating attitudes and mediated the relationship 

between behavioral inhibition and eating attitudes (Hasking, 2006). Hasking (2006) 

suggested that focusing on nonproductive coping strategies for young adults high in 

behavioral inhibition may reduce the risk of eating disorders.  

A hierarchical regression found difficulties regulating emotions accounted for a 

significant amount of the variance in binge eating beyond sex, food restriction, and over-

evaluation of weight and shape in a sample of undergraduate students (Whiteside et al., 

2007). In this same study, lacking emotional awareness and limited access to coping 

skills were predominantly responsible for the association between emotion regulation 

difficulties and binge eating (Whiteside et al., 2007). Therefore, the findings provide 

support for including components of emotional vulnerability and skill deficit to regulate 

negative moods in a model of binge eating (Whiteside et al., 2007). In another study of 

college females, maladaptive coping strategies and acceptance did not intensify the 
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relation between eating disorder symptoms and binge eating (Kelly, Lydecker, & 

Mazzeo, 2012). 

Some studies have added an additional component by examining depression 

alongside coping and disordered eating. One study investigated the relationship between 

binge eating, avoidance coping, and depression in undergraduate females classified as 

nonrestrained/nonbinge eaters, restrained/non-binge eaters, and restrained/binge eaters 

(Paxton & Diggens, 1997). Although binge eating scores were significantly associated 

with avoidance coping and depression, hierarchical regression analyses denoted 

avoidance coping did not profoundly add to the prediction of binge eating above the 

influence of depression (Paxton & Diggens, 1997). Results from Schwarze, Oliver, and 

Handal (2003) showed that the female undergraduate students engaging in binge eating 

were more likely to use avoidance coping strategies than non-binge eating women. When 

depression was statistically controlled, there was not a significant difference between the 

binge eating and non-binge eating groups (Schwarze et al., 2003). Freeman and Gil 

(2004) found that regardless of the severity of depression, greater stress was associated 

with higher risk of same-day binge eating and distraction coping was associated with 

higher risk of future binge eating in college females (Freeman & Gil, 2004).  

While many of these studies do not include males or discuss gender differences, 

one recent study of undergraduate students examined gender difference on the 

relationship between three coping styles (voluntary disengagement, involuntary 

engagement, and involuntary disengagement) in response to social stress on bulimic 

symptoms (Kwan et al., 2014). After initially controlling for bulimic symptoms, 

depression, and body dissatisfaction, only the involuntary disengagement coping style, 
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such as emotional numbing or inaction, predicted bulimic symptoms in men, with higher 

involuntary disengagement predicting higher bulimic symptoms (Kwan et al., 2014). 

A few studies have found an inverse relationship between adaptive coping 

strategies and disordered eating. In a study of eating disorder patients treated in a 

residential facility, recovery was associated with less avoiding, less passive reacting, 

more active tackling, and more social support seeking (Bloks, Van Furth, Callewaert, & 

Hoek, 2004). Social support was associated with diminished risk of same-day binge 

eating in a sample of female college students (Freeman & Gil, 2004). Female college 

students endorsing positive cognitive coping strategies (refocusing on planning, positive 

reappraisal, positive refocusing, and putting things into perspective) reported fewer binge 

episodes (Kelly et al., 2012). Rydén et al. (2001) found obese patients utilizing problem-

focused coping (social trust and fighting spirit) was adaptive and associated with reduced 

distress.  

 
Coping Styles and Emotional Eating in Adults 

 
Despite the psychosomatic theory which posits emotional eaters exhibit 

unsuccessful coping strategies, few studies to date have explored whether specific coping 

strategies influence or are associated with emotional eating. Almost all of these studies 

have been conducted with adults. Existing study findings support that avoidant coping is 

associated with both increased emotional eating and increased BMI (e.g., Freeman & Gil, 

2004; Osborn, Sbrocco, Spieker, & Wood, 2010; Spoor et al., 2007). A combined study 

of eating-disordered and healthy women from the community examined relations 

between negative affect, coping, and emotional eating. Reliance on two coping styles, 

emotion-focused and avoidance-distraction coping, was related to higher emotional 
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eating, while task-oriented coping was not significantly associated with emotional eating 

when controlling for negative affect in eating and non-eating disordered women (Spoor et 

al., 2007). Although negative affect was hypothesized to be associated with emotional 

eating, negative affect did not contribute strongly to emotional eating beyond the coping 

styles for eating and non-eating disordered females (Spoor et al., 2007). In a study of 

adult females, active coping appeared to be negatively related to emotional eating, such 

that higher engagement in active coping resulted in less use of emotional eating (Ouwens, 

Van Erp, & Bekker, 2011). 

In three consecutive laboratory experiments, researchers induced negative 

emotions and measured food consumption in non-eating disordered and normal weight 

college females (Evers, Stok, & de Ridder, 2010). Individuals instructed to utilize 

suppression, a maladaptive emotion regulation strategy to reduce or stunt emotional 

states, exhibited increased comfort food intake with negative emotions (Evers et al., 

2010). Conversely, individuals allowed to express their emotions freely or told to apply 

reappraisal, an adaptive emotion regulation strategy to provide mental distance from an 

emotionally aversive situation by changing cognitions, did not increase comfort food 

consumption (Evers et al., 2010). 

While some earlier researchers found a deficit of social support or unsupportive 

social support was strongly associated with disordered eating (Spoor et al., 2007; Stice et 

al., 2002; Wonderlich-Tierney & Vander Wal, 2010), more recent literature has been 

specific to emotional eating (Canetti, Berry, & Elizur, 2009; Raspopow, Matheson, 

Abizaid, & Anisman, 2013). One study assessing obese individuals undergoing bariatric 

surgery or dieting found emotional eating and neurotic predisposition, defined as 
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neuroticism, low self-esteem, and fear of intimacy, had an overall effect on weight loss 

and quality of life improvement (Canetti et al., 2009). While neurotic predisposition was 

a distal variable whose effect on weight loss was fully mediated by emotional eating and 

the effect of emotional eating on quality of life improvement was fully mediated by 

weight loss, social support was not related to emotional eating (Canetti et al., 2009). Yet, 

results from a study of adults found unsupportive social interactions were associated with 

emotional eating, unsupportive social interactions were associated with both emotion-

focused and avoidant-focused coping, and emotion-focused coping mediated the 

relationship between unsupportive social interactions and emotional eating (Raspopow et 

al., 2013).  

 
Coping Styles and Disordered Eating in Youth 

 
The conceptualization of disordered eating as a coping strategy has been adapted 

from adults to younger samples. A study of adolescent girls in the United Kingdom found 

that an increase of stressors and the use of emotion-focused coping led to poorer self-

esteem, which was a variable associated with maladaptive eating patterns and attitudes 

(Fryer et al., 1997). Another study of adolescent high school girls in Spain assessing the 

association between coping styles and predisposition to eating disorders found 

intropunitive avoidance, described as avoiding problems and maladaptive coping, 

explained the highest percentage of variance on the Eating Disorder Inventory, Second 

Edition and was the coping strategy closest linked to developing an eating disorder 

(García-Grau, Fusté, Miró, Saldaña, & Bados, 2002). Within the intropunitive avoidance 

dimension, the tension reduction scale, defined as emotional reactions to problems had 

the greatest explanatory power (García-Grau et al., 2002). A more recent study of 
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Spanish adolescents found intropunitive avoidance was associated with higher EAT-40 

scores in both males and females, with intropunitive avoidance and tension reduction 

coping strategies explaining a high percentage of variance of eating disorder risk through 

a regression analysis	(Pamies Aubalat & Quiles Marcos, 2012). These findings suggest 

maladaptive coping styles are associated with an increased risk for eating disorders 

(Pamies Aubalat & Quiles Marcos, 2012). 

In a study of American high school students, results indicated that high stress and 

low self-esteem were related to increases in avoidant coping and depressed mood, and 

low self-esteem and avoidant coping were related to unhealthy eating behavior (Martyn-

Nemeth et al., 2009). A small sample of middle-aged children (ages 8 to 13) endorsing 

loss of control eating was compared to a control group of children without loss of control 

eating (Czaja, Rief, & Hilbert, 2009). Children in the loss of control eating group utilized 

significantly higher maladaptive emotion regulation strategies, with greater use of these 

emotion regulation strategies associated with higher depression (Czaja et al., 2009). 

However, the use of adaptive emotion regulation strategies did not differ between 

children with and without loss of control eating (Czaja et al., 2009). Similarly, results 

from a Spanish study of adolescents found that those reporting binge eating used more 

avoidance strategies than those who did not engage in binge eating (Sierra-Baigrie & 

Lemos-Giráldez, 2008).  

Overall, these studies suggest that avoidant coping strategies may be associated 

with disordered eating, eating pathology, and unhealthy behaviors such as binge eating or 

loss of control. There has been a paucity of studies simultaneously investigating stress, 

emotional eating and coping styles in youth, and to the researcher’s knowledge, no study 
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to date has specifically explored coping styles and emotional eating in an adolescent 

sample (Czaja et al., 2009). Most of the existing studies have had methodological 

limitations. For example, some studies have small samples comprised of only 120 (Czaja 

et al., 2009) or 186 adolescents (García-Grau et al., 2002). Often the study is comprised 

of only female subjects (Fryer et al., 1997; García-Grau et al., 2002). Additional samples 

would benefit from including males to provide greater gender-specific understanding of 

emotional eating in order to target interventions (Nguyen-Rodriguez et al., 2009). Studies 

to date have focused on samples with older adolescents, such as a mean age of 15.9 

(García-Grau et al., 2002), or younger children, including an age range from 8 to 12 (e.g., 

Czaja et al., 2009). Further, many of the studies did not calculate BMI (e.g., Fryer et al., 

1997; Nguyen-Rodriguez et al., 2009), measure stress (Czaja et al., 2009), or utilize a 

measure incorporating the construct of emotional eating (Goossens et al., 2007).  

The Dutch Eating Behavior Questionnaire is one of the most widely used 

measures of emotional eating (Braet & Van Strien, 1997; Van Strien, 2002). Although the 

Dutch Eating Behavior Questionnaire has an emotional eating scale, it contains only two 

short subscales assessing clearly labeled (e.g., frightened, worried) and diffuse (e.g., 

bored, lonely) negative emotions and does not capture differences in emotional eating 

between different mood states. It has been argued that different findings in emotional 

eating may be partially attributable to negative emotion being considered a single unified 

phenomenon (Arnow et al., 1995). The Emotional Eating Scale (EES) was initially 

developed to assess coping with negative affect through eating in adults (Arnow et al., 

1995) and was later adapted into the Emotional Eating Scale for Children and 

Adolescents (EES-C) (Tanofsky-Kraff et al., 2007). The EES-C was used in the present 
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study and contains three subscales that assess emotional eating in response to 

anxiety/anger/frustration, depression, and unsettled feelings. Therefore, the EES-C allows 

for the differentiation of which aspects of emotional eating are most salient to disturbed 

eating in children and adolescents.  

 
Purpose of the Present Study 

The purpose of the present study was to assess the associations between stress, 

coping styles, and emotional eating in a community sample of adolescents. Specifically, 

this study examined if different coping styles are predominant in groups classified as low 

or high emotional eaters and if coping styles moderate the relationship between stress and 

emotional eating. There is a need for research to focus on stress, coping styles, and 

emotional eating in early adolescence because the transition into adolescence is a high-

risk period for the onset of disordered eating (Sierra-Baigrie & Lemos-Giráldez, 2008).  

Although adolescents show increases in cognitive, behavioral, and emotional 

capacities for self-regulation, adolescence is a period of “storm and stress” with an 

intensification of emotional experiences and increases in mental health problems, (Casey 

et al., 2010; Compas et al., 2001; Garcia, 2010; Kessler et al., 2005; Zimmer-Gembeck & 

Skinner, 2011). As more complex language and metacognitive abilities develop, 

adolescents advance to more advanced problem solving, more generation of solutions, 

more diverse approaches, and more selectivity about coping strategies in different 

contexts (Skinner & Zimmer-Gembeck, 2007; Zimmer-Gembeck & Skinner, 2011). 

Comparing low and high emotional eating scores alongside coping styles and stress 

among a community sample would be useful for obesity prevention and intervention 

efforts (Nguyen-Rodriguez et al., 2009). 
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Hypotheses 

 Based on psychosomatic theory and existing research highlighted herein, the 

following research questions and associated hypotheses guided the present study: 

1. Primary research question: Do coping styles (active coping, support seeking, 

distraction, and avoidance coping) moderate the relationship between stress and 

emotional eating in a sample of adolescents?  

Hypothesis 1.1 The association between stress and emotional eating will be stronger 

for adolescents who endorse avoidance coping styles (Freeman & Gil, 2004; Martyn-

Nemeth et al., 2009; Osborn et al., 2010; Spoor et al., 2007). 

Hypothesis 1.2 The association between stress and emotional eating will be stronger 

for adolescents who endorse distraction coping styles (Freeman & Gil, 2004; 

Pinkasavage, Arigo, & Schumacher, 2015; Spoor et al., 2007).  

Hypothesis 1.3 The association between stress and emotional eating will be weaker 

for adolescents who endorse more active coping styles (Quiles Marcos & Terol 

Cantero, 2008; Ouwens et al., 2011). 

Hypothesis 1.4 The association between stress and emotional eating will be weaker 

for adolescents who endorse support seeking coping styles (Freeman & Gil, 2004; 

Raspopow et al., 2013).  

2. Secondary research question: Are there differences in coping styles (active coping, 

support seeking, distraction, and avoidance coping) among adolescents classified as low 

or high emotional eaters? 

Hypothesis 2.1 Adolescents classified as high emotional eaters will demonstrate 

significantly higher perceived stress scores than adolescents classified as low 
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emotional eaters, with an effect size in the small to medium range (Faith et al., 1997; 

Nguyen-Rodriquez et al., 2008). 

Hypothesis 2.2 Adolescents classified as high emotional eaters will demonstrate 

significantly higher avoidance coping style scores than adolescents classified as low 

emotional eaters, with an effect size in the small to medium range (Sierra-Baigrie & 

Lemos-Giráldez, 2008; Spoor et al., 2007). 

Hypothesis 2.3 Adolescents classified as high emotional eaters will demonstrate 

significantly higher distraction coping style scores than adolescents classified as low 

emotional eaters, with an effect size in the small to medium range (Freeman & Gil, 

2004; Spoor et al., 2007). 

Hypothesis 2.4 Adolescents classified as low emotional eaters will demonstrate 

significantly higher active coping style scores than adolescents classified as high 

emotional eaters, with an effect size in the small to medium range (Kelly et al., 2012; 

Ouwens et al., 2011). 

Hypothesis 2.5 Adolescents classified as low emotional eaters will demonstrate 

significantly higher support seeking coping style scores than adolescents classified as 

high emotional eaters, with an effect size in the small to medium range (Freeman & 

Gil, 2004).  
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CHAPTER TWO 
 

Methods 
 
 

Participants 
 

 The study sample was comprised of 277 eighth-grade students attending a middle 

school in Central Texas. Participants were considered eligible for the study if they were 

enrolled in the middle school; if parents provided written consent; if students provided 

written assent; and if students were able to provide self-report responses on 

questionnaires in English. Exclusion criteria included students enrolled in special 

education program or services (e.g., neurological disorder or injury, developmental 

disability, or intellectual disability). Demographic characteristics of the sample are 

summarized in Table 1.  

 
Procedures 

 
 The principal and physical education teachers at the middle school were contacted 

in order to identify classrooms to take part in the study. Of the five physical education 

teachers who were asked to participate, all agreed to participate and were invited to 

partake in the study. Students were recruited through a required health and lifestyle 

course in the eighth grade curriculum. Student recruitment took place across 3 days 

(including the day of data collection). On the first visit, the researcher attended eight 

periods of the health and lifestyle class to introduce the study, distribute an information 

packet, and provide time to answer any questions or concerns.  
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Table 1, Demographic Characteristics of Study Participants 
 

Characteristic  N or Mean % or SD Range 

Age (years) 13.26 .494 12 to 15 

BMI %   .5 to 99.6 

     Underweight 28 10.1%  

     Normal 152 54.9%  

     Overweight  50 18.1%  

     Obese  45 16.2%  

Sex    

     Male 112 40.4%  

     Female 165 59.6%  

Race    

     White 151 54.5%  

     Black 21 7.6%  

     Hispanic  39 14.1%  

     Asian 25 9.0%  

     Other  41 14.8%  

Parents     

     Married 173 62.5%  

     Divorced 79 28.5%  

     Never Married 17 6.1%  

     Widowed 4 1.4%  

     Other 5 1.8%  

    

    

    

   (continued)  



	

36 

Characteristic  N or Mean % or SD Range 

Parent Education    

     Some high school or less 17 6.1%  

     High school diploma or GED 50 18.1%  

     Vocational school or some college 23 8.3%  

     College degree 104 37.5%  

     Professional or graduate degree 69 24.9%  

     Other 14 5.1%  

Children’s Coping Strategies Checklist-Revision 1 
(CCSC-R1) 
 

   

     Active Coping  2.63 .49 1.46 to 3.96 

          Problem Focused Coping 2.63 .53 1.25 to 4.00 

          Positive Cognitive Restructuring   2.62 .56 1.08 to 3.92 

     Distraction Strategies  2.33 .49 1.00 to 3.88 

     Avoidance Strategies  2.58 .45 1.33 to 3.67 

     Support Seeking Strategies  2.11 .73 1.00 to 3.80 

Emotional Eating Scale for Children and Adolescents 
(EES-C) 
 

   

     Anxiety, Anger, and Frustration  12.88 9.69 0 to 48.00 

     Depression  10.62 6.29 0 to 19.00 

     Feeling Unsettled  4.65 3.41 0 to 28.00 

     Total 28.00 17.29 0 to 92.00 

Perceived Stress Scale (PSS)    

     Total 19.38 6.95 3.00 to 39.00 

Note. Because of rounding, percentages may not total 100. 
 
 

Students were sent home with an information packet, including information about the 

study’s purpose and procedures, written informed consent, and written informed assent 

form. Parents were instructed to review the consent and assent forms, which were 
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approved by the Baylor University Institutional Review Board and the School District. 

Although a total of 586 students are enrolled in the eighth grade, a total of 547 students 

were present to receive the information packets and 39 students were absent and did not 

receive the information packets. Two days following the introductory visit, the researcher 

returned to the middle school to collect the returned and signed consent and assent forms. 

On the day the surveys were administered, a total of 277 students returned their consent 

and assent forms and were willing to participate in the study and 52 students were tardy 

or absent. The completion rate for the surveys was approximately 52%. Consent/assent 

forms were photocopied and given to the students for their records. Participating 

adolescents were asked to complete paper-and-pencil versions of the demographic 

questionnaire, the Perceived Stress Scale (PSS), the Children’s Coping Strategies 

Checklist-Revision 1 (CCSC-R1), and the Emotional Eating Scale for Children and 

Adolescents (EES-C) in the classroom. After the youth completed the self-report 

measures, a research assistant measured height and weight in a private room in order to 

calculate BMI. For all participants, study materials were de-identified at the close of the 

testing session and these data were entered into a password-protected computer. The 

caregiver/patient dyad received an entry into a drawing for one of five $10 gift cards to 

Wal-Mart upon completion of data collection procedures as a token of appreciation for 

their participation in the study.  

 
Measures 

 

Demographic Questionnaire  

 Students completed a demographic questionnaire constructed to gather 

information about their sex, age, race/ethnicity, parent relationship status, and parents’ 
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highest educational attainment. Grade was not collected, as each participating student 

was in the 8th grade.  

 
Body Mass Index (BMI) and Weight Status Category 
 
 When measurements of weight and height are taken carefully and compared to 

appropriate growth charts and recommended cutoffs, BMI serves as a reliable and 

appropriate indicator of body fatness for most youth (Barlow & Dietz, 1998; Himes, 

2009; Himes & Dietz, 1994; Krebs et al., 2007). After the questionnaire packets were 

completed, research assistants individually measured weight and height for each student. 

Weight was measured with a Tanita scale (model BF680W) and height was taken with a 

measuring tape mounted to the wall. The measurements were performed after the 

removal of shoes, hats, and heavy clothing (e.g., jackets). Both weight and height were 

recorded on the student’s demographic questionnaire. Student privacy was maintained 

during the measurement procedure. 

  BMI was computed by entering the student’s height, weight, age, and sex into 

CDC pediatric growth charts for children between the ages of 2 and 20. After BMI was 

computed, the BMI percentile and z-score (standard deviation) were calculated. Each 

BMI number was plotted on the CDC BMI-for-age growth charts (for either girls or boys) 

to obtain a percentile ranking. The BMI percentile and z-score indicates the student’s 

BMI placement compared to same age and sex peers. Four weight status categories exist: 

underweight (less than 5%), healthy weight (5% to less than 85%), overweight (85% to 

less than 95%), and obese (equal to or greater than 95%).  
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Stress 

 The Perceived Stress Scale (PSS-10) was used to assess the degree of global 

perceived stress (Cohen, Kamarack, & Mermelstein, 1983). The PSS-10 is a 10-item self-

report questionnaire congruent with a transactional model of stress to assess feelings of 

being overwhelmed, being unable to control events, or being unable to predict events in 

one’s life. Respondents are asked to report their feelings and thoughts during the last 

month by rating each item in one of five ways from never, almost never, sometimes, 

fairly often, to very often with scores of 0, 1, 2, 3, and 4, respectively. To score the PSS-

10, positively stated items (items 4, 5, 7, and 8) are reversed scored (e.g., 0=4, 1=3, 2=2, 

3=1, 4=0). All 10 items are summed together to yield a total perceived stress score. Total 

perceived stress scores range from 0 to 40, with higher scores indicating higher perceived 

stress.  

 The PSS-10 was initially developed for use with community samples with at least 

a junior high school education, as the items are general in nature and are easy to 

understand (Cohen et al., 1983). Although the PSS was originally designed for adults, 

researchers have used this measure for older children and adolescents (e.g., Martin, 

Kazarian, & Breiter, 1995; Seller, Copeland-Linder, Martin, & Lewis, 2006; Schmeelk-

Cone & Zimmerman, 2003; Yarcheski & Mahon, 1999). Studies have reported a 

coefficient alpha ranging from 0.87 to 0.89 for early adolescents (Mahon, Yarcheski, 

Yarcheski, & Hanks, 2007; Martin et al., 1994; Nguyen-Rodriguez et al., 2008; 

Yarscheski, Mahon,  & Yarcheski, 2011). In this study, the PSS exhibited a good internal 

consistency (α = 0.84). 
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Coping 
 
 The Children’s Coping Strategies Checklist-Revision 1 (CCSC-R1) is a 54-item 

self-report inventory for children to rate how they typically cope with problems. Items are 

classified into 14 subscales that form four dimensions of children’s coping strategies: 

active coping, distraction, avoidance, and support seeking (Ayers et al., 1999; Ayers, 

Sandler, & Twohey, 1998). Active coping consists of using problem focused (cognitive 

decision making, direct problem solving, and seeking understanding subscales) and 

positive reframing coping (positive thinking, optimistic thinking, control, and 

minimization subscales). Distraction coping consists of physical release of emotions and 

use of distracting actions. Avoidance coping consists of avoidant actions, repression, and 

wishful thinking. Support seeking coping includes support for actions and feelings.  

Children are asked to describe how often they usually use each behavior when 

they have a problem (never=1, sometimes=2, often=3, and most of the time=4). Scoring 

for the four major factors of coping is reached by taking the mean of the subscale scores 

for the subscales/dimensions that comprise that factor. Adequate reliability and validity 

have been previously documented in the literature (Ayers et al., 1996; Sandler, Tein, & 

West, 1994), with Chronbach’s alphas for the dimensions as follows: 0.88 for active 

coping, 0.77 for distraction strategies, 0.65-0.69 for avoidance strategies, and 0.83-0.86 

for support seeking. The CCSC-R1 was theoretically derived and the factor structure has 

been supported by earlier confirmatory factor analytic studies (Ayers & Sandler, 1999; 

De Boo & Wicherts, 2009). In the present study, Chronbach’s alphas for the dimensions 

were as follows: 0.90 for active coping, 0.60 for distraction strategies, 0.70 for avoidance 

strategies, and 0.90 for support seeking.  



	

41 

Emotional Eating 
 
 The Emotional Eating Scale for Children and Adolescents (EES-C) is a brief self-

report eating questionnaire that has been adapted from the EES for adults (Tanofsky-

Kraff et al., 2007). The EES-C has been utilized with eight to seventeen year olds to 

assess the urge to cope with negative affect by consuming food (Vannucci et al., 2012). 

The EES-C consists of 25 items across three subscales reflecting the desire to eat in 

response to: 1) Anger, anxiety, and frustration (EES-C-AAF, 12 items), 2) Depressive 

symptoms (EES-C-DEP, 7 items), and 3) Feeling unsettled (EES-C-UNS, 4 items). 

Questions are presented on a five point Likert scale for each emotion, with responses 

ranging from “I have no desire to eat”, “I have a small desire to eat”, “I have a moderate 

desire to eat”, “I have a strong desire to eat”, and “I have a very strong desire to eat” and 

scores ranging from 0, 1, 2, 3, and 4, respectively. The three subscales on the EES-C are 

calculated by totaling the items on each respective scale, while the total EES-C score is 

calculated by adding all of the items together. Greater total EES-C scores indicate a 

stronger desire to eat in response to a negative mood. 

The EES-C-AAF, EES-C-DEP, and EES-C-UNS subscales and the EES-C total 

score have demonstrated strong internal consistencies throughout previous studies (αs = 

0.95, 0.92, 0.83 and 0.94, respectively; Tanofsky-Kraff et al., 2007; Vannucci et al., 

2012). The EES-C exhibited good convergent validity, evidenced by children reporting 

loss of control during eating episodes scoring higher on all EES-C subscales in a study 

conducted by Vannucci and colleagues (2012). The EES-C-AAF and EES-C-UNS 

subscales have demonstrated good discriminant validity, while the EES-C-DEP displayed 

adequate discriminant validity with general measures of psychopathology in the original 
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study of the EES-C (Tanofsky-Kraff et al., 2007). In this same study, test-retest reliability 

for a three and a half month period revealed good temporal stability for the subscales, 

with EES-C-AAF=0.59, EES-C-DEP=0.74, and EES-C-UNS=0.66 (p’s < 0.001) 

(Tanofsky-Kraff et al., 2007). In this study, the EES-C-AAF, EES-C-DEP, and EES-C-

UNS subscales and the EES-C total score demonstrated good internal consistencies 

(αs=0.90, 0.81, 0.71 and 0.93, respectively). As done previously with the EES and EES-

C, total scores were categorized into low and high emotional eating using a median split 

(Vannucci et al., 2012). The median EES-C total score in the current study was 26, thus 

scores 0-25 were classified as low emotional eaters and scores above 26 were classified 

as high emotional eaters.  

 
Data Analysis 

 Data analyses were performed in SPSS, Version 23. The criterion for significance 

was set at p < .05 for all statistical tests, and tests of significance were two-tailed. Four 

separate multiple linear regression analyses were conducted to determine the interactive 

effects of stress and coping styles on emotional eating, specifically if coping style 

moderates the relationship between stress and emotional eating. For each analysis, the 

assumptions of linearity, independence of errors, homoscedasticity, unusual points, and 

normality of residuals were met. Correlational analyses between the variables were 

conducted to both measure the strength of a linear relationship between paired data and 

assess for multicollinearity, which indicated many of the variables were collinear. To 

reduce potential problems with multicollinearity, stress and coping style variables were 

centered prior to conducting the analyses and testing the significance (Cohen, Cohen, 

West, & Aiken, 2003). Centering entails subtracting the sample mean value from each 
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adolescent’s score on the variable to form deviation scores with a sample mean of zero. 

Centering scores has no adverse effect on the correlation among variables and yields 

meaningful interpretations of the relation of predictors to dependent variables (Cohen et 

al., 2003). Following being centered, four interaction terms were created by multiplying 

the centered total stress score by each centered coping style (avoidance coping, 

distraction coping, active coping, support seeking coping). 

Demographic variables including gender, race/ethnicity, highest level of 

education attained by parent, parental relationship status, and BMI were entered into the 

first block as control variables. The second block was comprised of the centered stress 

scores. The third block was comprised of the four centered coping style scores (avoidance 

coping, distraction coping, active coping, support seeking coping). Finally, the fourth 

block consisted of the interaction terms for centered stress with the four centered coping 

styles (avoidance coping, distraction coping, active coping, support seeking coping). A 

total of four regression analyses were conducted, including one with the total emotional 

eating score (EES-C) as the dependent variable and three with the emotional eating 

subscales (anxiety, anger, frustration subscale (EES-C-AAF); depression subscale (EES-

C-DEP); and unsettled subscale (EES-C-UNS) as the dependent variables. Selection of 

the independent variables comprising each block was based on a priori hypotheses about 

associations these variables would have with the dependent variables of emotional eating, 

as presented in Figure 1. Table 3 presents the standardized beta coefficients for each 

variable comprising the models, with the presence of a statistically significant interaction 

determined by observing R2 and results of the hierarchical regression F test of the step 

containing the interaction term. 
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Independent samples t-tests were conducted to assess differences in those 

classified with low or high emotional eating. Low and high emotional eating 

classification was determined with a median split as recommended by Vannucci and 

colleagues (2012). This study had an emotional eating median of 26, therefore emotional 

eating scores from 0 to 25 were classified as low (coded 1) and scores exceeding 26 were 

classified as high (coded 2). Since a previous research study with a combined child and 

adolescent sample had a lower emotional eating median of 13 (Vannucci et al., 2012), 

another independent samples t-test was conducted to compare coping style differences 

with emotional eating scores from 0 to 12 classified as low (coded 1) and scores 

exceeding 13 classified as high (coded 2). Effect sizes were calculated by taking the 

difference between the low emotional eating sample mean and high emotional eating 

sample mean, divided by the pooled standard deviation. Effect sizes for differences in 

means are classified as small (.20), medium (.50), and large (.80) (Cohen, 1988).  
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Figure 1, Schematic of model for multiple linear regression analyses. 

 

 

 

  

 
 

Demographic 
Variables 

 
1. Race/ethnicity 
2. Sex 
3. Parent education  
    level 
4. Parent  
    relationship  
    status  
5. BMI 
 

 
 
 

Perceived Stress 
 
1. PSS total score 

 

 
 
 

Coping Style 
 

1. CCSC-R1-AVA    
    subscale score 
2. CCSC-R1-DIS 
    subscale score 
3. CCSC-R1-ACT 
    subscale score  
4. CCSC-R1-SS    
    subscale score 
 

 

 
Interaction of 

Perceived Stress and 
Coping Style 

 
1. PSS total score x  
    CCSC-R1-AVA  
    subscale score 
2. PSS total score x  
    CCSC-R1-DIS 
    subscale score 
3. PSS total score x  
    CCSC-R1-ACT 
    subscale score  
4. PSS total score x  
    CCSC-R1-SS    
    subscale score 

 
Emotional Eating 

 
1.   EES-C total score 
2.   EES-C-DEP subscale score 
3.   EES-C-AAF subscale score 
4.   EES-C-UNS subscale score  
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CHAPTER THREE 
 

Results 
 
 

Descriptive Statistics 
 
 
Correlations  

 Pearson’s product-moment correlations between the PSS total score, CCSC-R1-

AVA subscale score, CCSC-R1-DIS subscale score, CCSC-R1-ACT subscale score, 

CCSC-R1-SS subscale score, EES-C total score, EES-C-DEP subscale score, EES-C-

AAF subscale score, and EES-C-UNS subscale were calculated. The PSS total score and 

CCSC-R1-AVA subscale score demonstrated a weak positive association (r = .323, p < 

.01). There were weak negative associations between both the PSS total score and the 

CCSC-R1-ACT subscale score (r = -.208, p < .01) and the PSS total score and the CCSC-

R1-SS subscale score (r = -.123, p < .05). The PSS total score displayed weak positive 

associations with each of the following: EES-C total score (r = .161, p < .01), EES-C-

DEP subscale score (r = .193, p < .05), and EES-C-UNS subscale score (r = .132, p < 

.05). Lastly, there were weak positive associations between the CCSC-R1-AVA subscale 

score and the EES-C total score (r = .140, p < .05) and between the CCSC-R1-AVA 

subscale score and the EES-C-DEP subscale score (r = .210, p < .01). Results may be 

found in Table 2. 
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Table 2, Correlations Among Stress, Coping, and Emotional Eating Scores 
 

Scores PSS CCSC-
R1- 

AVA 
 

CCSC-
R1- 
DIS 

 

CCSC-
R1- 

ACT 

CCSC-
R1 SS 

 

EES-C 
 

EES-
C-

AAF 
 

EES-
C-DEP 

 

EES-
C-

UNS 
 

PSS 
 

_         

CCSC-R1-AVA 
  

.323** _        

CCSC-R1-DIS 
 

-.022 .331** _       

CCSC-R1-ACT 
 

-.208** .372** .246** _      

CCSC-R1-SS  
 

-.123* .186** .146* .358** _     

EES-C 
 

.161** .140* .070 .029 .077 _    

EES-C-AAF 
 

.118 .112 .084 .012 .074 .944** _   

EES-C-DEP 
 

.193** .210** .046 .054 .047 .879** .716** _  

EES-C-UNS 
 

.132* .041 .043 .023 .089 .745** .635** .574** _ 

*Significant at p < .05 level; **Significant at p < .01 level 
 

 
Primary Hypotheses 

 
 

Emotional Eating Scale for Children and Adolescents: Total Score (EES-C) 
 

The first multiple linear regression analysis had the EES-C total score as the 

dependent variable. In the first step, demographic variables did not account for a 

significant amount of variance in the EES-C total score, R2 = .020, F(5, 242) = 1.013, p =  

.411. Analyses revealed that the second step with demographics and the addition of the 

centered perceived stress scores significantly predicted EES-C total score, R2 = .057, F(6, 

241) = 2.424, p = .027. The third step with demographic variables, centered perceived 

stress scores, and the addition of centered coping style scores did significantly predict 

EES-C total scores, R2 = .076, F(10, 237) = 1.938, p = .041, respectively. The fourth step 

with interaction term of centered perceived stress scores and centered coping style scores 
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did not account for a significant amount of variance in the EES-C total score, with all 

variables accounting for only 8.7% of the variance (R2 = .087, F(14, 233) = 1.586, p = 

.084). Standardized beta coefficients were statistically significant for parental relationship 

status (β = -.143, p = .035) and centered perceived stress scores (β = .200, p = .003) in the 

second block, parental relationship status (β = -.150, p = .028) and centered perceived 

stress score (β = .173, p = .019) in the third block, and parental relationship status (β =  

-.139 p = .045) and centered perceived stress scores (β = .181, p = .015) in the fourth 

block. Results may be found in Table 3.  

 
Emotional Eating Scale for Children and Adolescents: Depression Subscale (EES-C-
DEP) 
 
 The second multiple linear regression analysis had the EES-C-DEP subscale score 

as the dependent variable. In the first step, demographic variables did not account for a 

significant amount of variance in the EES-C-DEP subscale score, R2 = .029, F(5, 242) = 

1.463, p = .203. Analyses revealed that the second step with demographics and the 

addition of the centered perceived stress scores did significantly predict EES-C-DEP 

subscale score, R2 = .083, F(6, 241) =3.646, p = .002. The third step with demographic 

variables, centered perceived stress scores, and the addition of centered coping style 

scores did significantly predict EES-C-DEP subscale scores, R2 = .114, F(10, 237) = 

3.062, p = .001, respectively. The fourth step with interaction term of centered perceived 

stress scores and centered coping style scores did account for a significant amount of 

variance in the EES-C-DEP subscale score, with all variables accounting for 13.5% of the 

variance (R2 = .135, F(14, 233) = 2.595, p = .002). Standardized beta coefficients were 

statistically significant for parental relationship status (β = -.167, p = .012) and centered 
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perceived stress scores (β = .243, p = .000) in the second block. In the third block, 

standardized beta coefficients were largest for parental relationship status (β = -.183, p = 

.006), centered perceived stress scores (β = .185, p = .011), and centered avoidant coping 

style scores (β = .194, p = .013). Standardized beta coefficients in the fourth block were 

largest for parental relationship status (β = -.165, p = .015), centered perceived stress 

scores (β = .197, p = .007), and centered avoidant coping style scores (β = .194, p = .014). 

Results may be found in Table 3. 

 
Emotional Eating Scale for Children and Adolescents: Anxiety, Anger Frustration 
Subscale (EES-C-AAF) 
 

 The third multiple linear regression analysis had the EES-C-AAF subscale score 

as the dependent variable. In the first step, demographic variables did not account for a 

significant amount of variance in the EES-C-AAF subscale score, R2 = .021, F(5, 242) = 

1.005, p = .386. Analyses revealed that the second step with demographics and the 

addition of the centered perceived stress scores did not significantly predict EES-C-AAF 

subscale score, R2 = .041, F(6, 241) = 1.710, p = .119. The third step with demographic 

variables, centered perceived stress scores, and the addition of centered coping style 

scores did not significantly predict EES-C-AAF subscale scores, R2 = .060, F(10, 237) = 

1.518, p = .133, respectively. The fourth step with interaction term of centered perceived 

stress scores and centered coping style scores did not account for a significant amount of 

variance in the EES-C-AAF subscale score, with all variables accounting for only 6.5% 

of the variance (R2 = .065, F(14, 233) = 1.156, p = .311). Standardized beta coefficients 

were statistically significant for centered perceived stress scores (β = .146, p = .028) in 
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the second block, BMI group (β = -.133, p = .041) in the third block, and BMI group (β = 

-.130, p = .050) in the fourth block. Results may be found in Table 3.   

 
Emotional Eating Scale for Children and Adolescents: Unsettled Subscale (EES-C-UNS) 

 The fourth multiple linear regression analysis had the EES-C-UNS subscale score 

as the dependent variable. In the first step, demographic variables did not account for a 

significant amount of variance in the EES-C-UNS subscale score, R2 = .029, F(5, 242) = 

1.460, p = .204. Analyses revealed that the second step with demographics and the 

addition of the centered perceived stress scores did significantly predict EES-C-UNS 

subscale score, R2 = .055, F(6, 241) = 2.354, p = .031. The third step with demographic 

variables, centered perceived stress scores, and the addition of centered coping style 

scores did not significantly predict EES-C-UNS subscale scores, R2 = .071, F(10, 237) = 

1.818, p = .058, respectively. The fourth step with interaction term of centered perceived 

stress scores and centered coping style scores did not account for a significant amount of 

variance in the EES-C-UNS subscale score, with all variables accounting for only 7.8% 

of the variance (R2 = .078, F(14, 233) = 1.417 p = .146). Standardized beta coefficients 

were statistically significant for parental relationship status (β = -.150, p = .026) in the 

first block, parental relationship status (β = -.177, p = .009) and centered perceived stress 

scores (β = .169, p = .010) in the second block, parental relationship status (β = -.171, p = 

.012) and centered perceived stress scores (β = .191, p = .010) in the third block, and 

parental relationship status (β = -.161, p = .021) and centered perceived stress scores (β = 

.199, p = .008) in the fourth block. Results may be found in Table 3. 
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Table 3, Multiple Linear Regression Analyses 

 

Predictors 
 

EES-C total 
score  

 
EES-C-DEP 

subscale score 

 
EES-C-AAF 

subscale score 

 
EES-C-UNS 

subscale score 
Block 1     

     R2 .020 .029 .021 .029 

     Sex -.004 .055 -.032 -.071 

     Race/ethnicity -.001 -.084 .040 .006 

     Parent relationship status -.111 -.128 -.060 -.150 

     Parent education level  -.018 -.046 .028 -.083 

     BMI group -.085 -.056 -.108 -.016 

Block 2     

     R2  .057 .083 .041 .055 

     Perceived stress .200** .243** .146* .169** 

Block 3     

     R2  .076 .114 .060 .071 

     Avoidance coping .094 .194 .075 -.030 

     Distraction coping .054 .003 .077 .045 

     Active coping -.043 -.017 -.071 -.005 

     Support seeking coping   .075 .002 .084 .124 

Block 4     

     R2  .087 .135 .065 .078 

     PSS x avoidance coping -.085 -.109* -.048 -.085 

     PSS x distraction coping .064 .107 .026 .028 

     PSS x active coping -.004 -.010 .006 .061 

     PSS x support seeking coping  -.070 -.082 -.061 -.051 

Note: Betas presented are standardized betas for the full model.  
*Significant at p < .05 level 
**Significant at p < .01 level 
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Secondary Hypotheses 
 
 

 Differences Between High and Low Emotional Eaters 

 Independent samples t-tests were conducted using the EES-C median split of 26 

in the current study, with scores from 0 to 25 classified as low (coded 1) and scores 

exceeding 26 classified as high (coded 2). The analyses revealed that there were not 

significant differences in mean perceived stress total scores, t(271) = -1.248, p = 0.213; 

mean distraction coping scores t(269) = -.782, p = 0.435; mean support seeking coping 

scores t(262) = -1.048, p = 0.296; and mean active coping scores t(253) = -1.145, p = 

0.253 between low and high emotional eaters with a median split of 26. However, there 

was a significant difference, t(269) = -2.669, p = 0.008, in mean avoidance coping scores 

for high emotional eaters (M = 2.653, SD = 0.448) compared to low emotional eaters (M 

= 2.507, SD = 0.452) with the median split of 26. The effect size for mean avoidance 

coping scores (d = .324) was found to be within Cohen’s (1988) convention for a small 

effect. 

 Independent samples t-tests were conducted using the EES-C median split of 13 

from a previous study conducted with a sample of children and adolescents (Vannuci et 

a., 2012, with scores from 0 to 12 classified as low (coded 1) and scores exceeding 13 

classified as high (coded 2). The analyses revealed that there were not significant 

differences in mean distraction coping scores t(269) = -1.156, p = 0.249; mean support 

seeking coping scores t(262) = -.953, p = 0.341; and mean active coping scores t(253) = 

.764, p = 0.445 between low and high emotional eaters with a median split of 13. There 

was a significant difference between mean avoidance coping scores, t(269) = -2.924, p = 

0.004, for high emotional eaters (M = 2.625, SD = 0.451) compared to low emotional 
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eaters (M = 2.430, SD = 0.442) with a median split of 13. The effect size for mean 

avoidance coping scores (d = .437) was found to be within Cohen’s (1988) convention 

between a small and medium effect. Additionally, there was a significant difference 

between mean perceived stress total scores, t(271) = -3.383 p = 0.001), for high 

emotional eaters (M = 19.98, SD = 6.766) compared to low emotional eaters (M = 16.49, 

SD = 7.524) with the median split of 13. The effect size for mean perceived stress total 

scores (d = .488) was found to be approaching Cohen’s (1988) convention for a medium 

effect. 
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CHAPTER FOUR 
 

Discussion 
 
 

 The objectives of this study were to twofold. First, the study aimed to explore the 

interaction between stress and coping styles in the prediction of emotional eating in a 

sample of adolescents. Second, the study sought to understand the differences in stress 

and coping styles among adolescents classified as low or high emotional eaters. This 

study filled an important gap in the empirical literature and, to the best of the 

investigator’s knowledge, was the first study to assess the associations between stress, 

emotional eating, and coping styles in an adolescent population. The following sections 

provide a discussion of the study’s research findings, followed by examining clinical 

implications, strengths and limitations, and future directions.   

 
Primary Hypotheses  
 

My hypothesis stating an interaction between perceived stress and coping style 

would account for a significant amount of variance in emotional eating was partially 

supported. At higher levels of perceived stress, an avoidant coping style was a risk factor 

for depressive emotional eating (EES-C-DEP) in the current sample. This result 

corresponded to past research findings, which have indicated avoidant coping styles were 

associated with increased binge eating and emotional eating in adults across weight 

categories (e.g., Freeman & Gil, 2004; Osborn et al., 2010; Spoor et al., 2007). Similar 

findings have been observed for avoidant coping with other disturbed eating patterns in 

youth. Avoidant coping in youth has been related to unhealthier eating behaviors such as 
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skipping meals or watching television while eating (Martyn-Nemeth et al., 2009), higher 

loss of control eating (Czaja et al., 2009), and increased binge eating (Sierra-Baigrie & 

Lemos-Giráldez, 2008). Comparable to my findings, previous studies conducted in youth 

focusing on intropunitive avoidance have found that it explained the highest percentage 

of variance on the Eating Disorder Inventory, Second Edition, was associated with higher 

Eating Attitudes Test scores, and was correlated with increased risk for developing an 

eating disorder (e.g., García-Grau et al., 2002; García-Grau, Fusté, Miró, Saldaña, & 

Bados, 2004; Pamies Aubalat & Quiles Marcos, 2012). Since the interaction term 

between stress and avoidant coping was only significant for the depressive emotional 

eating (EES-C-DEP) model, it is possible that avoidant coping styles were predominantly 

utilized in response to depressive negative emotions (e.g., down, not doing enough, sad, 

discouraged). One study that assessed binge eating in youth found similar results, with 

individuals endorsing depressive emotions having the expectation that eating reduces 

their negative affective states (Stice et al., 2002).  

Several primary hypotheses were not supported in the present study. The 

interaction between perceived stress and distraction coping style did not account for a 

significant amount of variance in the prediction of emotional eating, regardless of the 

EES-C total score or EES-C-DEP, EES-C-AAF, or EES-C-UNS subscale scores. The 

lack of substantial findings was in line with some previous research (e.g., Naumann, 

Tuschen-Caffier, Voderholzer, Caffier, & Svaldi, 2015; Ogden, Oikonomou, & Alemany, 

2015). An adult study of eating disordered and healthy controls found rumination, but not 

distraction led to an increase in eating-related symptoms (Naumann et al., 2015). Another 

adult study found various distractions, such as watching TV, walking, or socializing, did 
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not significantly impact the desire to eat or intake of food (Ogden et al., 2015). Similar to 

my results, two adolescent samples found hedonistic avoidance (e.g., defined as seeking 

relaxing diversions, wishful thinking, and physical recreation), which were comparable to 

this study’s distraction coping scale, were unrelated to eating disorder risk (García-Grau 

et al., 2002; García-Grau et al., 2004). 

Nevertheless, some results investigating distraction coping styles and disordered 

eating have contrasted my findings. One adult study found self-distraction was associated 

with worse eating and shape concerns (Pinkasavage et al., 2015). In a small sample of 

female college students, distraction coping was associated with an increased risk of binge 

eating, both later the same day and the following day (Freeman & Gil, 2004). Some 

researchers have referred to distraction as an effective, adaptive coping strategy to 

regulate emotions (Augustine & Hemenover, 2009). Obese adults, but not normal weight 

adults, who reported more distraction strategies consumed fewer calories than those who 

reported less distraction strategies in a mood induction study (Appelhans, Whited, 

Schneider, Oleski, & Pagoto, 2011). Variability between findings may be due to the fact 

that many of the studies did not assess emotional eating (Spoor et al., 2007) and had older 

participants than the present sample (Appelhans et al., 2011; Spoor et al., 2007). Most of 

the studies used different coping measures. For example, Freeman and Gill (2004) 

utilized a longitudinal coping measure in the form of a diary and analyzed four coping 

domains (distraction, direct action, acceptance, and social support). Further, Spoor and 

colleagues (2007) used the Coping Inventory for Stressful Situations, which has an 

avoidance distraction subscale within the avoidance scale (Endler & Parker, 1990b). The 

CCSC-R1, which was used in this study, has a distinct distraction scale, with distracting 
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actions as one of the subscales (Ayers et al., 1999). Although the distracting actions from 

the CCSC-R1 and avoidance distraction from the Coping Inventory for Stressful 

Situations have distinct names, both are described as distracting oneself with a substitute 

task.  

The interaction between perceived stress and active coping style did not account 

for a significant amount of variance in the prediction of emotional eating. The lack of 

significant findings for active coping styles was in line with some previous studies. Some 

adult studies have failed to support associations between task-oriented coping and 

emotional eating (Spoor et al., 2007), problem-focused coping and binge eating (Wolff, 

Crosby, Roberts, & Wittrock, 2000), and rational coping and binge eating (Sulkowski et 

al., 2011). Task-oriented, problem-focused, and rational coping were described as fairly 

similar to active coping (Spoor et al., 2007; Sulkowski et al., 2011; Wolff et al., 2000). 

Eating-disordered women reported lower scores on task-oriented coping, yet task-

oriented coping was unrelated with emotional eating for women with and without eating 

disorders (Spoor et al., 2007). Adults who freely expressed their emotions or engaged in 

reappraisal of thoughts did not increase their intake of comfort foods (Evers et al., 2010). 

While coping and emotional eating have been rarely studied in youth, one study found 

adaptive coping strategies to be comparable between children with and without loss of 

control eating (Czaja et al., 2009). Loss of control eating has been defined as eating 

without the capacity to control how much one is eating, independent of the actual amount 

of food consumed or eating in response to negative emotions (Tanofsky-Kraff, Marcus, 

Yanovski, & Yanovski, 2008).  
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 Results of the present study contrasted with some previous studies in the active 

coping literature. A female college sample found coping style moderated relations 

between comparison and body/eating pathology, with positive reframing buffering 

against a link between comparison and body dissatisfaction (Pinkasavage et al., 2015). 

Previous studies have found that the adolescents reporting binge eating used positive 

strategies less frequently (Quiles Marcos & Terol Cantero, 2008; Sierra-Baigrie, Lemos-

Giráldez, Paino, & Fonseca-Pedrero, 2012), with similar results for emotional eating 

(Ouwens et al., 2011). Disparities in my results may be attributed to other studies 

surveying Dutch and Spanish adolescents (Ouwens et al., 2011; Quiles Marcos & Terol 

Cantero, 2008), using the Dutch Eating Behavior Questionnaire opposed to the EES-C for 

emotional eating (Ouwens et al., 2011), or measuring binge eating instead of emotional 

eating (Quiles Marcos & Terol Cantero, 2008). 

The interaction between perceived stress and social support coping style did not 

account for a significant amount of variance in the prediction of emotional eating in the 

present study. Insignificant results for social support seeking were consistent with a few 

previous adult studies, with avoidance social diversion (Spoor et al., 2007) and social 

support (Canetti et al., 2009) found to be unrelated to emotional eating. Although eating-

disordered women reported lower scores on avoidance social diversion, avoidance social 

diversion was unrelated with emotional eating (Spoor et al., 2009). No association was 

observed between social support and emotional eating in a sample of adults attempting to 

lose weight, which paralleled my findings (Canetti et al., 2009). Adolescent samples 

assessing vulnerability of eating disorders found no difference between at-risk and high-

risk groups for avoidance of social support in males (García-Grau et al., 2004) or females 
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(García-Grau et al., 2002). Another adolescent study failed to show that coping was a 

mediator between social support and eating behavior (Martyn-Nemeth et al, 2009).  

Contrary to my findings, some adult studies have discovered unsupportive social 

interactions were associated with emotional eating (Raspopow et al., 2013) and less 

social support was associated with binge eating (Freeman & Gil, 2004). An adult study 

with multiple mediation analyses indicated that emotion-focused coping mediated the 

relation between unsupportive social interactions and emotional eating (Raspopow et al., 

2013). Social support has been shown to have a direct impact on health behavior in youth 

(Mahon, Yarcheski, & Yarcheski, 2004), including dietary practices (Kubik, Lytle, & 

Fulkerson, 2005). One study that investigated social coping in adolescent girls found low 

scores on assertiveness and social coping were associated with increased dieting (Huon et 

al., 1999). A few important distinctions may have accounted for the different findings. 

Some studies used the variable of social support or interactions (Kubik et al., 2005; 

Mahon et al., 2004; Raspopow et al., 2013), not social coping as utilized in my study. 

Additionally, different mediation models were tested, such as one study testing if 

emotion-focused mediated the relationship between unsupportive social interactions and 

emotional eating (Raspopow et al., 2013). Another possible explanation suggested by 

researchers is that social support may be more greatly connected with positive 

experiences over stressful ones, such that adolescents equate social support with 

happiness and entertainment (Martyn-Nemeth et al, 2009).  

 
Secondary Hypotheses  
 

The second set of hypotheses aimed to understand the differences in coping styles 

and stress among adolescents classified as low or high emotional eaters. Consistent with 
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the hypothesis, perceived stress scores were greater in high emotional eaters and may be 

a risk factor for emotional eating. However, perceived stress scores were greater only 

among those classified as high emotional eaters with a median EES-C total score split of 

13. These results were consistent with previously conducted studies demonstrating a 

positive association between stressful events and disordered eating (e.g., Ball & Lee, 

2002; Michels et al., 2012). Studies of adult women have found those who binge eat 

perceive stress more intensely (Crowther, Santner, Bonifazi, & Shepherd, 2001), reported 

higher stress levels (Wolff et al., 2000), and experienced more stress on binge eating days 

(Wolff et al., 2000). Focusing on overweight and obese adults, one study found perceived 

stress explained a higher proportion of the variance in emotional eating for a subgroup of 

participants (Sims et al., 2008). Perceived stress was associated with greater levels of 

emotional eating, which was measured by the Dutch Eating Behavior Questionnaire, 

across students undergoing a physical activity intervention (Nguyen-Rodriquez et al., 

2009). This sample included diverse, inner city youth of predominately Latino (52.3%) 

and Asian (29.6%) ethnicity (Nguyen-Rodriquez et al., 2009) and a larger percentage of 

females (74%). Another study in adolescents found a high level of stress was a predictor 

of greater emotional eating on the Three Factor-Eating Questionnaire for Polish 

adolescents (Mazur, Dzielska, & Malkowska-Szkutnik, 2011). The Three Factor-Eating 

Questionnaire’s emotional eating subscale contains only three items. The current study 

further generalized these results by assessing emotional eating with the EES-C, a 

thorough questionnaire created specifically to assess eating in response to negative 

emotions, and relying on students in a suburban area within Central Texas. It is possible 

that perceiving more stressful situations may have interfered in an adolescent’s secondary 



	

61 

appraisal, causing them to underestimate coping resources or to engage in maladaptive 

coping strategies.  

 Findings from this study did support the hypothesis that avoidance coping scores 

were higher among high emotional eaters. With median splits of both 13 and 26 on the 

EES-C, avoidance coping scores were greater in high emotional eaters compared to low 

emotional eaters. This finding suggested avoidance coping may be a risk factor for 

emotional eating in youth. Consistent with my results, associations with avoidance 

coping and disordered eating have been demonstrated in the research. Eating-disordered 

women reported higher avoidance distraction levels and avoidance distraction was highly 

correlated with emotional eating (Spoor et al., 2007). Likewise, avoidance distraction was 

related to higher levels of emotional eating in a community sample of adult females 

(Spoor et al., 2007). Three adolescent samples have also found associations between 

disordered eating and avoidance (García-Grau et al., 2002; García-Grau et al., 2004; 

Sierra-Baigrie & Lemos-Giráldez, 2008). Intropunitive avoidance was higher among 

female adolescents at risk for eating disorders (García-Grau et al., 2002), a subscale of 

the intropunitive avoidance dimension, self-blame, was elevated in male adolescents at 

risk for eating disorders (García-Grau et al., 2004), and avoidance coping was associated 

with binge eating in adolescents (Sierra-Baigrie & Lemos-Giráldez, 2008). Given the 

combination of results from this study and other studies, adolescents with emotional 

eating tendencies may have lower levels of coping skills in their repertoire and rely on 

avoidance coping methods to deal with stressors. 

 Hypotheses were not supported for mean differences between distraction, active, 

and support seeking coping styles in high and low emotional eaters in this study. 
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Contrary to my findings, distraction coping was positively associated with increased risk 

of binge eating in a prior study of adult women (Freeman & Gil, 2004). Reliance on 

avoidance distraction was related to higher levels of emotional eating in women with and 

without eating disorders, but women with eating disorders reported higher levels of 

avoidance distraction and emotional eating compared to their healthy counterparts (Spoor 

et al., 2007). For active coping, an adult study found active coping was negatively related 

to emotional eating in females (Ouwens et al., 2011). Some studies have found social 

support deficits were associated with disordered eating (Stice et al., 2002; Wonderlich-

Tierney & Vander Wal, 2010). Specific to emotional eating, higher levels of avoidance 

social distraction (Spoor et al., 2007) and unsupportive social interactions (Raspopow et 

al., 2013) were related to higher scores on emotional eating in adults. Discrepancies in 

results may be attributed to differences in the samples between prior studies and this 

study, evidenced by older samples (Freeman & Gil, 2004; Ouwens et al., 2011; Spoor et 

al., 2007), samples of eating-disordered women (Freeman & Gil, 2004; Spoor et al., 

2007), and samples collected from outside of the U.S. (Ouwens et al., 2011; Spoor et al., 

2007). Other dissimilarities that may explain variability in findings may be due to 

different coping measures used (Freeman & Gil, 2004; Spoor et al., 2007) and variables 

of interest, such that this study investigated social support coping and other studies were 

interested in social support or interactions (Kubik et al., 2005; Mahon et al., 2004; 

Raspopow et al., 2013). Further, mediation models differed, such that I tested if the 

interaction between stress and social support coping would mediate coping and others 

tested if emotion-focused coping mediated the relationship between unsupportive social 

interactions and emotional eating (Raspopow et al., 2013). 
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Clinical Implications 
 

 Opposed to adulthood in which maladaptive eating has become strongly 

established, the formative years of adolescence may serve as a critical time point when 

health behaviors are more malleable (Sierra-Baigrie & Lemos-Giráldez, 2008). 

Adolescence has been associated with an increased risk of disordered eating and presents 

as an opportune time for early intervention (Jacobi et al., 2004). Although eating disorder 

prevalence in early adolescence remains lower compared to other mental health 

diagnoses, risk factors for symptoms of eating disorders and eating disorder syndromes 

accelerate in early adolescence (Jacobi et al., 2004; The McKnight Investigators, 2003). 

The present study provided support that emotional eating behaviors are present in a non-

clinical sample of adolescents. Emotional eating has been conceptualized as a spectrum 

from normal eating to disordered eating behaviors (Blackburn, Johnston, Blampied, Popp 

& Kallen, 2006). It is possible that emotional eating operates as a gateway to more severe 

types of eating disorders, such as binge eating (e.g., Bohon, Stice, & Burton, 2009; 

Hayaki, 2009; Smith, Simmons, Flory, Annus, & Hill, 2007) and can overtime negatively 

impact weight status with continued increased food consumption (e.g., Jääskeläinen et al., 

2014; Wallis & Hetherington, 2004). Developing and increasing availability of 

interventions to teach healthy alternatives for emotional eating in adolescence may 

prevent health-compromising behaviors extending into adulthood, such as higher levels 

of emotional eating and more extreme forms of disordered eating behaviors (Goossen et 

al., 2009; Nguyen-Rodriguez et al., 2009; Perpiñá et al., 2011).  

 Provided all of the findings summarized herein, treatment adaptations of 

Cognitive-Behavioral Therapy (CBT), Interpersonal Psychotherapy (IPT), and Dialectical 
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Behavior Therapy (DBT) may be particularly helpful with adolescents engaging in 

emotional eating to understand emotional vulnerabilities and strengthen coping skillsets.  

Evidence suggests that binge eating and emotional eating in adults can be effectively 

treated with CBT (e.g., Fairburn et al., 2009; Murphy, Straebler, Cooper, & Fairburn, 

2010; Wilson, Wilfley, Agras, & Bryson, 2010), IPT (e.g., Fairburn, 1997; Wilfley et al., 

2002; Wilson et al., 2010), and DBT (e.g., Chen, Matthews, Allen, Kuo, & Linehan, 

2008; Robinson & Safer, 2012; Roosen, Safer, Adler, Cebolla, & Van Strien, 2012; Safer, 

Couturier, & Lock; 2007; Telch, Agras, & Linehan, 2000). Preliminary support exists for 

the use of IPT (Rieger et al., 2010; Tanofsky-Kraff et al., 2007) and CBT (Jones et 

al., 2008) in adolescents with binge eating disorder. A recent review of empirically 

supported psychosocial interventions for eating disorders proposed that CBT meets Level 

3 (Possibly Efficacious Treatments) criteria for evidence-based treatments for binge 

eating in youth, whereas DBT and IPT meet Level 4 (Experimental Treatments) criteria 

for evidence-based treatments for binge eating in youth (Lock, 2015). I found that eating 

in response to negative emotion impacts emotional eating differently in adolescents, as 

emotional eating when depressed was a more significant construct compared to emotional 

eating when anxious, angry, or frustrated and emotional eating when unsettled in my 

study. Since my findings suggest distinctions between depressive emotional eating and 

general emotional eating, clinicians should be cognizant of findings that CBT and IPT are 

the well-established treatments for adolescent depression (David-Ferndon & Kaslow, 

2008).  

 Although these treatments have similarities, there are unique components that 

may be helpful for emotional eating. CBT targets maladaptive thoughts, feelings, and 
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behaviors that maintain disordered eating (Wilson et al., 2010). According to the 

theoretical underpinnings of CBT, emotional eating behaviors acquired through learning 

principles (e.g., operant and classical conditioning) and negative cognitions about the self 

(e.g., diet, appearance, and self-esteem) maintain problematic eating behaviors (Fairburn, 

Cooper, & Shafran, 2003). Within CBT, clients are taught self-monitoring strategies to 

identify patterns of overeating and to encourage normalization of eating patterns (Glisenti 

& Strodl, 2012). Next, the therapist focuses on cognitive restructuring for maladaptive 

thoughts associated with intense negative emotions, stressful events, or disordered eating 

behaviors (Cooper, Fairburn, & Hawker, 2003; Fairburn et al., 2009). In those at high risk 

for eating-related pathology, studies have found that there is poor cognitive flexibility 

that makes eating disorders symptoms hard to treat (e.g., Sato et al., 2013; Tchanturia et 

al., 2012). Then, clients are taught emotion regulation skills for coping with high-risk 

situations for overeating (Murphy et al., 2010). My results suggest emotion regulation 

skills may be a highly important intervention area for emotional eaters who rely primarily 

on avoidance coping styles in times of distress.  

 The main rationale for using IPT is that interpersonal relationships contribute to 

and maintain disordered eating, such that emotional eaters overindulge in response to 

unfavorable interpersonal events. These interpersonal difficulties often depreciate self-

worth, which may lead some people to gain a sense of control through unhealthy efforts 

(Champion & Power, 2012). After a history of the interpersonal context in which the 

eating disorder evolved and assessment of the current interpersonal functioning of client, 

IPT teaches clients to understand the connection between disordered eating and 

interpersonal events that serve as a source of stress (Wilson et al., 2010). Although my 
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study only assessed general stress, previous studies have found interpersonal difficulties 

can lead to an increase in effort to control eating in times of stress (Berge, Loth, Hanson, 

Croll, & Neumark-Sztainer, 2012; Fairburn et al., 2003). Findings from this study suggest 

IPT may benefit adolescents who tend to avoid stressful situations or people, such as 

interpersonal conflicts. For emotional eaters who tend to avoid interpersonal challenges, 

these youth may benefit from understanding the processes that sustain problems, 

exploring solutions for change, and communicating solutions effectively to others.  

 DBT is an intervention that incorporates principles from CBT alongside 

meditation and acceptance strategies (Steinbrenner, Rothenhaeusler, & Schoenauer-

Cejpek, 2003). DBT conceptualizes emotional eating as an effort to regulate or escape 

negative emotion, thus a dearth of more effective emotion regulation skills exists 

(Blocher-McCabe, La Via, & Marcus, 2004; Glisenti & Strodl, 2012). While throughout 

therapy individuals complete behavioral chain analyses and fill out daily diary cards, 

modules incorporate components of mindfulness, emotional regulation, and distress 

tolerance (Glisenti & Strodl, 2012). Research on mindfulness and distress tolerance has 

found that certain components (i.e., acceptance, awareness, nonreactivity, nonjudgment) 

are negatively associated with eating pathology in non-clinical samples (e.g., Juarascio et 

a., 2013; Lavender, Gratz, & Tull, 2011; Lavender, Jardin, & Anderson, 2009; Masuda, 

Price, & Latzman, 2012). In a review of studies investigating the impact of mindfulness 

meditation interventions for binge eating and emotional eating, mindfulness meditation 

effectively decreased binge eating and emotional eating (Katterman, Kleinman, Hood, 

Nackers, & Corsica, 2014). Specific to emotional eating, one study found significant 

reductions in emotional eating with mindfulness interventions (Leahey, Crowther, & 
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Irwin, 2008). Considering avoidance coping style was associated with increased 

emotional eating in my study, acceptance and awareness may be opposing forces to 

avoidance that can allow for a reduction in emotional eating.  

 CBT and DBT treatment modalities may enhance treatment for emotional eating 

due to the inclusion of building a skillset to modify perceptions of stressful situations, 

engage in relaxation, and employ problem solving methods (Sulkowski et al., 2011; 

Wilson et al., 2010). Since this research indicated a significant interaction existed 

between stress avoidance coping styles in the prediction of emotional eating, it is 

important to continue understanding how adolescents cope with stress to potentially 

improve the long-term outcomes of prevention programs for youth in the community and 

interventions for youth seeking clinical treatment for emotional eating. 

 
Strengths 

 
 There are notable strengths of this study. This is the first study to simultaneously 

investigate the relationships between stress, coping styles, and emotional eating in 

adolescents while also controlling for demographic variables and BMI. Emotional eating 

in young samples remains understudied in the U.S., evident by the few studies to which 

these results can be compared. Many existing studies are limited in sample size (e.g., 

Czaja et al., 2009; García-Grau et al., 2002), are drawn from clinical populations (e.g., 

Goossens et al., 2007), and are primarily in young adult or adult populations (e.g., Spoor 

et al., 2007). Moreover, many samples only include female subjects (e.g., Fryer et al., 

1997; García-Grau et al., 2002). Researchers have advocated for studies to include males 

to increase understanding of emotional eating across genders (Nguyen-Rodriquez, 2009).  
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 My study addressed these shortcomings by having a relatively large, diverse 

community sample of both male and female adolescents across weight categories.  

Another strong point of my study is the administration of the EES-C to measure 

emotional eating. Unlike the Dutch Eating Behavior Questionnaire’s emotional eating 

subscale, the EES-C differentiates between various types of emotions and discerns the 

types emotions that are more prevalent among emotional eaters. This is highly important 

given that this study found different results from the subscales on the EES-C. This study 

also provides support for feasibility of the EES-C as a brief measure to investigate 

emotional eating in youth. Lastly, a significant strength of this study lies in broadening 

the understanding of risk factors, mainly stress and avoidance coping, that contribute to 

emotional eating.  

 
Limitations 

 
There are several limitations to the present study. Considering the present sample 

was restricted to 8th grade students at one middle school, the findings may have limited 

generalizability. While the sample was representative of the Midway ISD student 

population and the town of Hewitt, Texas in terms of race, it was not representative of 

youth in Texas or the U.S. For example, the population of Hewitt has a higher percentage 

of Whites (80.7% vs. 70.4%), lower percentage of Blacks (8.5% vs. 70.4%), and lower 

percentage of Hispanics (14.3% vs. 37.6%) compared to Texas (U.S. Census Bureau, 

2015). Regarding SES and level of parental education, Hewitt has a lower poverty rate 

(6.9% vs. 17.6%) and higher number of adults with bachelor’s degree or higher (32.5% 

vs. 26.7%) compared to the state’s statistics (U.S. Census Bureau, 2015). Generalizability 

is further limited by the fact that adolescents and their parents selected themselves to 
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participate in the study. A parent with more concerns about their adolescent’s physical 

and mental health may have been less likely to sign the consent form and allow their 

adolescent to participate, which limits external validity. 

Another limitation of the present study was results were based solely on self-

report measures of stress, coping, and emotional eating. While self-report measures allow 

researchers to understand the respondent’s perspective within an efficient manner, both in 

time and cost, social desirability and response bias may have influenced youth during the 

completion of the measures in a health and physical education class. For example, youth 

may have over-reported positive behaviors (e.g., adaptive coping) and under-reported 

undesirable behaviors (e.g., maladaptive coping, emotional eating). Specific to emotional 

eating, Evers and colleagues (2009) proposed that an individual’s identification as an 

emotional eater might not equate into emotional eating in a laboratory setting due to 

image management techniques. Participants in the present study were ensured 

confidentiality, thus there is no reason to believe students were dishonest with their 

responses. Conversely, even if a participant is trying to be honest, they may be unable to 

provide an accurate response to a question. Factors such as stress, coping style, and 

emotional eating are difficult to measure by self-report due to possible limitations in a 

student’s introspective awareness or confusion regarding the interpretation of a question.  

Regarding specific measures, the PSS, CCS-R1, and EES-C may have their own 

limitations. Although the PSS has well-established reliability and validity to assess for 

stress in adults, there is less support for the PSS with children and adolescents. Another 

limitation is the coping measure, CCS-RI, utilized in the study. The CCS-RI instructed 

youth to provide general answers regarding their ability to solve problems or make 
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themselves feel better based on the past month. Therefore, this measure did not assess 

coping styles in response to a specific stressor and did not provide detail on situations in 

which the coping styles were used.  

 Although aspects of the psychosomatic theory were tested in this model, a 

thorough test of the model was not completed. For example, negative mood is a 

component of the psychosomatic theory, but was only assessed through the EES-C in this 

study. Since it remains to be seen if the psychosomatic theory fully explains emotional 

eating in youth, future studies may test the entire model by including a validated 

broadband measure of depressive symptoms such as the Children’s Depression Inventory 

(CDI; Kovacs, 2010).  Finally, the cross-sectional design of the present study precludes 

causal inferences about the relationships among stress, coping styles, and emotional 

eating. Cross-sectional studies are mainly for descriptive purposes, are carried out at one 

time point, and give no indication of the sequence of events, directionality, or changes 

across time. Unfortunately, it is impossible to know from the present study how changes 

in stress and coping might impact emotional eating.  

 
Future Directions  

 
The previously addressed limitations have led to general directions for future 

research with adjustments to measures and methodology. Since one limitation of the 

present study consisted of only self-report by youth, future studies may consider a 

multimethod approach to data collection. Other raters, such as parents, teachers, mentors, 

and coaches, may provide useful information on an adolescent’s stress, coping style, and 

emotional eating. For example, instead of the self-report PSS used in this study, the 

Responses to Stress Questionnaire allows for a self-report and parent-report of coping 
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and involuntary stress response (Connor-Smith, Compas, Wadsworth, Thomsen, & 

Saltzman, 2000). Researchers examining parent and adolescent reports of coping styles in 

the face of stress found consistent responses, which strengthened the validity of their 

findings (Connor-Smith et al., 2000). Since only a self-report measure of the EES-C 

exists, future studies may attempt to create a parent-report version of the EES-C to 

compare with self-report scores. Adaptations have similarly been made to create a parent 

version of the Dutch Eating Behavior Questionnaire (Braet et al., 2007). 

Future research may benefit from a more thorough assessment of stress in which 

youth describe their stressful situations in more detail and provide examples of specific 

coping styles utilized. The PSS only provides general information on stress, not specific 

types of stressors (e.g., social, school, family). With a measure like the Responses to 

Stress Questionnaire, the respondent marks the frequency of stressors on a checklist (e.g., 

parental depression, family conflict, economic hardship, academic stressors) and they are 

instructed to visualize the specific stressors when responding to items assessing stress 

responses (Connor-Smith et al., 2000). Participants rate how often they use each coping 

method and are provided ample room to describe their response in greater detail, if 

needed (Connor-Smith et al., 2000). Researchers could also conduct comprehensive 

interviews to collect information on specific stressors or use objective measures of stress, 

such as biological markers like cortisol (e.g., Epel, Lapidus, McEwen, & Brownell, 

2001).   

 In addition, more objective measures of emotional eating may be warranted. For 

emotional eating, laboratory studies would allow for researchers to determine levels of 

emotional eating with negative mood induction (Rottenberg, Ray, & Gross, 2007). 
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Laboratory test meals can assess actual food consumption under tightly controlled 

conditions, with added benefit of direct observation that does not rely solely on self-

report (Mirch et al., 2006; Tanofsky-Kraff et al., 2009). Since laboratory studies may 

impact an individual’s food consumption and limit generalizability, future research may 

benefit from incorporating naturalistic behavioral observations and physiological 

measures in response to stress and negative mood to address these restraints (Evers et al., 

2009; Vannucci et al., 2012). Some researchers have proposed to adapt the EES-C into an 

ecological momentary assessment protocol for responders to rate moods and measure 

energy intake at periodic time intervals (e.g., immediately, before, during, and after 

eating; Evers et al., 2009; Perpiñá et al., 2011; Shiffman, Stone, & Hufford, 2008). By 

obtaining more objective data on emotional eating, researchers can also assess the 

youth’s level of insight and ability to self-report on emotional eating. 

 The PSS and EES-C are not diagnostic instruments, thus there are no cut-off 

scores and comparisons can only be made within samples. Only a few studies with 

normative data for the PSS in adult samples have been published (Cohen & Janicki-

Deverts, 2012). Future studies for the PSS should include samples of children and 

adolescents to provide normative data for specific age groups and gender. Further, the 

EES-C does not have normative data and scores are categorized into high or low 

emotional eating using a median split of the sample. Median splits have varied greatly 

depending on the sample, such that one study had a median score of 13 (Vannucci et al., 

2012) and this study had a median score of 26. To enhance the utility of the EES-C, 

researchers may target locating empirically based cut-off points for at-risk or clinically 

significant emotional eating scores for specific ages and genders.  
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 This study found additional support that the EES-C can function as a brief and 

easily administered screening tool for emotional eating (Tanofsky-Kraff et al., 2007). In 

the sample, only 0.7% of EES-C total scores, 0.7% of EES-C-DEP subscale scores, 0.7% 

of EES-C-AAF subscale score, and 1.1% of EES-C-UNS subscale scores were excluded 

due to missing data.  Future studies could assess the feasibility of professionals who have 

frequent contact with youth (e.g., medical providers, teachers, coaches) implementing the 

EES-C’s cutoff points to identify those at risk for emotional eating. If the adolescent 

endorses high levels of emotional eating and is referred for a therapeutic intervention, 

psychologists may use the EES-C’s individual items and/or subscale scores to specify 

targets for treatment or enhance the conceptualization. The EES has been used in an adult 

case-series study (Hill, Masuda, Moore, & Twohig, 2015) and a larger adult study 

(Fioravanti et al., 2014) to assess emotional eating at multiple time points across and 

following treatment. Future studies may follow suit by incorporating the EES-C into 

therapy for adolescents who are seeking treatment for emotional eating, such as 

administration at multiple time points to monitor progress across treatment (e.g., baseline, 

weekly at sessions, termination, follow-up sessions).   

 A future longitudinal study examining stress, coping styles, and weight status 

would clarify the sequential pattern of factors related to emotional eating and could guide 

the efforts of professionals in preventing or treating emotional eating in youth. Based on 

the specific findings that stress and avoidance coping are risk factors for emotional 

eating, longitudinal studies assessing treatments for emotional eating are warranted. 

These studies could implement stress reduction and adaptive coping strategies through 
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CBT, IPT, or DBT interventions to assess emotional eating changes across treatment and 

long-term gains following treatment.  
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APPENDIX B 
 

Letter to Parents and Students 

 
 
Dear Parents/Guardians and Students, 
 
I hope you are enjoying your fall semester! I am a clinical psychology doctoral student 
supervised by Dr. Christine Limbers in the Department of Psychology and Neuroscience 
at Baylor University. I am writing to inform you about an exciting opportunity to 
participate in a dissertation project aimed at understanding how stress impacts eating 
behaviors. Although the following forms include more information, I wanted to provide a 
brief overview of the study.  
 
Dr. Herb Cox, the principal at Midway Middle School, and the Baylor Institutional 
Review Board (IRB) have approved this project for the 2014-2015 academic school year. 
During health and fitness classes, students will be asked to complete questionnaires 
during a 30 minute time frame. This study is de-identified, which means at no time will a 
student’s name or identifying information be linked to his/her responses on the 
questionnaires. Students will only complete their name on the informed assent form.   
 
The informed consent and assent forms are attached with this letter. Students who are 
willing to participate and parents who agree to allow their adolescent to participate 
should complete and sign the informed consent and assent forms (two separate forms).  
Both of these forms should be returned immediately to the health and fitness teachers. 
For your time, your child will be entered into a drawing for one of five $10 gift-cards to 
Wal-Mart. I appreciate your willingness to help!  
 
Sincerely, 
 
 
 
Danielle Young, M.S.     Christine Limbers, Ph.D. 
Clinical Psychology Doctoral Student  Assistant Professor  
Department of Psychology and   Department of Psychology and 
Neuroscience      Neuroscience 
Baylor University      Baylor University  
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APPENDIX C 
 

Informed Consent 
 

 
Baylor University 

Certification of Informed Consent 
Principal Investigator: Danielle Young, M.S. 
Department of Psychology and Neuroscience  

 
Your child has been selected to participate in a research study investigating predictors of 
emotional eating in early adolescents. Your child will be asked to complete self-report 
questionnaires about their demographics, strengths and difficulties, stress, coping, and 
emotional eating. It is anticipated participants will need approximately 30 minutes to 
complete the measures. A trained undergraduate research assistant will individually 
measure each participant’s height and weight in a separate room where no other 
participants can view this information. Youth who choose not to participate will be 
provided a brief pamphlet on eating and nutrition. This study is de-identified, as 
participants will only complete their name on the informed consent form and study 
materials will not contain any identifying information. Participating individuals will be 
entered into a drawing for one of five $10 Wal-Mart gift-cards.  
 
To qualify for the study, your child must meet the following criteria: 

1) Be a student at Midway Middle School  
2) Be able to provide self-report responses on questionnaires  

 
Your child’s participation in the study is fully voluntary, and if at any time your child 
chooses not to participate, he/she will be able to end participation without any penalty or 
loss of benefits to which you are otherwise entitled. One of the benefits of participating in 
this study is that your child will be able to contribute to psychological research. Although 
there are no identified physical risks, your child may experience unforeseen risks, such as 
discomfort when answering the questions. If this occurs, your child may contact a school 
guidance counselor during school hours or the Baylor Psychology Clinic (254-710-2470) 
for services outside of the school setting.  
 
Research data will be collected and stored in both hard copy (paper files) and electronic 
forms. Hard copy documents will be stored behind double-lock security for the duration 
of the study and will be destroyed upon completion of the study. Electronic files will be 
maintained similarly. They will be password protected for security on an encrypted 
computer meeting Baylor University IRB standards. After data collection is complete, all 
identifying information contained in electronic records will be deleted using computer 
security software that corrupts the information and protects it from being accessed in the 
future. The results will be tabulated in the coming months and will be available for you to 
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review, should you wish to see the outcome. However, since there is no identifying 
information kept, we have no way to tell you how your child performed on the measures.  
The principle investigator of this experiment is Danielle Young, a fourth-year doctoral 
student in the Department of Psychology and Neuroscience’s Clinical Psychology 
graduate program at Baylor University. You may reach Danielle Young at (254) 710-
2470 or by email at danielle_young@baylor.edu. The faculty advisor of this project is 
Christine Limbers, Ph.D., a professor in the Psychology and Neuroscience Department. 
Dr. Limbers can be reached at (254) 710-2470 or by email at 
christine_limbers@baylor.edu. If you have any questions regarding your rights as a 
subject or you have other questions regarding your participation as a subject, contact: 

 
Baylor University Committee for Protection of Human Subjects in Research 
Dr. Dave Schlueter, Chair 
Baylor University  
One Bear Place, 97368 
Waco, TX 76798 
(254) 710-6920 or (254) 710-3708 
 

You may desire to share this information with your minor child. While only you as a 
parent or legal guardian are capable under the law to consent to your child’s 
participation in this study, it is preferable that your child be made aware (consistent with 
your child’s age and level of understanding) that they are part of a study. If you discern 
that your child is not comfortable participating in the study, you may consider (as a 
parent or legal guardian) not consenting to your child’s participation in this study. 
 
I have read and understood this form. I am aware of my rights as a participant and have 
agreed for my child to participate in this experiment. By signing this, I acknowledge that 
I am 18 years of age or older and have the legal authority to make decisions regarding 
the care of the child in question. Further, by signing this, I acknowledge that I have been 
given a copy of this form for my own records.  

 
 
_____________________________              _____________________________ 
Parent/guardian’s name    Parent/guardian’s signature 
(print your name)           (sign your name) 
 
  
_____________________________          _____________________________               
Child’s name      Child’s birthdate 
(print your child’s name)   (print your child’s birthdate) 
 
  
__________________ 
Today’s date 
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APPENDIX D 
 

Informed Assent  
 

 
Baylor University 

Certification of Informed Assent 
Principal Investigator: Danielle Young, M.S. 
Department of Psychology and Neuroscience 

 
 
We are doing a research study about adolescent’s eating patterns, especially when they 
are having a hard time dealing with their emotions. A research study is a way to learn 
more about adolescents.  
 
Your parent/guardian knows about this study and allows you to participate. If you agree 
to be in our study, you will be asked to fill out questionnaires about yourself.  These 
questionnaires take about 30 minutes to fill out. There are no right or wrong answers 
because this is not a test. We will keep all your answers private and will not show them to 
your teacher or parent/guardian.  
 
You can ask questions about this study at any time. If you decide at any time not to 
finish, you can ask us to stop. It is not expected for the questions to make you feel 
uncomfortable, but you can always talk to the guidance counselor in school if you do get 
upset.  
 
When we are finished with this study we will write a report about what was learned. This 
report will not include your name or that you were in the study. 
 
If you sign this paper, it means that you have read this and that you want to be in the 
study. If you want to be in this study, please sign your name and have your 
parent/guardian sign their name. For your time, you will be entered into a raffle for one of 
five $10 gift-cards to Wal-Mart.  
 
If you don’t want to be in the study, don’t sign this paper. Being in the study is up to you, 
and no one will be upset if you don’t sign this paper or if you change your mind later.  
 
_______________________________________  ____________________ 
Adolescent’s signature (sign your name)  Today’s date 
 
________________________________________ _____________________ 
Parent/guardian’s signature    Today’s date 
  



	

81 

 
 
 

APPENDIX E 
 

Demographic Information 
 

 
Demographic Information 
 
What is your age? ___________________ 
 
What is your gender? ____Boy   ____Girl 
 
What is your race/ethnicity?  ____White   ____Black   ____Hispanic   

 ____Asian  ____Other 
 
What is the highest education attained by your mother or father? 
 ____Some high school or less 
 ____High School diploma or GED 
 ____Vocational School or some college 
 ____College degree 
 ____Professional of graduate degree 
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APPENDIX F 
 

Perceived Stress Scale (PSS) 

Perceived Stress Scale (PSS)- 10 Items 
	
Instructions: The questions in this scale ask you about your feelings and thoughts during 
the last month.  In each case, please indicate with a check how often you felt or thought a 
certain way.  
  
1. In the last month, how often have you been upset because of something that 
happened unexpectedly? 
 
___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often  
 
2. In the last month, how often have you felt that you were unable to control the 
important things in your life? 
 
___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often 
 
3. In the last month, how often have you felt nervous and "stressed"? 
 
___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often 
 
4. In the last month, how often have you felt confident about your ability to handle 
your personal problems? 
 
___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often 
 
5. In the last month, how often have you felt that things were going your way? 
 
___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often 
 
6. In the last month, how often have you found that you could not cope with all the 
things that you had to do? 
 
___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often 
 
7. In the last month, how often have you been able to control irritations in your life? 
 
___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often 
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8. In the last month, how often have you felt that you were on top of things? 
 
___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often 
 
9. In the last month, how often have you been angered because of things that were 
outside of your control? 
 
___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often 
 
10. In the last month, how often have you felt difficulties were piling up so high that 
you could not overcome them? 
 
___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often 
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APPENDIX G 
 

Children’s Coping Strategies Checklist-Revision 1 (CCSC-R1) 
 

 
Children’s Coping Strategies Checklist-Revision 1 (CCSC-R1)- 54 Items 
 
Instructions: Sometimes kids have problems or feel upset about things. When this 
happens, they may do different things to solve the problem or to make themselves feel 
better. For each item below, choose the answer that BEST describes how often you 
usually did this to solve your problems or make yourself feel better during the past 
month. There are no right or wrong answers, just indicate how often YOU USUALLY 
did each thing in order to solve your problems or make yourself feel better during the past 
month. 
 
1. You thought about what you could do before you did something. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 

 
2. You tried to notice or think about only the good things in your life. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
3. You tried to ignore it. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
4. You told people how you felt about the problem. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
5. You tried to stay away from the problem. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
6. You did something to make things better. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
7. You talked to someone who could help you figure out what to do. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
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8. You told yourself that things would get better. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 

 
9. You listened to music. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
10. You reminded yourself that you are better off than a lot of other kids. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
11. You daydreamed that everything was ok. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 

 
12. You went bicycle riding. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
13. You talked about your feelings to someone who really understood. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
14. You told other people what you wanted them to do. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
15. You tried to put it out of your mind. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
16. You thought about what would happen before you decided what to do. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
17. You told yourself that it would be OK. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
18. You told other people what made you feel the way you did. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
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19. You told yourself that you could handle this problem. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
20. You went for a walk. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
21. You tried to stay away from things that made you feel upset. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
22. You told others how you would like to solve the problem. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
23. You tried to make things better by changing what you did. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
24. You told yourself you have taken care of things like this before. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
25. You played sports. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
26. You thought about why it happened. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
27. You didn't think about it. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
28. You let other people know how you felt. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
29. You told yourself you could handle what ever happens. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
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30. You told other people what you would like to happen. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 

 
31. You told yourself that in the long run, things would work out for the best. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
32. You read a book or magazine. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
33. You imagined how you'd like things to be. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
34. You reminded yourself that you knew what to do. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
35. You thought about which things are best to do to handle the problem. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
36. You just forgot about it. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
37. You told yourself that it would work itself out. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
38. You talked to someone who could help you solve the problem. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
39. You went skateboard riding or roller skating. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
40. You avoided the people who made you feel bad. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
 
 



	

88 

41. You reminded yourself that overall things are pretty good for you. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
42. You did something like video games or a hobby. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 

 
43. You did something to solve the problem. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
44. You tried to understand it better by thinking more about it. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
45. You reminded yourself about all the things you have going for you. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
46. You wished that bad things wouldn't happen. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
47. You thought about what you needed to know so you could solve the problem. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
48. You avoided it by going to your room. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
49. You did something in order to get the most you could out of the situation. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
50. You thought about what you could learn from the problem. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
51. You wished that things were better. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
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52. You watched TV. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
53. You did some exercise. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
 
54. You tried to figure out why things like this happen. 
 
___1=Never  ___2=Sometimes  ___3=Often  ___4=Most of the time 
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APPENDIX H 

Emotional Eating Scale for Children and Adolescents (EES-C) 

Emotional Eating Scale for Children and Adolescents (EES-C) 
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