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Abstract
Background: Disordered eating has been found to be associated with self-repression, speci�cally with
sel�essness, the tendency to relinquish one’s needs for others’, and concern for appropriateness, an
alertness to information about social comparison and tendency to vary one’s behavior in different social
situations. This study aimed to examine associations between these self-repression variables and
symptoms of general psychopathology for women and men in a community sample.

Methods: Two hundred and thirty-six participants (92 men) aged 18-76 (M=29.11+10.10) volunteered to
complete measures of ED symptoms (EDE-Q), concern for appropriateness (CFA-CSV and CFA-ATSCI),
sel�essness (SS), and symptoms of depression (PHQ-9), anxiety (BSI-18 anx) and somatization (BSI-18
som) online. Structural equation models were built to assess pathways between the study variables for
men and women separately.

Results: A MANOVA 2*7 design showed that women scored signi�cantly higher than men on the SS, EDE-
Q and PHQ-9. For men, SS scores were positively and signi�cantly associated only with PHQ-9 scores.
CAS-CSV scores were positively associated with PHQ-9, BSI-18 som and BSI-18 anx scores. For women,
SS scores were positively and

signi�cantly associated with PHQ-9, EDE-Q, BSI-18 som and BSI-18 anx scores. CAS-CSV scores were
positively and signi�cantly associated with PHQ-9, BSI-18 anx and BSI-18 som scores but not EDE-Q
scores. CAS-ASCI scores were positively and signi�cantly associated only with EDE-Q scores.

Conclusions: Self-repression is a much more central path to psychopathology in women than in men. For
men, self-suppression seems to play an important role in the development and maintenance of
symptoms of internalizing disorders, but not disordered eating. Even for women, it appears that self-
repression is not connected speci�cally with disordered eating, but with symptoms of psychopathology in
general. Future research should explore why self-suppression plays such a central role in women’s
psychopathology.

Plain English Summary
Disordered eating has been found to be associated with self-repression, speci�cally with sel�essness, the
tendency to relinquish one’s needs for others’, and concern for appropriateness, an alertness to
information about social comparison and tendency to vary one’s behavior in different social situations.
This study aimed to examine links between these self-repression concepts and symptoms of eating
disorders, depression, anxiety and somatization for women and men. Two hundred and thirty-six
participants completed online questionnaires and models were built to assess pathways between the
study variables for men and women separately. Women reported more sel�essness, disordered eating
and depressive symptoms than men and the pattern of connections between all variables was very
different for men and for women. Self-repression is a much more central path to psychological
disturbances in women than in men. For men, self-repression is not linked to disordered eating, as it is for
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women. However even for women, self-repression is linked not only with disordered eating, but also with
symptoms of anxiety, depression and somatization. Future research should explore why self-repression is
so central to women’s psychological problems.

Introduction
Disordered eating has been found to be associated with de�ciencies in the sense of self [1], with cross-
sectional data indicating that young men and women who struggle to de�ne their beliefs about
themselves tend to have a greater propensity to engage in disordered eating than those who do not [2].
Zaitsoff et al [3] found that anger inhibition and “silencing the self” were associated with disordered
eating in a sample of over 200 female high school students. An association was also observed in a
nonclinical population between drive for thinness and “narcissistically abused personality”, de�ned as
placing others’ needs before one’s own [4]. Similar concepts that have been examined in relation to
disordered eating include “pathological altruism” [5, 6] and “pathological concern” [7]. Bardone-Cone et al
[8] provided a comprehensive overview of self-related constructs and de�cits in relation to eating
disorders and disordered eating.

Two variables that have been studied empirically in the context of an association between disordered
eating and self-repression are sel�essness [9, 10] and concern for appropriateness, or protective self-
presentation [11]. Sel�essness is the tendency to relinquish one’s own interests and ignore one’s genuine
needs in the service of others’ interests and well-being. Although this characteristic was conceptualized,
de�ned and quanti�ed in the context of patients with clinical eating disorders [9], an association between
measures of disordered eating in the general population and scores on the Sel�essness Scale (SS) [9]
has consistently been found in research [12]. Sel�essness has even been shown to predict the
development of disordered eating over time [13]. The price tag of sel�essness is high, since it leads
people to relinquish their own interests, forfeit their wellbeing and deny the ful�llment of their
interpersonal needs.

Concern for appropriateness, measured by the Concern for Appropriateness Scale (CAS; [14]) is a
protective self-presentation style adopted to avoid social disapproval and a sense of failure in
interpersonal relations [14]. The two concepts measured by the CAS subscales are cross-situational
variability and attention to social comparison information. Unlike sel�essness, concern for
appropriateness hails from the domain of social psychology rather than being formulated in the context
of eating disorders or disordered eating. Research on this concept in the �eld of consumer and marketing
found that people high on this characteristic tend to be highly in�uenced by others’ reactions,
advertisements and diverse social messages [15–17]. Subsequently, CAS was administered in studies on
eating pathology that consistently found a signi�cant association between scores on this questionnaire
and measures of disordered eating [11, 18, 19]. Authors of these studies suggested that people high in
concern for appropriateness may strongly internalize social norms for appearance and thinness and
strive to adapt their bodies to �t them via disordered eating.
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Concern for appropriateness has been examined in relation to several measures of general
psychopathology. For example, positive and signi�cant associations were found between concern for
appropriateness and maladaptive social behavior [14], perfectionism, negative emotions, low self-esteem
and emotional instability [20]. It is therefore possible that this characteristic underlies symptoms of
psychopathology in general, rather than eating pathology in particular. However, associations between
sel�essness and symptoms of psychopathology other than eating disorders have, to the best of our
knowledge, not been explored to date. In this study we aim to challenge the assumption that sel�essness
is a trait that predates [13], accompanies [10] and predicts remission from [21] eating pathology
speci�cally, by examining its connections with symptoms of psychopathologies other than eating
disorders.

The speci�c subscales of the CAS may be of interest to examine in regard to symptoms of eating
disorders and other psychopathologies. Cross-Situational Variability (CSV) is an active tendency to adapt
one’s behavior to the perceived expectations of one’s social environment [14], whereas Attention to Social
Comparison Information (ASCI) is a more passive tendency to be on the constant lookout for signs in
one’s social environment about behavioral guidelines and expectations. Despite a strong connection
between the ASCI subscale and sensitivity to social and cultural in�uences [17], ASCI was not found to
contribute to the intention to exercise and eat healthily [22]. Gigi et al. [19] found that this subscale was
signi�cantly higher in gay men than in straight men and that it mediated the association between sexual
orientation and disordered eating.

Another factor relevant to the connection between disordered eating and both measures of self-de�ciency
that remains to be explored is gender. Whereas a connection between sel�essness and disordered eating
has been consistently observed in women [10, 12], no published studies to date have examined
sel�essness and disordered eating in men. Nor has gender been adequately examined in relation to the
connection between disordered eating and concern for appropriateness. Most research presenting this
association has focused on women [11] and neither of the two studies that included males [18, 19]
presented the correlation between CAS scores and disordered eating for males. However, there has been
little examination of these self-repression constructs with psychopathology in general, to examine how
speci�c these psychological processes are to eating disorders.

This study aims to estimate the association of the subscales of the CAS and sel�essness with eating
disorder symptoms in a community sample of men and women and examine 1. whether or not these
variables are also signi�cantly associated with symptoms of depression, anxiety and somatization; and
2. whether or not the patterns of intercorrelations between a. concern for appropriateness subscales and
sel�essness and b. disordered eating and other psychopathologies (depression, anxiety and
somatization) differ between women and men.

Methods



Page 5/18

Participants Two hundred and thirty-six participants (144 women, 92 men) aged 18-76 (M=29.11,
SD=10.10) participated in the study. Of these, 128 (78 men) were recruited via social media and 108 (14
men) were undergraduate students who received course credit in exchange for participation. Two $50 gift
cards were ra�ed among the participants recruited via the social media. To compare the demographic
characteristics of men and women, chi square tests of independence and T-tests for independent
samples were run (see Table 1). There were no signi�cant gender differences for mother tongue, religion
or sexual orientation. However, the men were signi�cantly older and heavier than the women. They also
had more years of education and were more frequently married, no doubt as a consequence of the age
difference.
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Table 1
Participants’ demographic characteristics and gender comparison

  Men (n=92) Women (n=144) Whole sample
(N=236)

Signi�cance

Age M=35.36 ± 12.50 M=25.12 ± 5.20 M=29.11 ±
10.10

t= 8.73***

BMI M=24.48 ± 3.25 M=22.71 ± 3.69 M=23.4 ±
3.62

t=3.77***

Mother
tongue

92.4% Hebrew 2.1%
Arabic 2.1% Russian
3.3% other

91.7% Hebrew

2.6% Arabic

2.4% Russian

3.3% other

91.9% Hebrew

2.5% Arabic

2.3% Russian

3.3% other

χ²=0.04

Religion 94.6% Jewish 2.2%
Muslim 3.2% other

97.2% Jewish

2.8% Muslim

96.2% Jewish

2.5% Muslim

1.3% other

χ²=1.08

Education 31.5% high school 33.7%
BA 25% MA 9.8% other

63.9% high school

25% BA

6.9% MA 4.2% other

51.2% high
school

28.4% BA

14% MA

6.4% other

χ²=34.94***

Sexual
orientation

96.7% heterosexual

1.1% homosexual 1.1%
bisexual 1.1% other

95.8% heterosexual

2.1% lesbian

0.7% bisexual 1.4% other

96.1%
heterosexual

1.7%
homosexual

0.9% bisexual

1.3% other

χ²=0.46

Marital
status

39.1% single 46.7%
married 10.9% in a
relationship 3.3% other

71.5% single 11.8%
married 16% in a
relationship 0.7% other

58.9% single

25.4%
married

14% in a
relationship
1.6% other

χ²=41.23***

BMI=body mass index

***p<.001 (2-tailed).
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Measures

Demographic characteristics included age, gender, weight, height, mother tongue, sexual orientation,
education, religion, and marital status.

Sel�essness was measured by the Sel�essness Scale (SS; [9]), a 15-item questionnaire assessing the
tendency to relinquish one's own interests and ignore one's genuine needs in the service of others'
interests and well-being. Responses are recorded on a four-point Likert scale from 1 (not at all true) to 4
(very true). The SS has demonstrated adequate reliability (Cronbach's alpha 0.61-0.66; [9, 10]). The
original version was written in Hebrew [9]. Cronbach's alpha in this study was 0.68.

Concern for appropriateness was measured by the Concern for Appropriateness Scale (CAS; [14]), a 20-
item questionnaire assessing a protective self-presentation style characterized by a passive and
withdrawn social orientation intended to avoid social disapproval and a sense of interpersonal failure.
Responses are scored on a six-point Likert scale from 1 (not at all true) to 6 (very true). The CAS has two
subscales: (1) Cross-Situational Variability (CSV), or the extent to which people adapt their behaviors to
the social norms or expectations of others; and (2) Attention to Social Comparison Information (ASCI), or
the extent to which people monitor others’ behaviors for behavioral guidelines. In this study a validated
Hebrew translation of the CAS with good psychometric properties was used [11]. Cronbach's alpha varies
between 0.82 and 0.89 [23] and was 0.88 for the total score in this study (0.84 for each of the subscales).

Eating disorder symptoms were measured by the Eating Disorder Examination Questionnaire (EDE-Q;
[24]), a self-report version of the Eating Disorder Examination (EDE; [25]). The EDE-Q is a 28-item
questionnaire assessing the severity of eating disorders symptoms based on Diagnostic and Statistical
Manual of Mental Disorders – 5 (DSM-5; [26]) criteria. The �rst 22 items are scored on a seven-point
Likert scale between 0 (I do not agree at all) and 6 (I completely agree) and the other six require an open
numerical reply indicating the frequency of weight, shape, and purging behaviors in the last 28 days.
These six items are used for diagnostic purposes and are not included in scores for analyses. A validated
Hebrew translation with good psychometric properties was used [27]. Factor analyses suggested three
subscales for this version: Dietary Restraint, Eating Concern and Weight and Shape Concern that had
Cronbach's alphas between 0.78 and 0.93. Cronbach's alpha for the total scale in this study was 0.96.

Symptoms of depression were measured by the Patient Health Questionnaire-9 (PHQ-9; [28]), a 9-item
questionnaire based on the DSM-5 [26] assessing the frequency of symptoms of depression during the
past two weeks. Responses are scored on a four-point Likert scale between 0 (not at all) and 3 (almost
every day). In this study a Hebrew translation of the PHQ-9 used in previous research was employed [29].
Cronbach's alpha varies between 0.86 and 0.89 [28] and was 0.87 in this study.

Symptoms of anxiety and somatization were measured by the Brief Symptom Inventory-18 (BSI-18; [30])
anxiety (BSI-18 anx) and somatization (BSI-18 som) subscales (six items in each subscale). The third
subscale that was not used in this study assesses depression. Respondents mark to what extent they
experienced speci�c symptoms of anxiety and somatization during the past two weeks on a �ve-point
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Likert scale from 0 (not at all) to 4 (extremely). In this study a Hebrew translation of the BSI-18 that
showed good psychometric properties in previous research [31] was used. Cronbach's alphas for these
subscales in Derogatis’ [30] original scales were 0.79 for anxiety and 0.74 for somatization. In this study
they were 0.87 and 0.80 respectively.

Procedure
The study was approved by the Ruppin Academic Center Ethics Committee. Participants received an
online link to the questionnaire. All participants were above 18 and provided informed consent.
Participants were �rst asked to answer demographic questions and to provide their e-mail address if they
wanted to participate in a ra�e for a prize. The SS, CAS, EDE-Q, PHQ-9 and BSI-18 were then presented in
random order.

Data was analyzed using SPSS 22. A Multivariate analysis of variance (MANOVA) was used to test for
gender differences. Pearson correlations were calculated to examine associations between the variables.
Fisher z-transformations were used to compare correlations between groups. Mediation models were
evaluated using regression analyses, the Sobol test and bootstrapping.

Results

Comparison of demographic variables between men and
women:
The mean age of the men in our sample (M=35.36, SD=12.50) was signi�cantly greater than the mean
age of the women (M=25.12, SD=5.20; t(234)=8.73, p<.001). We therefore entered age as a covariate in all
further analyses. Men were also signi�cantly more educated (65.8% had tertiary education) than women

(66.7% had high school education only;  and were signi�cantly more likely
than women to be married or in a signi�cant relationship (59.5% and 28%, respectively; 

 However, since these differences are likely to be consequences of the age
difference and they were categorial rather than continuous, they were not held constant in the analyses.
No signi�cant differences between women and men were observed for religion.

A MANOVA 2*7 design was then used to compare men and women on all study indices with age entered
as a covariate: SS, CAS-CSV, CAS-ASCI, EDE-Q, PHQ-9, and BSI-18 anx and BSI-18 som. Gender was the
independent variable and study variables were the dependent variables. Signi�cant gender differences
were observed (F(7,218)=4.84, p<.001; see Figure 1). Women scored signi�cantly higher than men on the
SS (F (1,224)=16.51, p<.001), the EDE-Q (F (1,224)=17.12, p<.001) and the PHQ-9 (F (1,224)=3.84, p=.05). No
signi�cant differences were observed for the CAS subscales, BSI-18 anx or BSI-18 som.
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To assess the associations between SS, CAS-CSV, CAS-ASCI, EDE-Q, PHQ-9, BSI-18 anx and BSI-18 som
scores separately for men and women (see Table 2), two-sided Pearson correlations were calculated, with
age entered as a covariate. For women, SS scores correlated signi�cantly and positively with CAS-ASCI
(not CAS-CSV), EDE-Q, PHQ-9, BSI-18 anx and BSI-18 som scores. For men, the only signi�cant
association was with the CAS-ASCI. For women, both CAS subscale scores were positively and
signi�cantly associated with EDE-Q, PHQ-9, BSI-18 anx and BSI-18 som scores. For men, CAS-ASCI scores
were positively and signi�cantly associated with SS scores but none of the other study variables. CAS-
CSV scores were positively and signi�cantly associated with PHQ-9 and BSI-18 anx scores.

Fisher’s Z was calculated to compare correlations for men with correlations for women. Signi�cant
gender differences were found between the following correlations: SS – EDE-Q (p<.001); CAS-CSV – PHQ-
9 (p<.001); CAS-CSV – BSI-18 som (p<.05); CAS-ASCI – PHQ-9 (p<.05); CAS-ASCI – BSI-18 som (p<.05);
CAS-ASCI – BSI-18 anx (p<.10); PHQ-9 –BSI-18 som (p<.05).

 
Table 2

Women
(Men)

CAS-
CSV

CAS-ASCI EDE-Q PHQ-9 BSI-18 som BSI-18 anx

SS .02
(-.09)

.22** (.22*) .35***
(.02)

.17* (.14) .21* (-.01) .21* (-.01)

CAS-CSV   .46***
(.41***)

.20* (.17) .55*** (.24*) .41*** (.20) .36*** (.23*)

CAS-ASCI     .32***
(.20)

.31*** (.06) .24** (.005) .28*** (.07)

EDE-Q       .48***
(.40***)

.27**
(.34***)

.34***
(.28**)

PHQ-9         .59***
(.73***)

.66***
(.72**)

BSI-18 som           .72***
(.73***)

Pearson correlations between study variables (age entered
as a covariate)
BOLD= signi�cant differences between correlations.

*p<.05; **p<.01; ***p<.001.

SS = Sel�essness Scale; CAS-CSV = Cross-Situational Variability subscale of the Concern for
Appropriateness Scale; CAS-ASCI= Attention to Social Comparison Information subscale of the Concern
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for Appropriateness Scale; EDE-Q = Eating Disorders Examination – Questionnaire; PHQ-9 = Patient
Health Questionnaire – 9; BSI-18 som – Brief Symptom Inventory somatization subscale; BSI-18 anx =
Brief Symptom Inventory anxiety subscale.

Two structural equation models (SEM) were designed, following the recommendation of Hayes [32] to
assess the multiple pathways between 1. SS and CAS subscale scores and 2. psychological pathology
measures (EDE-Q, PHQ-9, BSI-18 anx and BSI-18-som) for women and for men separately, while
controlling for age. As a combined rule for the acceptance of our model, we chose the following
acknowledged values: normed �t index (NFI) > .90 [33] and root mean square error of approximation
(RMSEA) < .08 ([34]; see Figures 2 and 3).

Figure 2 shows that for men, the Chi Square goodness-of-�t index presented an excellent �t for the data, 

=2.07, p=.72); NFI= .99; CFI=1.00; RMSEA =.00; standardized root means square residual (RMR) =
.04.

For men, age was negatively correlated with all psychopathology indices. SS scores were positively and
signi�cantly associated only with PHQ-9 scores. CAS-CSV subscale score was positively associated with
PHQ-9, BSI-18 som and BSI-18 anx scores. CAS- ASCI subscale was not associated with any other
indices, as was EDE-Q. These variables were removed from the model.

Figure 3 shows that for women, the Chi Square goodness-of-�t index presented an excellent �t for the

data  =12.42, p=.41); NFI= .97; CFI=.99; RMSEA =.02; standardized root means square residual
(RMR) = .06.

For women, age was associated negatively only with PHQ-9. SS scores were positively and signi�cantly
associated with PHQ-9, EDE-Q, BSI-18 som and BSI-18 anx scores. CAS-CSV scores were positively and
signi�cantly associated with PHQ-9, BSI-18 anx and BSI-18 som scores but not with EDE-Q scores. CAS-
ASCI scores were positively and signi�cantly associated only with EDE-Q scores.

Discussion
This study underscores gender differences in the links between self-repression (sel�essness, concern for
appropriateness) and symptoms of various psychopathologies (eating disorders, depression, anxiety and
somatization) in a non-clinical population.

Gender differences were found for some of the variables examined in this study. Three psychological
constructs of self-repression were included. The �rst two were measured by Lennox and Wolfe’s [14]
Concern for Appropriateness Scale: Cross-situational variability, a chameleon-like tendency to monitor
and adapt actively but defensively to perceived expectations of one’s changing social environment; and
attention to social comparison information, a defensive but more passive vigilance for clues in one’s
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social environment about behavioral guidelines and expectations. No signi�cant sex differences were
found for these variables, which is consistent with previously published �ndings [5, 35]. The third
psychological construct of self-repression was sel�essness, the tendency to ignore one’s own interests
and needs for the bene�t of others’ well-being. Sel�essness, a form of pathological altruism theoretically
related to anorexia nervosa [9], has not been studied extensively and to the best of our knowledge there
are no previous reports of gender comparisons. In our study women reported signi�cantly higher levels of
sel�essness than men. This is consistent with a large body of research indicating that females tend to be
more altruistic [36, 37] and self-sacri�cing [38] than males. In male-dominated societies, women may
relinquish their own interests for others more readily than men, and future research should examine the
association between sel�essness and gender in more egalitarian social environments.

Concerning symptoms of psychopathology, women reported signi�cantly higher levels of depressive
symptoms than men, which is consistent with a plethora of previous studies and meta-analyses [39].
Women also reported higher levels of disordered eating than men, as has been consistently reported in
the literature (e.g. [40]). However, we observed no gender differences for somatization or anxiety
symptoms, despite evidence of a higher prevalence of anxiety and somatization disorders in women than
in men [41].

Of central interest in our �ndings, however, are the signi�cant differences between men’s and women’s
patterns of intercorrelations between study variables – more speci�cally, the different patterns of
associations observed for men and women between self-repression variables and psychopathology
variables. In the SEM model built using men’s data only, disordered eating was signi�cantly associated
with no other study variables and was consequently dropped from the model. Two of the three self-
repression variables, sel�essness and cross-situational variability, were related to symptoms of other
psychopathologies, and these associations were driven more by active, chameleon-like “�tting in” (cross-
situational variability) rather than by the more passive observation of contextual social cues (attention to
social comparison information). More speci�cally, for men sel�essness and cross-situational variability
were signi�cantly associated with depressive symptoms, and cross-situational variability was associated
in addition to symptoms of anxiety and somatization. Attention to social comparison information, which
involves the active cognitive monitoring of contextual social cues but a passive behavioral stance, was
unrelated to psychopathology symptoms of all kinds. For men, self-repression therefore seems to play an
important role in the development and maintenance of symptoms of internalizing disorders, but to be
neither a route to nor consequence of disordered eating.

A very different picture emerged for women, for whom self-repression seems to play a much more central
and powerful role in psychopathology, including disordered eating, than it does for men. In the SEM
model built using women’s data only, sel�essness was signi�cantly related to all four domains of
psychopathology examined in our study: symptoms of eating disorders, depression, anxiety and
somatization. Sel�essness and the Sel�essness Scale [9] were conceived and built within the self-
psychology theoretical viewpoint towards eating disorders. According to this approach, girls and women
sacri�ce their needs and starve themselves because of a poor sense of self [9]. Subsequent research with
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women has indeed found a signi�cant association between sel�essness and eating disorder symptoms
[5, 12, 21].

Our results add to our understanding of the link between sel�essness and eating disorder symptoms that
it seems not to extend to men. Furthermore, the �ndings of this study suggest that for women,
sel�essness is not associated speci�cally with disordered eating, but with symptoms of depression,
anxiety and somatization in addition – and perhaps with psychopathology in general. For women, cross-
situational variability, an active, defensive adaptation to social cues, was related to symptoms of
depression, anxiety and somatization but not to disordered eating. In contrast, the more passive
observation of societal expectations, attention to social comparison information, was related only to
disordered eating and not to symptoms of other psychopathologies.

The study has several limitations, which should be held in mind when considering the results. It is a
cross-sectional study, with a single sampling point. Data was collected only via self-report. Participants
were community volunteers, and as always, men were more di�cult to recruit than women. Findings may
not extend to clinical samples of people with eating disorders.

Conclusions: Nevertheless, the �ndings of this study seem valid and important, because they indicate
that self-repression is a much more central path to psychopathology in women. For men, self-suppression
seems to play an important role in the development and maintenance of symptoms of internalizing
disorders, but not disordered eating. Even for women, it appears that self-repression is not connected
speci�cally with disordered eating, but with symptoms of psychopathology in general. Exactly why self-
repression seems to be such a central and pathogenic process in women’s psychopathology should be
explored in future research. Our results also have implications for therapy, since targeting cognitions,
behaviors and emotions connected to self-repression may be bene�cial in attenuating symptoms of
various psychopathologies.
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Figures

Figure 1

Gender differences for SS, CAS-CSV, CAS-ASCI, EDE-Q, PHQ-9, BSI-18 som and BSI-18 anx (N=227)
[Figure] *p<.05; **p<.01; ***p<.001. SS = Sel�essness Scale; CAS-CSV = Cross-Situational Variability
subscale of the Concern for Appropriateness Scale; CAS-ASCI = Attention to Social Comparison
Information subscale of the Concern for Appropriateness Scale; EDE-Q = Eating Disorders Examination –
Questionnaire; PHQ-9 = Patient Health Questionnaire – 9; BSI-18 som – Brief Symptom Inventory
somatization subscale; BSI-18 anx = Brief Symptom Inventory anxiety subscale.
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Figure 2

SEM model depicting the associations of SS and CAS subscales with psychological pathology measures
(EDE-Q, PHQ-9, BSI-18 anx and BSI-18-som) for men [Figure] Note: *p<.05; **p<.01; ***p<.001. SS =
Sel�essness Scale; CAS-CSV = Cross-Situational Variability subscale of the Concern for Appropriateness
Scale; PHQ-9 = Patient Health Questionnaire – 9; BSI-18 som – Brief Symptom Inventory somatization
subscale; BSI-18 anx = Brief Symptom Inventory anxiety subscale.

Figure 3
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SEM model depicting the associations of SS and CAS subscale scores with psychological pathology
measures (EDE-Q, PHQ-9, BSI-18 anx and BSI-18-som) for women [Figure] Note: *p<.05; **p<.01;
***p<.001. SS = Sel�essness Scale; CAS-CSV = Cross-Situational Variability subscale of the Concern for
Appropriateness Scale; CAS-ASCI= Attention to Social Comparison Information subscale of the Concern
for Appropriateness Scale; EDE-Q = Eating Disorders Examination – Questionnaire; PHQ-9 = Patient
Health Questionnaire – 9; BSI-18 som – Brief Symptom Inventory somatization subscale; BSI-18 anx =
Brief Symptom Inventory anxiety subscale.


