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The authors examined the implications of unmitigated
communion—a focus on others to the exclusion of the
self~for psychological and physical bealth among ado-
lescents with (n = 132) and without (n = 131) diabetes
times [ during a 1-year period. Unmitigated communion
predicted greater psychological distress and lower levels
of competence cross-sectionally and longitudinally, con-
trolling for sex, pubertal status, and communion. Health
status moderated some longitudinal relations, such that
relations held only for adolescents with diabetes. In addi-
tion, ummitigated commmmion was associated with poor
metabolic comtrol and predicted a deterioration in meta-
bolic control over the year for adolescents with diabetes.
Unmitigated commumion also was associated with dis-
turbed eating behavior cross-sectionally and longitudi-

nally, and disturbed eating bebavior explained some of

the relations of unmitigated conumunion to psychological
but not physical health outcomes.
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Unmitigated communion is defined as a focus on oth-
ers to the exclusion of the self (Helgeson, 1994,
Helgeson & Fritz, 1998; Spence, Heimreich, & Holahan,

1979). It has been linked to psychological distress and
poor health behavior among a variety of populations,
mostly adults. Rarely has unmitigated communion been
studied among children or adolescents. The goal of this
article is to study unmitigated communion among a
group of adolescents for whom it may pose health
hazards—adolescents with diabetes. Because adolescents
with diabetes need to pay close attention to themselves to
care for their illness, those who have a focus thar is
directed outward may suffer. We also examine a mecha-
nism by which unmitigated communion may be linked to
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poor health outcomes in this population, disturbed eating
behavior.

First, we review the construct of unmitigated commu-
nion, its implications for health, and its potential role in
diaberes. Then, we discuss disturbed eating behavior in
the congext of diabetes. Finally, we describe the potential
for discurbed eating behavior to mediate the links of
unmitigated communion to health outcomes.

UNMITIGATED COMMUNION

There are two facers of unmitigated communion—
an overinvolvement with others and a neglect of the
self (Fritz & Helgeson, 1998; Helgeson & Fritz, 1998)
Unmirigated communion is associated with a set of
interpersonal difficulties that reflect overinvolvement
with orthers, such as being intrusive, overly nurturant,
overprotective, and establishing relationships by putting
others’ needs before one’s own (Fritz & Helgeson, 1998;
Helgeson & Fritz, 1999). Unmitigated communion
also is associated with being more adversely affected
by interpersonal conflict (Reynolds et al.,, 2006) and
with rumination about others’ problems (Fritz &
Helgeson, 1998).

Self-neglect has been directly tied 1o unmitigared com-
munion in the form of links to poor health behavior. In
studies of people with chronic iliness, unmitigated com-
munion has been directly related to a range of poor
health behaviors as well as noncompliance with physician
instructions (see Helgeson & Fritz, 2000, for a review;
Helgeson, 2003). Unmitigated communion also is associ-
ated with a constellation of interpersonal problems that
reflect self-neglecr, such as difficulties asserting one’s needs,
being exploitable, inhibiting self-expression to avoid con-
flict with others, difficulties with self-disclosure, sell-
effacement, and seif-subjugation {Buss, 1990; Fritz &
Helgeson, 1998; Helgeson & Fritz, 1999),

One basis for all of these interpersonal difficulties may
be low self-esteem. Unmitigated communion is correlated
with low self-esteem (Frirz & Helgeson, 1998; Helgeson
& Fritz, 1998; Helgeson, 2003}, and iow self-esteem may
be a motivating facror to become overly involved with
others. That is, taking care of others may be a source
of self-esteem for unmitigated communion individuals.
Unmitigated communion is associated with an external-
ized self-perception, meaning that self-worth is dependent
on others’ views of the self (Frirz & Helgeson, 1998).
Unmitigated communion also is related to the belief thar
others view the self negatively (Fritz & Helgeson, 1998).
The combination of the two—an externalized self-percep-
tion and the perception that others hold negative views of
the self—seems to explain the relation of unmitigared
communion to low self-esteemn (Fritz & Helgeson, 1998).

Given the inrerpersonal difficulties associaved with
unmitigared communion, it is not surprising that unmir-
igated communion has been associated with psychological
distress among a wide variety of populations, including
college students (Bruch, 2002; Fritz & Helgeson, 1998},
healthy adults {Fritz & Helgeson, 1998; Willard, 1996),
women with breast cancer (Helgeson, 2003; Piro, Zeldow,
Knight, Mytko, & Gradishar, 2001), women with rtheuma-
roid arthritis (Trudeau, Danoff-Burg, & Revenson, 2003},
adudts with hearr disease (Fritz, 2000; Helgeson, 1993;
Helgeson & Fritz, 199%9), and healthy adolescents
(Craighead & Green, 1989; Fritz & Helgeson, 1998).

In only one study has unmitigated communion been
examined in the context of diabetes. In a study of 43 ado-
lescents with type 1 diabetes, those who scored high on
unmitigated communion reported more depressive symp-
toms and showed an increase in depressive symptoms over
4 months (Helgeson & Fritz, 1996). High unmitigated
communion adolescents also had worse metabolic control
{i.e., poor blood glucose levels) and showed a decline
in metabolic control over time. Relationship stressors
explained the connections of unmitigated communion to
psychological distress and metabolic control. That is, ado-
lescents who scored high on unmitgared communion
reported being more upset by stressful events that
invalved others, which predicted an increase in depressive
symptoms and a decline in metabolic control.

The goal of this article is to further examine the rela-
tion of unmitigated comrmunion to psychological and
physical health by focusing on a group of adclescents
who are vulnerable to health problems—adolescents
with diabetes. There were two reasons that we chose to
study unmitigated communion in the context of adoles-
cents with diabetes. First, it seemed important to study
the health consequences of a personality trait among a
group of people for whom consequences of self-neglect
and an excessive focus on others would appear. That is,
it is difficult to observe health consequences of overin-
volvement in others and self-neglect amoag a group of
people who are presumably healthy and for whom
behavior will not have health consequences for years, as
is the case for healthy adolescents. Thus, we hypothesize
that unmitigated communion will reveal stronger rela-
tions to health outcomes among adolescents with than
without diabetes. Second, unmitigated communion has
been referred to as a gender-related personality trait,
because females score higher or it than males (see
Helgeson & Fritz, 1999, for a review) or as a feature of
the female gender role. Thus, it seemed important to
study the health consequences of a gender-related trait
at a time when gender roles become salient—early ado-
lescence. Early adolescence has been referred to as 2
time of “gender inrensification”—a time during which
the norms for the male and female role become salient



Helgeson et al / UNMITIGATED COMMUNION AND HEALTH 529

and pressures intensify to adhere ro those roles {Galambos,
Almeida & Petersen, 1990, Hill & Lynch, 1983).

In addicion to linking unmitigated communion to
poor health outcomes among adolescents with diabetes,
this scudy sought to expand on previous research by
identifying a psychological mechanism that has not
been examined by previous research and a mechanism
that might pose serious health hazards for adoelescents
with diabetes—disturbed eating behavior. We investi-
gated the extent ro which disturbed eating behavior
explained or mediated the links of uamitigated commu-
nion to poor health. Below, we examine the extent to
which diabetes is associated with disturbed eating
behavior among adolescents. Then, we explore the
potential for a connection between unmitigated com-
munion and disturbed eating behavior among adoles-
cents with and withourt diaberes.

DISTURBED EATING BEHAVIOR AMONG
ADOLESCENTS WITH DIABETES

Disturbed eating behavior is an important concern for
adolescents with diabetes. A review of the literature by
Marcus and Wing {1990) concluded that there are two
reasons that adolescents with diabetes may be at increased
risk for clinical eating disorders and disturbed eating
behavior compared to healthy adolescents. First, the dia-
betes regimen requires the restriction of certain foods and
the avoidance of foods high in sugar. This sets in motion
a pattern of dietary restraint. Second, the illness has the
potential to be associated with a negarive body image,
because intensive insulin therapy has been associated
with weight gain (Diabetes Control and Complications
Trial [DCCT] Research Group, 1988). Adolescents
with diabetes may purposely skip insulin injections or
reduce their levels of insulin to lose weight (Rubin &
Peyrot, 1992).

The most recent literature review in the field has
concluded thart both clinical and subclinical eating dis-
orders are more common among adolescents with type
1 diabetes compared to healthy peers (Rodin et al,
2002). In addition to having a higher level of eating
pathology, the same level of problematic behavior poses
greater risks for adolescents with diabetes than for
healthy adolescents (Daneman, Olmsted, Rydall, Maharaj,
& Rodin, 1998). Thar is, both eating disorders and dis-
ordered eating behavior (bingeing, insulin omissions)
are associated with poor metabolic control, diabetes-
related hospitalizations, and diabetes complications
{Jones, Lawson, Daneman, Olmstead, & Rodin, 2000;
Marcus & Wing, 1990; Pollock, Kovacs, & Charron-
Prochownik, 1995; Rydall, Rodin, Olmsted, Devenyi, &
Daneman, 1997).

RELATION OF UNMITIGATED COMMUNION TO
DISTURBED EATING BEHAVIOR

Given the large sex difference in eating disorders
and disturbed earing behavior, it is not surprising that
researchers have tumed ro the gender role literature to
explain chese differences. Gender roles could be implicated
in eating disorders because eating disturbances emerge dus-
ing adolescence at the same time that gender roles become
salient. One norm for the female gender role that becomnes
salient during adolescence is to be chin.

Gender roles have been linked to earing disturbances.
In a meta-analytic review of the literature, Murnen and
Smolak (1997} found a small positive relarion berween
psychological femininity or communion (using the Bem
Sex Role Inventory [BSRI; Bem, 1974] and the Personal
Attributes Questionnaire [PAQ; Spence, Helmreich, &
Stapp, 1974]) and eating problems across 23 indepen-
dent samples (d = 14). The effect size was heteroge-
neous across the pool of studies, meaning thar other
variables are likely to influence the size of this relation.
Interestingly, since this review was published, two recent
studies have shown that the same femininity scales were
either unrelated to disturbed eating behavior or related to
lower levels of eating disturbances (Hepp, Spindler, &
Milos, 2003; Williams & Ricciardelli, 2003).

One limitation of the research in this area, acknowli-
edged by the authors of the meta-analysis, is that the
PAQ and the BSRI femininity scales only measure the
positive aspects of the female gender role. A focus on
more negartive characteristics might reveal a stronger rela-
tion to disturbed eating behavior. Martz, Handley, and
Eisler {1995} focused on the negative aspects of the
female role by examining the Femninine Gender Role
Stress Scale (FGRS; Gillespie & Eisler, 1992) The FGRS
identifies situations that women perceive as stressful
because they threaten the female role, such as the fear
of physical unattractiveness and the fear of behaving
assertively. In their study, women hospitalized for eating
disorders scored higher on the FGRS scale than women
hospitalized for other psychiatric probiems or healthy
college women.

Thus, some of the inconsistency from prior research
could be because of the failure to disentangle the more
positive aspects of the female gender role, communion,
from the more negative aspects of the female gender
role, such as that caprured by unmitigated communion.
The construct of unmitigated communion was devel-
oped to identify socially undesirable characteristics that
are socialized in women more than men (Spence et al,,
1979}, Although researchers have not linked unmiti-
gated communion, per se, to eating disturbances, unmit-
igated communion has been linked to correlates of
eating disturbances, such as low seif-esteem and poor
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body image (Frirz & Helgeson, 1998; Helgeson & Fritz,
1998; Helgeson, 2003). And eating disturbances have
heen linked to characreristics of unmitigated communion,
such as overdependence on others for approval (Lakkis,
Ricciardelli, & Witliams, 1999; Paxton & Sculthorpe,
1991; Williams & Ricciardelli, 2003}, externalized self-
perception {Smolak & Munstertieger, 2002), and asser-
tion difficulties in relationships (Marez et al., 1995).
To our knowledge, no previous studies have examined
the relation of unmitigated communion to disturbed eat-
ing behavior. One reason that unmitigated communion
might be connected to disturbed earing behavior is that
unmitigated communion is linked to low self-esteem and
a reliance on others for esteemn. Thus, individuals who
score high on unmitigated communion may be more vul-
nerable to societal pressures to be thin. In addition, it is
likely that some of the overly other-focused behavior evi-
denced by unmitigated communion individuals is aimed
at enhancing their self-image in the eyes of others. During
adolescence, a favorable view by peers might be int-
mately tied to body image. The link of unmitigated com-
munion to disturbed eating behavior might be especially
strong for adolescents with diabetes because (a) they are
at heightened risk for disturbed eating behavior and (b)
they may be especiaily concerned with fitting 1n with
peers because their illness distinguishes them from others.

GOALS OF THE PRESENT STUDY

There were three goals of the present study. First, we
examined whether unmitigated communion was related
to an array of health outcomes cross-sectionally and lon-
gitudinally over a 1-year period among early adolescents.
We examined two groups of early adolescents, those with
diabetes and an age-matched sample of healthy adoles-
cents. This allowed us to examine whether the relation of
unmitigated communion to psychological well-being was
the same for the two groups. We predicted that unmiti-
gated communion would be related to poor psychologi-
cal well-being and physical health. We also predicted that
these relations would be stronger among adolescents with
than without diabetes. Second, we examined the relation
of unmitigated communion to disturbed eating behavior,
hypothesizing that unmitigated communion would be
related to greater disturbances. Again, we predicted that
these relations would be stronger for adolescents with
than without diabetes. Qur final goal was to examine
whether disturbed eating behavior explained or mediated
the relarions of unmitigated communion to health
outcomes. To the extent that unmitigated communion
inreracted with group (diabetes vs. healthy) to predict
outcomes, we tested mediated moderation—that is,
whether eating disturbances explained the unmitigared

communion by group interactions {see Muller, Judd, &
Yzerbyz, 2005, for definition of mediated moderation}.

Because communion (formerly referred to as “psycho-
logical femininity”) has been relared to disturbed eating
behavior in a variety of ways and is positively correlated
with unmitigated communion, we included communion
in all of our analyses so that we could establish the rela-
tions of unmitigated communion to ourcomes indepern-
dent of communion. Although ummitigated communion
and communion are positively related, they often reveal
divergent relations to well-being (see Fritz & Helgeson,
1998). We also statistically controlled for participant sex
in all of our analyses so that we can determine the extent
to which unmitigated communion is related to outcomes
independent of sex. Previous research has shown that
unmitigated communion predicts outcomes above and
beyond sex (Helgeson & Fritz, 1996).

METHOD

Participants

Participants were 132 adolescents with diaberes
{70 girls, 62 boys) and 131 healthy adolescents (67 girls,
64 boys). No more than 1 participant came from an
individual family Ages ranged from 10.70 to 14.21,
with a mean of 12.08. The majority of parricipanss were
White {93% diabetes; 91% healthy). The four-factor
Hollingshead index of social status (Hollingshead, 1975),
which reflects the education and occupational status of
mother and father, revealed that both groups of families
reflected the lower end of technical workers, medium
business, and minor professionals bur the diabetes group
had a lower social status (M = 41.97; SD = 11.05) than
the healthy group {M = 46.40; §D = 13.31), F(1, 261) =
8.66, p < 01.! Adolescents with diabetes had the illness
between 1 and 13 years, with an average of 491 (SD =
2.98) years.

Procedure

Diabetes. Adolescents with diabetes were recruited
from the local Children’s Hospiral. Lesters (n = 307) of
invitation were sent to all adolescents with type 1 dia-
betes who were approximately berween the ages of 11
and 13. Families could return a postcard indicating that
they did not want to be contacted by phone abous the
study. Twenry families returned these postcards, refus-
ing conract about the study without our being able to
determine eligibility. To be eligible, adolescents had to
still be going to Children’s Hospital; had to be in fifth,
sixth, or seventh grade; had to have type 1 diabetes for
at least 1 year, because distress is likely to be greatest
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during the firse year alfter diagnosis; and could not have
another major chronic illness (e.g., cancer, theumaroid
arthritis). OFf 287 families, we reached 261 by phone
and determined that 90 were not eligible. Of the 171
families determined to be eligible, 39 refused and 132
agreed. Thus, our effective response rate was 77%. For
families who agréed, we set up an appointment to inter-
view the child either immediately before or after the
next diabetes clinic visit (Time 1 [T1]).

One year later, we successfully reached and inter-
viewed 127 of the 132 children with diabetes {Time 2
[T2]) Of the § children whom we did not interview,
1 dropped out of the study, we were unable o reach/
focate 2 children, and 2 children were having severe
behavioral problems requiring hospicalization.

Healthy Healthy adolescents were recruited from
two sources. First, we set up tables at three area mall
health fairs soliciting volunteers for the study. Interested
parties completed a form that indicated the child’s name
and age and family phone number. Phone contacts were
made to verify eligibility (i.e., fifth, sixth, or seventh
grade; no major chronic illness), and in-person inger-
views were set up in the families’ homes shortly there-
after. We recruited 70 families from mall health fairs.
Second, a local pediatric network of physicians selected
families from their database within our age range and
sent them letters describing the study. Of the 136 lerters
sent, 33 people returned postcards refusing contact
about the study without our being able to determine eh-
gibility. Of the remaining 123 families, we reached 112
by phone and determined that 93 were eligible. Of those,
61 {66%) agreed to the study, and in-home interviews
were set up.

One year later, we successfully reached and inter-
viewed 129 healthy children Of the 2 children we did
not interview, 1 dropped out of the study, and 1 was
experiencing severe family difficulties at the time.

The study was approved by the Institutional Review
Boards of the institutions involved in the study. Informed
consent was obtained in person at the T1 interview.
All T1 and T2 interviews with children were conducted
aloud in a private room. Because of the sensitive nature
of the depressive symptoms and eating disturbance ques-
tionnaires, participants were provided with seif-report
forms so thar they could complete those items privately
rather than out Joud.

Children were provided with response cards {i.e., 1 =
not at all; 2 = a little; 3 = a lot) for standardized instru-
ments. Parenrs completed a questionnaire in a separate
room while children were being interviewed. The only
information from the paren: questionnaire relevant to
this article is their report of demographic variables and
child pubertal status.

523

Instruments

Background variables, pubertal status, unmitigated
communion, and communion were measured ar T1. All
other variables were assessed at both T1 and T2,

Background. Demographic informarion, including par-
ticipants’ age, participants’ race, household structure,
parent education, and parent occupation, were included
on the T1 parent questionnaire. Body mass index was
computed from height and weight measured ar the clinic
for children with diabetes and by the interviewers at
famities’ homes for healthy children. The four-factor
Hoilingshead index was used to measure social status
{Hollingshead, 1975).

Pubertal status. At T1, parents completed the parent
version of Carskadon and Acebo’s (1993) selt-repost of
pubertal status, which is based on Petersen, Crockett,
Richards, and Boxer’s (1988) Pubertal Development
Scate. Carskadon and Acebo showed that parent ratings
were strongly correfated with child ratings and with pedi-
atrician ratings of pubertal status or Tanner stage of
development. Responses to the 5 or & items (5 for boys;
6 for gitls) are used to classify adolescents into one of the
five Tanner stages. There were missing data on this mea-
sure for 4 healthy adolescents and 5 adolescents with dia-
betes because those parents did not complete that portion
of the questionnaire. For the adolescents with diabetes,
we substituted the physician rating of Tanner stage.
Physician rating of Tanner stage was highly correlased
with parent self-report, Spearman’s rho = 71, p < .001.

Unsnitigated communion, Unmirigated communion
was assessed with Helgeson'’s (1993; Fritz & Helgesen,
1998) 9-item measure. Respondents indicated the extent
to which they agreed or disagreed with each item on a
S-point bipolar scale (sample items include “T always
place the needs of others above my own,” “I can’t say no
when someone asks me for help,” and “I often worry
about other people’s problems”™). Previous research has
shown that this scale demonstrates acceptable internal
consistericy, ranging from .7 to .8, and high test-retest
reliability (Fritz & Helgeson, 1998; Helgeson & Fritz,
1999), including a study of adolescents with diabetes
{Helgeson & Fritz, 1996). This scale taps placing others’
needs before one’s own and distress over concern for oth-
ers. The scale has been distinguished from both the Big
Five personality characteristics and attachment styles
{Fritz & Helgeson, 1998). The internal consistency in the
present study was , 70.

Communion. Communion was assessed with a modi-
fied version of the 8-item subscale from the PAQ (Spence
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er al., 1974). Trems reflect a positive other-orientation.
The original PAQ subscale consists of a series of adjective
pairs thar are rated on $-point bipolar scales (e.g., “nor at
all gentle” vs “gentle”) To facilitate comprehension for
adolescents, these words were placed into sentences (e.g.,
“I am very gentle 7). One itemn (“I am emotional”) was
removed from this scale because it detracted from the
internal consistency. The final set of 7 items included
doing things for other people, being gentle, being helpful,
paying attention to others’ feelings, being kind, being
understanding, and being warm and friendly. The inter-
nal consistency of the scale was .83

Disturbed eating behavior. The Eating Disorder Inven-
tory (Garner, 1990} is a self-report instrument that was
designed to identify the presence of various attitudes and
behaviors that are associated with eating disorders. It is
one of the most widely used self-report instruments, and its
validity and reliability are well-established. It also has been
widely used among adolescents with diabetes and shown
w be valid (eg, Gryll, Hafferi-Gattermayer, Wagner,
Schober, & Karwaurz, 2005; Jones et al., 2000; Steel,
Young, Lloyd, & Macintyre, 1989). The two subscales
that were used in the present study were drive for thinness
(excessive concern with dieting, preoccupation with
weight) and bulimia (episodes of uncentrollable eating or
bingeing). Fach item is rated on a 5-point Likert-type scale,
ranging from 1 = never to § = very often. Three itemns from
the drive for thinness scale were removed because they are
biased by the presence of diabetes® (Steel, Young, Lioyd, &
Macintyre, 1989). Their inclusion in previous research has
artificially inflated the presence of eating disturbances
among people with diabetes. The internal consistencies
were good in this study {drive for thinness .87 at T1 and
85 at T2; bulimia .75 at T and .77 at T2).

Psychological distress. We measured three common
bur distinct aspects of psychological distress: depressive
symptoms, anxiety, and anger. We used the abbreviated
form of the Children’s Depression Inventory (CDI) to
assess depressive symptoms (Kovacs, 1985; 2001). The
CDI is a self-report measure that was designed for
children and adolescents. The abbreviated form consists
of 10 items, each of which is rated on a 3-point {1 to 3]
scale. Reliability of the CDI has been established through
administration to psychiatric and medical-outpatient
popularions. Internal consistency is high, as is test-retest
reliability. In the present study, the overall alpha was .73
at T1and .70 ar T2.

We measured anxiety with the 7 items from the
Revised Children’s Manifest Anxiety Scale. These were
the 7 items thar were unique to anxiety when the instra-
ment was factor analyzed with the CDI (Stark & Laurent,
2001). To increase variability in our scale {because we had

reduced the number of irems), we changed the trueffalse
formar ro 3-point scales {not at all true, sort of true, very
rrue of me). The internal consistency in the present study
was .68 ar Tl and 72 at T2,

We used the 3-item anger scale from the Differential
Emorions Scale {Izard, Libero, Putman, & Haynes, 1993)
This is a self-report scale of different emotions that has
been used with children. Test-retest refiability is high, and
validity with comparable scales has been reported. We
rnixed these items with the 7 anxiety items for the purpose
of administration. To make the items consistens with the
anxiety items, we changed the response format to a
3-point scale. The internal consistency was .76 at both T1
and T2. Because depressive symptoms, anxiety, and anger
were only modestly related (r’s ranged from .22 to 43
at T1 and from 28 to 40 at T2), we examined them
separately.

Competence domains. To represent the more positive
aspects of psychological health, we administered three
subscales from the Self-Perception Profile for Children
{(Harter, 1985) to assess children’s judgments of their
competence. We selected two domains that we thought
would be most relevant to adolescents—physical appear-
ance and social competence—and then also administered
the giobal self-worth scale. Items are rated on 4-point
response scales. The authors have shown that children
are able to discriminate among domains of competence,
which has been confirmed by factor analytic studies
(Harter, 1985). We administered all three scales at T1,
and they revealed high internal consistencies: physical
appearance .79; social competence .76; global self-worth
75. Ar T2, we only administered two of the scales,
which had acceptable internal consistencies: social com-
petence .67 and global self-worth .75. We replaced the
physical appearance subscale at T2 with the 9-item body
satisfaction scale from the Muitidimensional Body-Self
Relations Questionnaire {(Cash, 1990}, because partici-
pants complained about the simplicity of the wording of
the physical appearance subscale at T1. Thus, at T2, par-
ticipants rated the extent to which they were satisfied with
9 aspects of their appearance on a 5-point Likerr-type
scale (1 = very dissatisfied; 5 = very satisfied). The inter-
nal consistency of the T2 body satisfaction scale was .85.
The instruments administered at T1 and T2 both reflect
satisfaction with one’s appearance.

We examine the three aspects of competence sepa-
rately. Although global self-worth was strongly related o
appearance esteemn at 11 and T2, the other scale inter-
correlations were modest at T1 and T2 {see Table 1).

Diabetes outcomes. We measured self-care behav-
ior with the 14-item Self-Care Inventory {La Greca,
Swales, Klemp, & Madigan, 1988). This instrument asks
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Drive thin 25%=® 08 ywes p7ees 43ewe o Q7EEE _QgFrr ()9 -§3%* ~13 iz 01 o Sgere
Bulimia 3trrr —04 03 25FF 4TEe 0 33FFF 3000 130 - 2etRY - 30%¢ 207 00 dpees —

NOTE: Correlations ar T1 are below the diagonal; corzelations at T2 are above the diagonal

. UC = unmirtigated communion; comm = commu-

nion; depr = depression; social comp = social competence; drive thin = drive for thinness; HbA . = metabolic control.

< 10; *p < 05 %*p < 01; ***p < 001

respondents to indicate how well they followed their
physician’s recommendations for glucose testing, insulin
administration, diet, exercise, and other diabetes-related
behaviors. Validity was established by comparisons to
the 24-hour recalt {Greco et al., 1990). Each item is rated
ona 1 (never do it) to 5 (always do this as recommended)
Likert-type scale. We extended this scale by adding §
iterns that reflect more contemporary self-care behaviors:
5 negative behaviors from Weissberg-Bencheil et al,
(1995; made up blood tests resuits because numbers were
too high, made up blood test results because did not
really test, took extra insulin because ate inappropriate
food, skipped injections, and ate foods that should be
avoided); 1 negative behavior of our own (skipped
meals); and 2 positive behaviors of our own {rotating
injection sites and measuring food). The negative items
were rated on a 1 (never do i) to 5 (ahways) scale bur
reverse coded before summing to form the self-care index.
The internal consistency was high at T1 (alpha = .78) and
T2 (alpha = .82).

Overall blood glucose control or metabolic control was
measured with hemoglobin A,. (HbA ). These values
were collected from medical records for each year adoles-
cents participated in the study. HbA, - values indicate the
average blood glucose level over the course of the past
1-2 months. For the laboratory that analyzed HbA ., the
range of values for individuals without diabetes is 4.3 to
6.1. In the current sample, the average HbA . value was
804 (SD=1.31)at Tt and 8.53 (SD = 1.54)ar T2

Nonfasting cholesterol levels were examined by the
level of low-density lipoproteins (EDL). These data
were collected from the same medical records. Although
fasting levels are more accurarte, it was not feasible to
have participants who lived hours away from the clinic
fast before their clinic appointments, which were often
scheduled in the afternoon. LDL cholesterol was ana-
lyzed as a continuous variable.?

RESULTS

Background

First, we examined the relation of unmitigated commu-
nion to demographic variables. Unmitigated communion
was related to sex, (261} =-2.95, p < .01, such that females
(M = 2.96; 5D = 61) scored higher than males {M = 2.73;
SD = .63). Unmitigated communion also was related to
pubertal status, r = .22, p < .05, such that higher Tanner
stage was associated with higher levels of unmitigated com-
munion. Unmitigated communion was not related to age,
race, household structure, parent education, social status,
or body mass index. Unmitigated communion was posi-
tively related to communion, r = 51, p < 001, consistent
with previous research (FHelgeson & Fritz, 1999). The inter-
correlations of key study variables are shown in Table 1 (T1
below diagonal; T2 above diagonal). Means and standard
deviations for these variables are shown in Table 2.
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TABLE 2:  Means (Standard Deviations) for Study Varables
Duabetes Healthy
Usnitigared commupion T 1 81(66) 290 { 60}
Communion 363073 378 (39
T1 drive for thinness 1861497) 187 (95)
12 drive for thinness 1.98 (98} {72 (84
Tt bulimic symptoms 166 (35) 1691¢58)
T2 bulimic symproms 171 {.61) 161(37)
T1 depressive symptoms 115422) 135(1%)
T2 depressive symproms 114 (17} 115(22)
T1 anxiery 165 (38) 168437}
T2 anxtety 1 52 {36) 1.60 (.39}
T1 anger 1 77 {60) 175 {358)
12 anger 196 (60} £99{.63)
T1 global self-worth 135641 3554{43)
T2 global seif-worth 335(45) 333 (49
T1 social competence 3351{54) 335(3%)
12 social competence 320 (45} 338 (51
T1 appearance esteers 309 (64) 31257}
T2 appearance esteem 3.65{68) 383 (65
T1 self-care 401 (45)
T2 seif-care 393{48)
T1 HbA,¢ 804 (131}
T2 Hba . §357{139

T1 LDL cholesterot
12 1LDL cholesteral

90 55 (31 83)
92.64 (37 53)

We used hierarchical multiple regression analysis to
predict outcomes. On the first step of the equation, we
controlled for sex, puberta} status, and communion. We
controlled for pubertal status because it was related to
unmitigated communion and potentially related to out-
comes.* We controlled for pasticipant sex and communicn
because they were both related to unmitigated commu-
nion, and we wanted to determine the extent to which
unmitigated communion was related to cutcomes inde-
pendent of sex and communion. On the second step of the
equation, we entered unmitigated communion and group
(diabetes vs. healthy), and on the third step of the equation,
we entered the interaction berween unmitigated commu-
nion and group® to determine if unmitigated communion
had the same relation to outcomes for adolescents with
and without diabetes. We centered the predictors before
computing the interaction term to reduce mulsicollinear-
ity, consistent with the recommendation of Aiken and
West (1991).

Predicting Time 1 Outcomes

There were no effects of group or interactions between
unmitigated communion and group on any T1 outcome.
Thus, we present the results from the final regression
equations, excluding these effects in Table 3 {see column
labeled “Final Regression Equation™ on the lefc half of
table).

Psychological distress. As shown in Table 3, control-
ling for sex, pubertal status, and communion on the first
step, unmitigated communion predicted more depressive
symproms, more anxiety, and more anger on the second
step. By contrast, communion predicted less anxiety and
less anger Neither sex nor pubertal status predicted any
of these outcomes in the final equation

Competence. Unmitigated communion predicred lower
levels of global self-worth, social competence, and appear-
ance esteem, whereas communion predicred higher Jevels
of all three competence domains. Neither sex nor puber-
tal starus predicred global seif-worth or social compe-
tence, but sex (male) and lower levels of pubertal status
predicred higher levels of appearance esteem.

Diabetes outcomes. Pubertal status was significantly
related and communion was marginally related to self-
care behavior, such thar lower pubertal status and higher
communion were associated with better seif-care behav-
ior. Unmitigated communion did not predict self-care
behavior. Pubertal status and unmitigated communion
predicted metabolic control, such thac marginally higher
pubertal status and significantly higher levels of unmiti-
gated communion were associated with poorer control.
For LDL cholesterol, both sex and unmitigated commu-
nion emerged as significant predictoss, such that being
fernale® and having high levels of unmitigated commu-
nion were associated with higher I DL cholesterol.

Eating disturbances. Sex, pubertal status, communios,
and unmitigated communion predicted drive for thinness,
such that being female, having a high pubertal status,
being low in communion, and being high in unmitigated
communion were associated with greater drive for thin-
ness. Lower levels of communion and higher levels
of unmitigated communion also predicted more bulimic
SYmptoms.

Predicting Time 2 Outcomes

We used similar hierarchical regression analyses to
predict T2 outcomes. As shown in Table 4, we controiled
for the respective T1 outcome on the first step of the
equation; sex, pubertal status, and communion on the
second step; entered unmitigated communion and group
on the third step; and entered the interactions berween
unmitigated communion and group on the fourth step of
the equation. The final regression equations are shown in
the left half of Table 4 {column labeled “Final Regression
Equation”). Here, we did find several interactions berween
unmitigated communion and group and show those incer-
actions when they are significant in Table 4. These inter-
actions were interpreted using the procedures outlined by
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TABLE 3: Hegression Analyses Predicting T1 Outcomes

Final Regression Equation

Regression Equation With Mediators

B SE B Beta Change m R’ Beta Sobel z o
Depressive symptoms
| Sex 03 03 &8 Sex (6
Puberty 02 01 10 Puberty G6
Comm -~ 03 02 -10 03 Commn - 03
2 uc 06 02 2007 03 uc 09
DT 16* 191 06
BUL 15+ 1.93 05
Anxiety
1. Sex 01 035 01 Sex - 04
Puberty 3 02 1o Puberty 0z
Comm -.11 04 =205 03 Comm - 10
2 uC 24 04t qaEr 12 UC 24
DT a2g==r 292 003
BUL == 28§ 004
Anger
1 Sex 04 a9 04 Sex 0
Puberty 06 04 11 Puberry 07
Comm -29 06 —~ 3500 03 Comm - 35FE
2 uc 27 07 2gues 03 uc 16%
DT 13 1 74 08
BUL 21%# 264 01
Global self-wortls
H Sex - i4 06 -17 Sex - 14
Puberty 06 03 00 Puberty 05
Comirn 20 035 Jpree 05 Comm 25
1 uc -16 035 —25=re 04 ucC -12
DT - 177 -2 08 04
BUL -~ 1977 -2 44 02
Social competence
1 Sex - 15 08 -4 Sex - 14"
Puberry 02 04 04 puberty 04
Cornm 18 06 2248 02 Comm 0
2 uc -17 06 -19%* 03 uc - 167
BUL - 07 168 09
Appearance esteem
1. Sex -26 09 —-21% Sex -13%
Puberry -09 04 -15 Pubersy -7
Comm 18 06 18%* A1 Comm 12
2 uc -24 07 —25%=" 04 uc - 11
DT g -3.39 00
BUL ~{2 ~37 71
Self-care bebavior
1 Sex 14 10 16
Puberry - 11 a5 - 25¢%
Comm 12 06 19 Q7
2 uc -04 07 -09 01
Metabolic control
1 Sex =27 27 -11 Sex - 09
Puberty 24 13 18 Puberty 16
Comm =21 18 -12 04 Coram ~10
2 uc b5 20 33¥ee L8 uc 30
BUL. 0% 100 32
IDL cholesterol
1 Sex 17 68 6 89 28*
Puberty =143 332 -06
Comm 53 450 01 09
2 uc 10.02 4.86 a1+ .03

(conginued)
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TABLE 3:  (continued)

Fistal Regression Equation

Regression Faueation With Madiators

B - SER Beta Change in R? Beta Sobel 2 p

Drive jor thinness
i - Sex 34 A4 17

Puberty 16 06 17*

Cemim -23 10 -16% i1
2. ucC 46 10 3pr== 07
Bulimic symiptoms
1 Sex 00 08 00

Puberty 06 04 i1

Comun - 24 06 —2ge 03
2. uc 37 06 42580 13

NOTE: Comm = communion; UC = unmirigated communion; DT = drive for thinness; BUL = bulimic symptoms

pe 10, *p< 05, **p < 01, **p < (01

Aiken and West (1991), in which outcome scores are
plotied for individuals scoring plus and minus one stan-
dard deviation from the mean on unmitigated commu-
nion for each group. We further examined statistically
significant interactions with simple slopes analysis (indi-
cated by ¢ tests; Aiken & West, 1991). That is, we exam-
ined whether the slope between unmitigated communion
and the outcome was significant for each group.

Psychological distress. When T1 depressive symp-
roms, sex, pubertal status, and communion were sta-
tistically controlled, unmitigated communion predicred
increases in depressive symptoms over time, whereas
communion predicted decreases in depressive symptoms
over time. The unmitigated communion by group inter-
action was not significant. Sex also was significant in the
final equation, indicating that females were more dis-
tressed than males. Unmitigated communion also pre-
dicted increases in anxiety, but this effect was moderated
by group. As shown in Figure 1, unmitigated commu-
nion predicted increases in anxiety over time for adoles-
cents with diabetes but not healthy adolescents. Simple
slopes analysis revealed that the slope for the diabetes
group was significant (slope = .13; ¢ (244) = 2.39, p <
.05), but the slope for the healthy group was not signifi-
cant (slope = —.03, t (244) = .55, ns). Unmitigated com-
munion did not predict changes in anger over time, but
lower levels of communion predicted increases in anger.

Competence domains. Unmitigated communion pre-
dicted declines in global self-worth over time, whereas
communion predicted increases in global self-worth over
time. There was no interaction of unmitigated commu-
nion with group. Sex was significant in the final equation,
indicating that females scored lower on self-worth than
males. Neither trait predicted changes in social compe-
tence. Unmitigated communion predicted decreases in

appearance esteern, whereas communion predicted
increases in appearance esteem over time. The main
effect of unmitigated communion and the marginal effece
of group were qualified by a significant unmitigated com-
munion by group interaction. As shown in Figure 2,
unmitigated communion predicted a decline in appear-
ance esteemn for adolescents with diabetes but not healthy
adolescenrs. Simple slopes analysis revealed that the slope
for the diabetes group was significant (siope = -.24;
t (244) = 2.81, p < 01), but the slope for the healthy
group was not significant (slope = .00, ¢ (244) = .01, ns).

Diabetes outcomes. There were no significant predic-
tors of self-care behavior, aside from the T1 value. For
metabolic control, sex was marginally significans, puber-
tal status was statistically significant, and unmitigated
communion was marginally significant. That is, being
male, having a higher pubertal status, and having high
unmitigated communion were associated with increases
in HbA, . or worse metabolic control. There were no sig-
nificant predictors of changes in LDL cholesterol over
time.

Eating disturbances. Unmitigated communion pre-
dicted increases in drive for thinness over time, whereas
communion predicted declines in drive for thinness over
time. There was a main effect of sex, indicating that
females scored higher than males, and a main effect for
group, indicating that drive for thinness increased more
for adolescents with diabetes than healthy adolescents.
There also was an unmitigated communion by group
interaction. As shown in Figure 3, unmitigated commu-
nion predicted an increase in drive for thinness over
time for adolescents with diabetes but not healthy ado-
lescents. Simple slopes analysis revealed that the slope
for the diabetes group was significant (slope = .43;
¢ (244) = 3.92, p < .001), but the slope for the healthy
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TABLE 4: Regression Analyses Predicting T2 Outcomes

Final Regression Equation

Regression Equation With Medwitors

B SEf Beta Change in R? Beta Sobel z p
Depressive svmptoms
i T A4 03 dp e 25 Ti E AR
2 Sex 07 03 A7 Sex 137
Puberey 00 01 01 Puberry - 01
Comm - 06 02 R L 04 Comm - 17%*
3 uc 04 0z A3# ucC 07 196 05
Group 01 02 03 01 Group 03
T1DT 01
T2 DT 20%7
Anxiety
1 T1 43 06 gress 2 T1 LA
2 Sex 97 G3 10 Sex 04
Puberty 01 G2 03 Puberty 02
Comm -~ {3 04 - 09 01 Comm -03
3 uc 15 11 48 uc 33 149 14
Group 08 04 10 02 Group 14
4 UC X group ~16 07 - 40% 02 UC X group -29 132 19
1 DT 14
T2 DT -85
Ti DT X group -22
T2 DT X group 38
Anger
1. T1 39 06 3g=== 17
2 Sex 03 09 04
Puberry 04 04 07
Comm -13 07 - 147 G2
3 ucC 03 07 05
Group 07 07 06 00
Global self-waorth
1 T1 38 08 34EEE 18 Ti et S
2 Sex -2z 06 g Sex -.18%¢
Puberty -~01 03 -03 Puberty 0o
Comm 15 a3 23# 06 Comm 18%#
3 uc -13 05 ~20%* uc -12% ~139 16
Group -03 G5 -04 03 Group - 03
T1DT -~ 11
T2 DY - 18
Social competence
1 11 42 05 49% == 27
2 Sex -10 06 - 10
Puberty -01 03 -03
Comm 07 035 16 0z
3 uc -.06 05 ~-07
group .06 035 06 0G
Appearance esteem
1 11 47 06 43ewn 25 T1 33%wx
2 Sex - 04 09 -03 Sex 0o
Puberty -.06 04 -09 Puberty - 07
Comm 19 07 8= 03 Cormm 14%
3 uc - 47 i8 - 45 uc - 32* 145 i5
Group A3 o7 09 0 Group 07
4 UC X group 24 12 34 02 UC X group 27 122 12
11 DT ~01
12 DT ~26
Ti DT X group 01
T2 DT X group 00

{continued}
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TABLE 4: (continued}

Final Regression Equation

Regression Equation With Mediators

B CSEB Beta Change i1 R* Beta Sobel z p
Seif-care babavior
1 T1 60 08 367 36
2 Sex 08 09 09
Puberry -07 04 ~ 14
Comm 07 06 10 02
3 uc - 10 06 - 14 i3}
Metabolic control
1 T 74 09 A 44 11 GO**
2 Sex - 49 25 -le" Sex - 19%
Puberry 23 13 16* Puberty 4
Comm -15 7 -07 03 Comm -03
3 U 33 4 01 ucC a8 126 21
T DT 02
12DT 12
LDL cholesterol
H 11 99 06 §72== 76
2 Sex -1 4§ 475 -02
Puberty 12 133 00
Comm 602 313 A2 m
3. ucC -3.50 338 - 06 00
Drive for thinness
i T1 50 03 R R 34
2 Sex 15 11 13%
Puberty 04 05 04
Comm -21 08 ~15* 03
3 uc .84 23 S5g#we
Group ~25 09 ~14%% 04
4 UC X group -41 34 ~ 435 G2
Bulimic symptons
1 T1 52 06 4= 26
2. Sex 09 08 08
Puberty ~.04 G4 -07
Comm - 07 06 -08 00
3 uc 07 07 07
Group -12 07 L 01

NOTE: Comm = commusnion; UG = unmitigated communion; DT = drive for thinness; BUL = bulimic symptoms.

< 10, *p < 05, **p < 01, ***p < 001

group was not significant (slope = .02; ¢ (244) = .14 ns).
There were no significant predictors of changes in
bulimic symptoms over time.

Explaining the Relations of Unmitigated
Communion to Outcomes

A primary purpose of this study was to see if eating
disturbances, specifically drive for thinness and bulimic
symptoms, explained relations of unmitigated commu-
nion to poor mental and physical health. To test media-
tion, three conditions must be met {Baron & Kennay,
1986; Mulier et al.,, 2005). First, the independent vari-
able must be refated to the dependent or outcome vari-
able. These relations were addressed in the preceding

section and are shown in the left side of Tables 3 and
4, Second, the independent variable must be refated to
the mediating variable. These relations also are shown in
Tables 3 and 4. As described above, this condition was
met for both mediating variables at T1: unmitigated
communion was related to greater drive for thinness and
more bulimic symptoms. This condition was met for one
mediator at T2: unmitigated communion predicted
increages in drive for thinness. Third, the mediating vari-
able must be linked to the outcome variable. The cotre-
lations berween the rwo disturbed eating behavior
measures and outcome variables are shown in Table 1.
When the above-mentioned criteria for mediation were
met, we tested mediation by entering both the indepen-
dent variable (e.g., unmitigated communion) and the
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Figure 3 Relations of unmitigated communion to residualized drive
for thinness (T2 controfiing for T1) for adaolescents with
and without diabetes

mediating variable into the equation to estimate the
dependent variable. The results are shown in the right
halves of Tables 3 and 4 under the column labeled
“Regression Equation With Mediators.” Mediation occurs
to the extent that the effect of the independent variable on
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Figure 2 Relaions of unmitigated communion (o resicualized
appearance ssteemn (T2 controling for T1) for adoles-
cents with and without diabetes

the dependent variable in the first condition is reduced in
this final equation. As suggested by Baron and Kenny
{1986), we used the Sobel test to examine whether the
mediator significantly decreased the relation between our
independent variable {unmitigated communion) and the
outcomes.

To the extent that group moderated the relation of
unmitigated communion to outcomes, we tested medi-
ared moderation, We used the same procedure as described
above, except that we included the mediating variable as
weli as the interaction between the mediating variable
and the moderator variable in the final equation.

Time 1 mediation. At T1, the conditions for media-
tion were met for nearly all of the outcomes: depressive
symptoms, anxiety, anger, self-worth, social competence
(only bulimic symptoms), appearance esteem, and meta-
bolic control {only bulimic symproms). We reran these
regression analyses and inciuded one or both T1 media-
tors in the equation. The standardized betas for all vari-
ables from the final equation are shown in the right half
of Table 3. We used the Sobel test to examine the signif-
icance of drive for thinness and/or bulimic symptoms
as mediators of the effect of unmitigated communion
on outcomes. The results of the Sobel test {z score and
p value) appear next to each mediator.

As shown in Tabie 3, when drive for thinness and
bulimic symptoms were included in the equarion, the
relation of unmitigated communion to depressive symp-
toms became nonsignificant. According to the Sobel test,
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both drive for thinness and bulimic symproms were mar-
ginally significant mediators. When drive for thinness
and bulimic symproms were included in the equation to
predicr anxiety, the relation of unmitigated communion
was significantly reduced by both mediators according
to the Sobe! test—although unmitigated commusion
remained significant in the final equation. For anger, the
relation of unmitigated communion was significantly
reduced by the inciusion of bulimic symptoms but not
drive for thinness.

Both drive for thinness and bulimic symproms were sig-
nificant mediators of the relation of unmitigated commu-
nion to global self-worth, and unmitigated communion
was no longer significant in the final equation. Bulimic
symptoms did not predice social comperence but slightly
altered the relation of unmitigated communion to social
competence. The Sobel test indicated bulimic symptoms
was a marginal mediator. The relation of unmitigated
communion to appearance esteem was reduced to non-
significance by the inclusion of the two mediators in the
equation Drive for thinness was the significant media-
tor in that equarion. Bulimic symptoms did not mediate
the relation of unmitigated communion to metabolic
control.

Time 2 mediation. At T2, there were main effects
of unmitigated communion on depressive symptoms,
anxiety, self-worth, and appearance esteem. There was
a marginal effect on mertabolic control. Unmitigated
communion also significantly interacted with group to
predict changes in anxiety and appearance esteem, pro-
viding us with the opportunity to examine mediated mod-
eration. The mediator that was examined to explain both
main and interactive effects of unmitigated communion
was change in drive for thinness, as unmitigated commu-
nion predicted an increase in drive for thinness over time
and unmitigated communion interacted with group to
predict changes in drive for thinness. Drive for thinness
also was related to ail of the above-mentioned outcomes
at T2. Here bulimic symptoms was not examined as a
mediator because unmitigated communion did not predict
bulimic symptoms at T2. Mediation was examined by
entering both T1 and T2 drive for thinness into the equa-
tions. In this way, T1 drive for thinness would be statisti-
cally controlled, and the significance of T2 drive for
thinness would represent the significance of the change in
drive for thinness over time. In the case of mediated mod-
eration, both the main effects and group interactive effects
of T1 and T2 drive for thinness were entered into che
equAation.

As shown in the right half of Table 4, when T1 and
T2 drive for thinness were included in the eguarion,
the main effect of unmitigated communion on depres-
sive symptoms disappeared. Change in drive for

thinness {as indicated by the significance of T2 drive
for thinness with T1 drive for thinness in the equation)
significantly mediated the main effect of unmirigared
communion, as indicated by rthe Sobel rtest rhat
appears next to the main effect of unmirigated com-
munion. For anxiety, we tested mediated moderation.
The group by change in drive for thinness interaction
was marginally significant in the final equation, the
main effect of unmitigated communion became mar-
ginally significant, and the unmitigated communion by
group interaction disappeared in the final equation
(see Table 4) However, the Sobel test indicated that
changes in drive for thinness did not significancly
mediate eicher the main effect of unmitigated commu-
nion or the unmitigated by group interaction on anxi-
ety. For global self-worth, including change in drive
for thinness in the equation reduced the main effect of
unmitigated communion to marginal significance but
did not significantly mediate this effect. For appear-
ance esteem, again we tested mediated moderation.
Although the main effect of unmitigated communion
was reduced to marginal significance and the unmiti-
gated communion by group interaction disappeared in
the final equation, the effects for drive for thinness
were not significant, and the Sobel test indicated no
significant mediation. Finally, drive for thinness did
not mediate the marginal relation of unmirigared com-
munion to metabolic control.

DISCUSSION

Consistent with previous research, unmitigated com-
munion predicted greater psychological distress, as indi-
cated by greater depressive symptoms, greater anxiety,
and greater anger. Much of the previous research, how-
ever, was conducred with adults. This study shows that
even among early adolescents, a focus on others to the
exclusion of the self is associated with psychological dis-
tress. Unmitigated communion also predicted lower lev-
els of competence, including global self-worth, social
competence, and appearance esteem. The link to global
seif-worth is consistent with previous research on adults
showing that unmitigated communion is associated with
low self-esteem {e.g., Fritz & Helgeson, 1998). However,
this is the first study to show links to specific facets of
self-esteern—unmitigated communion is associated with
perceiving oneself as lower in social competence and per-
ceiving oneself as fess attractive. In addition to confirm-
ing previous cross-sectional relations, this study adds to
the growing body of evidence that unmitigated commu-
nion predicts increases in psychological distress and
decreases in psychological well-being over time. Unmiti-
gated communion predicted an increase in depressive
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symproms and anxiety over 1 year and a decline in global
self-esteem and appearance esteemnn over | year These
findings emerged when participant sex, pubertal status,
and levels of communion {previously referred to as psy-
chological femininity) were statistically conrrolled. Despite
the fact that sex was related to a number of outcomes, as
shown by the zero-order correlations in Table 1, partici-
pant sex was only occasionally a significant predictor of
psychological or physical health in the final regression
equations that mcluded both unmitigated communion
and communion. On the whole, our gender-related teairs
did a better job than biological sex in predicting health
outcomes.’

Given the conceptual and empirical overlap between
unmitigated communion and communion, it is impor-
tant to distinguish their effeces. When both unmitigared
communion and communion were entered into the equa-
rion, unmitigated communion was not only associated
with adverse outcomes, but communion was associ-
ared with better psychological outcomes. Of the two,
relations with unmitigated communion tended to be
stronger. When we examined the zero-order correla-
tions of unmirtigated communion and communion o
outcomes (shown in Table 1), unmitigated communion
revealed correlations in the direction of poorer outcomes
consiseent with the effects reported in this artcle, whereas
communion often revealed no relations to outcomes.
Thus, only by taking both gender-related traits into con-
sideration is the more complete picture revealed berween
aspects of an other-orientation and health. In previous
research, we have argued that communion is a broad
construct that often reveals contradicrory relations to
health outcomes because of its overlap with so many
other more specific relationship-oriented constructs
(Helgeson & Fritz, 1999), such as unmitigated commu-
nion. The results from this study confirm this idea. When
the overlap with unmitigated communion was partialled
out of the equation, communion consistently predicred
better psychosocial outcomes. There are a number of
other positive relationship-oriented construces that have
been linked to good health, such as secure attachment
style and communal orientation to refationships. Secure
attachment style has been related to less psychological dis-
tress (Frey, Beesley, & Miller, 2006) and compliance with
medical care among adults with diabetes (Ciechanowski
et al,, 2004}, A communal orientation toward relation-
ships also has been linked to psychological and physical
health (Monin, Feeney, & Clark, 2006).

We also examined whether unmitigated communion
would have the same health consequences for adolescents
with and without diabetes ar baseline and 1 vear larer.
Our results showed no detectable difference in the associ-
ation of unmitigated communion to psychological out-
comes for adolescents with and without diabetes in our

cross-sectional analyses, but ditferences emerged in our
longirudinal analyses. Unmitigated communion was more
strongly related to increases in anxiery and decreases in
appearance esteem over a l-year period for adelescents
with diabetes than healthy adoiescents In addition,
unmitigated communion was more strongly associated
with an increase in drive for thinness over 1 year among
adelescents with diabetes than healthy adeolescents. Thus,
unmitigated communion is not only associated with poor
psychological health among adolescents, but it may have
stronger health implications for adolescents who already
have a health problem. In fact, there were implications of
unmitigated communion for diabetes-related outcomes.
Unmitigated communion was assaciated with poor meta-
bolic control and higher EDL cholestero! at baseline and
revealed a marginal relation to declines in metabolic con-
trol over time. These findings show that unmitigated com-
munion may be associared with physical health problems
as well as psychological ones.

The one avenue of completely uncharted territory in
this article with respect to unmitigated communion
involved disturbed eating behavior. This is the first study
to establish a connection between uamitigated commu-
nion and disturbed eating behavior. Unmitigated commu-
nion was associated with grearer drive for thinness and
more bulimic symptoms cross-sectionally and predicted
an increase in drive for thinness over time. Interestingly,
communion predicted lower levels of disturbed eating
behavior cross-sectionally and predicted a decline in drive
for thinness over time. Again, the zero-order correlations
of communion to eating disturbances revealed no rela-
tions, It was only when both unmitigated communion and
communion were in the equation that communion was
associared with lower levels of eating disturbances. Thus,
these findings help to reconcile previous research that has
tried to link gender roles to eating behavior. The aspect of
communion that is not shared with unmitigated commu-
nion {presumably the healthy aspect of an other orienta-
tion) is associated with lower levels of eating disturbances,
whereas the excessive other focus that is associated with
self-neglect {i.e., unmitigated communion) is associated
with more disturbed eating behavior. Qur findings under-
score the importance of distinguishing among different
components of gender roles and confirm others’ notion
(e.g., Martz er al, 1995) that it is the more negative
aspects of the female role that are associated with eating
pathology.

The finding of a link between unmitigated commu-
nion and aspects of disturbed earing behavior is espe-
cially important in this study because the relation to
drive for thinness over time was stronger for adolescents
with diabetes than adolescents without diabetes. Thus,
unmitigated commumion may be viewed as a risk factor
for disturbed eating behavior in this population Again,
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this finding suggests thar unmitigared communion may
have more severe consequences for individuals who
have a health problem—in particular, a health problem
that requires personal attention. A strong focus on oth-
ers may undermine this needed attention.

We also explored whether disturbed earing behavior
mediated or explained the relations of unmirigated com-
munion to health ourcomes. Disturbed eating behavior
mediated the majority of the cross-sectional relarions of
unmitigated communion to psychological health and
some of the longitudinal refations of unmitigated commu-
nion to psychological health. Of the two indicators of dis-
turbed eating behavior, drive for thinness was the more
powerful predictor over time. Unmitigated communion
predicted an increase in drive for thinness over time, and
that increase was associated with increases in psychologi-
cal distress and reductions in domains of competence.

Disturbed eating behavior did not predict or mediate
the relation of unmitigated communion to metabolic con-
trol or LDL cholesterol. Thus, these relations are left
unexplained. Mediators that have been examined in previ-
ous research might provide the explanations. Self-neglect
is one possibility. To the extent that individuals high in
unmitigated communion focus on others at the expense of
taking care of themselves, their physical health could suf-
fer. However, in the present study, we had no links
berween unmitigated communion and our measure of self-
care behavior. Thus, we do not have any evidence to sup-
port this possibility. However, the kind of self-neglect that
is associated with unmitigared communion might be more
siruation-specific than that assessed by the global selé-care
behavior instrument. For example, individuals high in
unmitigated communion might not test their blood sugar,
administer their insulin, or eat the appropriate food when
friends present with problems or when friends need their
help. Studies of more micro-level processes involving
social interactions could examine this possibilicy.

Before concluding, there are a number of limitations
of this study that need to be acknowledged. First, we did
not study clinical eating disorders but disturbed eating
behavior. Although disturbed eating behavior is a risk
factor for clinical eating disorders, we do not have any
evidence that unmitigated communion predicts the clini-
cal diagnosis. In addition, our measure of disturbed eat-
ing behavior might not have been sensitive enough to
detect many of the more extreme behaviors thar would
be characteristic of an eating disorder. It also is ques-
rionable whether adolescents would have provided hon-
est responses to those kinds of items on a self-report
measure. These measurement issues might account for
why we were unable to detect a refarion berween eating
disturbances and the physical health outcomes examined
in this study (LDL cholesterol, metabolic control).

Second, the sample was largely Caucasian, reducing
the generalizability of our findings The fact that we
recruited adolescents with diaberes from a single clinic
further reduces generalizabilicy, although the clinic draws
from a large and diverse area. Third, although we linked
unmirigated communion to health ourcomes and eating
disturbances, all of these measures were based on self-
report. Behavioral indicators of these variables would
strengthen our findings. Finaily, the link of unmitigated
communion to physical health—in particular, metabolic
control—is intriguing and replicates an earlier study
(Helgeson & Fritz, 1996), but the relation found here
was largely left unexplained.

In conclusion, unmitigated communion is associated
with psychological distress, lower levels of general com-
petence, and lower levels of competence in the social and
appearance domains among early adolescents. Unmiti-
gated communion also was related to disturbed eating
behavior, and these eating disturbances largely explained
the relations of unmitigated communion to psychologi-
cal outcomes. Among adolescents, an excessive focus on
others may lead to greater internalization of socieral
messages about appearance and dieting, which result in
disturbed eating behavior and subsequent distress. The
fact that the relations of unmitigated communion to
some cutcomes were stronger for adolescents with than
withourt diabetes indicates that unmitigated communion
may be especially problematic for adolescents who
already have a physical health problem. Diabetes is a dis-
ease that requires attention to the self, an atention that
may be absent among individuals who are high in unmit-
igared communrion. The fact that unmitigated commu-
nion was related to poor metabolic control and showed
a trend toward predicting declines in metabolic control
over time is supportive of this possibility. Future research
should continue to explore the psychological and behav-
ioral mechanisms that may link unmitigated communion
to poor physical health.

NOTES

1 We did not control for social starus in the analyses because it
was not related to unmitigated communion, communion, or disturbed
eating behavior. Thus, it could mot accounrt for any af the findings
reposted in this article. To further support this assertion, we reran ail
of the analyses with social status in the equation and found the same
results reported in this article.

2. The 3 items that were removed were I eat sweets and carbo-
hydrates without fecling neevous,” “I think about dieting,” and “[ feel
extremely guiity after overeasing ”

3. Results were the samie as these reported in the text when LDL
values were analyzed as dichotomous variables using 110 as a cutoff
{criterion for high cholesterol for people with diabetes) and also using
130 as a curoff (criterion for high cholesteroi for healthy peopie)

4. Because Tanner stage was not available for 4 healthy partici-
pants, they were excluded from all analyses
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5. The communion by group interaction did not predict any T1 or
T2 autcome

6. All 11 children whose I DL exceeded 130 were female.

7. The relation of unmitigated communion te outcomes was gener-
ally the same for males and females. We rested the sex by unmitigared
communion interaction and found only one interaction at Tt for LDL
The relation of unmitigared communion to LD was stronger for
fernales than males. Unmirgared communion did not interact with sex
o predict any T2 outeome
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