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Abstract

Community violence exposure (CVE) is one of the most common adverse childhood experiences worldwide. Despite
this, its potential effect on disordered eating in adolescents from different cultures is underexplored. In the present cross-
sectional study, self-reported data were collected from 9751 students (Mean age =14.27) from Belgium, Russia and the US
on CVE (witnessing violence and violence victimization), eating disorder (ED) symptoms (ED thoughts with associated
compensatory behaviors), and comorbid symptoms of posttraumatic stress, depression and anxiety. Increased CVE (from
no exposure to witnessing to victimization) was associated with more ED symptoms, and the associations remained sig-
nificant after adjusting for comorbid conditions. The associations were similar for adolescents across the three countries.
No gender differences were observed in the association between CVE and ED symptoms, even though girls in general
reported more ED symptoms than boys. We conclude that CVE appears to be associated with ED symptoms in three
culturally different samples of adolescents.

Keywords Anorexia - Bulimia nervosa - Eating disorder - Cross-culture - Trauma - Gender - Community violence -
PTSD

Introduction research has indicated that ED symptoms can greatly impair

physical health, quality of life and daily functioning [2].
Eating disorder (ED) symptoms include fear of gaining  Although the prevalence of ED symptoms tends to be much
weight, excessive concern with body shape and weight,  higher among females [3], this gender difference is less pro-
and an overpowering desire to be thin, leading to the use of = nounced in adolescence, with the prevalence of anorexia
compensatory behaviors aimed at weight loss [1]. Previous ~ nervosa, bulimia nervosa, and binge eating disorder ranging
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from 0.3 to 2.3% in adolescent females and from 0.3 to
1.3% in adolescent males [4]. While ED symptoms often
occur during late adolescence, recent research has indicated
that the age of their onset is decreasing and that their preva-
lence may be increasing at a faster rate among males [5].

The etiology of EDs is multi-factorial. In particular,
although heritability is considered as a significant factor,
explaining just over half of the variance in their occurrence
[6, 7], a considerable part of the variance is also explained
by environmental factors. One of the factors that is highly
relevant in this context is exposure to traumatic experiences,
where diverse types of interpersonal trauma, including emo-
tional, physical, and sexual abuse, have been associated
with a greater risk for all types of EDs in adolescents [§].
Similarly, posttraumatic stress disorder (PTSD), resulting
from a traumatic exposure, is common among individu-
als with EDs [9], with more than one-third of adults with
bulimia nervosa and one-fourth of those with binge eat-
ing disorder having a lifetime history of PTSD [10]. In a
recent review, the prevalence of comorbid PTSD in patients
with EDs ranged between 9% and 24% [11]. Although,
the mechanisms underlying the relation between traumatic
experiences and EDs have yet to be determined, it has been
suggested that trauma-related factors such as self-criticism,
low self-worth, self-punishment, and negative cognitions
and affect, may be particularly relevant for ED behaviors,
including controlling weight and shape [10].

While previous research has focused extensively on the
associations between various types of trauma and EDs, until
now, the association between community violence expo-
sure (CVE) and EDs has been understudied. This may be
an important oversight, as CVE is one of the most common
adverse experiences in childhood [12] and has been associ-
ated with a variety of detrimental outcomes. For example,
one form of CVE, victimization, i.e. firearm-related injury,
has become the leading cause of death among children and
adolescents in the US [13]. Other studies have also shown
that CVE may lead to a number of mental health problems
in children and youth, such as depression, posttraumatic
stress, and anxiety, and impact their daily functioning, and
that there may be a dose-response effect, where different
degrees of CVE, namely witnessing and victimization, may
impact mental health differently, with victimization having
a stronger, and more damaging effect [14—16]. Moreover,
although witnessing may have a less pronounced effect, it
can still be a severe traumatic experience, that may have
a very damaging impact on mental health through similar
mechanisms.

Although Western culture with its ideals of thinness in
relation to weight and shape has been thought to impact
the risk and course of EDs, with anorexia nervosa being
especially prevalent in White female populations [17], ED
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variants are present across diverse racial and ethnic groups
and the prevalence of EDs is increasing in non-White indi-
viduals [18]. At the same time, while an overwhelming
number of studies have reported an association between
EDs and a wide range of traumatic experiences, such as
child emotional abuse, emotional neglect and exposure to
intimate partner violence [19, 20], childhood neglect [20,
21], and PTSD [11], most of these studies have been under-
taken in high-income Western countries and are based on
adult populations. In addition, previous research has indi-
cated that the reported effects of different kinds of violence
exposure on ED symptoms in adolescent populations may
vary considerably and that there is unexplained heterogene-
ity in outcomes between different studies [22].

Hence, it remains unclear if the association between CVE
and disordered eating would be similar for adolescents from
different countries. Cross-cultural comparisons of the fac-
tors contributing to EDs are needed since cultural beliefs
and attitudes may play a role in the development and treat-
ment of EDs [18]. Moreover, as the rates of both exposure
to traumatic events, such as CVE [12], and of EDs [23] vary
substantially between different countries and by gender,
there is a need to investigate if the degree of CVE is dif-
ferentially associated with EDs depending on the country,
socio-economic status (SES) and gender of the participants.
Previous studies have reported that CVE is more common
among ethnic minority adolescents residing in urban inner-
city neighborhoods [24], and that more boys report CVE,
including physical assault, than girls [25, 26]. Given that
PTSD symptoms, and symptoms of depression and anxiety
may moderate [10] the effects of violence exposure on dis-
ordered eating, there is also a need to adjust for such symp-
toms when analyzing these associations in order to evaluate
whether an increasing degree of CVE might have a more
direct effect on ED symptoms, independent of comorbidity.

To address these research questions, we used data from a
large international study that collected information on CVE
and ED symptoms from three culturally distinct samples,
while also providing a gender perspective. Specifically, this
study aimed to: (i) explore whether a greater degree of CVE
was associated with increasing ED symptoms (both ED
thoughts and compensatory behaviors) in adolescents from
Belgium, Russia and the US; (ii), investigate whether the
associations between CVE and ED symptoms were similar
in different countries, and whether these associations were
gender-specific; and (iii) evaluate if a greater degree of CVE
(victimization) has a stronger effect on disordered eating,
independent of the effect of comorbidity. We hypothesized
that boys in the three countries would report higher rates of
CVE than girls, whereas girls would have more ED symp-
toms than boys. We expected that an increasing degree of
CVE would be associated with more ED symptoms and that
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this association may differ for boys and girls, but that the
patterns of this association would nevertheless be generaliz-
able across different countries. It was further hypothesized
that the association between CVE and ED symptoms would
be attenuated after including posttraumatic stress, depres-
sive symptoms and anxiety symptoms in the model, but that
the direct association between victimization and ED symp-
toms would nevertheless remain significant.

Methods
Procedure

The data used in this study were drawn from the Social and
Health Assessment (SAHA) conducted in Belgium, Russia
and the US. The primary aim of the SAHA was to determine
the factors associated with adolescent health and well-being.
The study sites were the following: Belgium (Antwerp with
a population of 500,000), Russia (the city of Arkhangelsk
with a population of 360,000), and the US (the city of New
Haven, Connecticut, with a population of 125,000).

Details of the survey’s methodology have been previ-
ously published elsewhere [27-29]. In brief, in all three sites
students aged 12—18 who were enrolled in the public school
system were included. Students in Belgium and Russia were
recruited from within classes that were randomly selected
from schools that had themselves been randomly selected,
whereas in the US all students in the specific age range who
were in the school system were invited to participate. In
each of the three countries, students completed the survey
in their classrooms during a normal school day. The survey
was administered by research project staff and by school
system personnel in sessions lasting 45—60 min. All person-
nel were trained to administer the survey in a standardized
way. Prior to the survey administration written informed
consent was obtained from all participants, and both parents
(for their children) and the children themselves had the right
to decline to participate. Response rates for these surveys
were high with only 1.4% of children in Belgium; 3.6% in
Russia and < 1% in the US declining to participate.

Participants

In total, 9751 students participated (2624 from Belgium,
2856 from Russia and 4271 from the US). Of these, 1030
students (10.6%) had missing data on at least one of the
study variables, with most of this missing data (n=419)
concerning parental employment status. The age of the
students ranged from 12 to 18 years (Mean age=14.27
years, SD=1.59; Mean age in Belgium=14.68, in Rus-
sia=14.91 and in the US=13.59), and 50.7% of the total

sample were girls (with females comprising 43.2% of the
sample in Belgium, 57.6% in Russia, and 50.7% in the US).
Before conducting multiple imputation (see the Statisti-
cal Analyses section), attrition analyses were performed.
Those who had at least one missing data point were younger
(t=2.81; p=0.005), were more frequently boys (y*> = 20.95;
p<0.001), and from the US (y*> = 56.05; p<0.001), had a
lower incidence of CVE (32 = 18.75; p<0.001), lower SES
(t=3.01; p=0.003) and higher ratings on posttraumatic
stress symptoms (t=2.23; p=0.026). Ethical approval for
the study was obtained from the relevant ethical review
boards in all three countries.

Measures
Eating Disorder Symptoms

Symptoms were assessed using a shortened version of
the Eating Disorder Diagnostic Scale [30] that inquiries
about the presence of disordered eating behaviors and
thoughts related to one’s shape and weight in the past 3
months. It consists of four statements on the occurrence
of ED thoughts: “l worried a lot about how to stop gain-
ing weight”, “I felt fat even when others told me I am too
thin”, “I felt very upset about my overeating or weight gain”
and “T ate large amounts of food even when I didn’t feel
hungry”. Responses were scored using a three-point Likert
scale: “not true” (scored 0), “somewhat true” (1), and “cer-
tainly true” (2). In the present study, the internal consistency
of this symptom scale for the pooled sample was acceptable
(Cronbach’s a.=0.76). In addition, two questions assessed
the frequency of compensatory behaviors each week, which
were used in relation to the ED symptoms in order to pre-
vent weight gain: “vomiting or using laxatives (purging)”
and “fasting (skipping at least 2 meals in a row) or engag-
ing in excessive exercise”. These items were assessed using
a five-point response scale ranging from “0 times” (scored
0) to “more than 10 times” (scored 4). Both subscales (i.e.
on the occurrence of ED thoughts and the frequency of the
compensatory behaviors) were used as continuous scales,
with the potential scores ranging between 0 and 8 for each
subscale.

Community Violence Exposure

Items assessing the witnessing of violence (seven items)
and direct victimization (seven items) were derived from
the Screening Survey of Exposure to Community Violence,
developed by Richters and Martinez [31] (see Supplemen-
tary Table 1). The students were asked about “things that
may happen to people in some neighborhoods”. Using a
5-point response scale format (ranging from “None” [scored
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0] to “10 or more times” [4]) the students described whether
they had witnessed violence or been victimized in the past
year, which included such experiences as being beaten
up or mugged, threatened with serious physical harm by
someone, or seriously wounded in an incident of violence.
Three groups were formed according to the reported types
of exposure. Those who did not report any witnessing and
victimization episodes were considered as the non-exposed
group (coded 0). Those, who reported at least one episode
of witnessing, but no episodes of victimization were consid-
ered as the witnessing group (coded 1). Finally, those, who
reported at least one episode of victimization were consid-
ered the victimization group (coded 2).

Posttraumatic Stress

Symptoms were measured with the Child Post-Traumatic
Stress Reaction Index (CPTS-RI), a 20-item scale, assess-
ing posttraumatic stress in school-aged children and ado-
lescents after exposure to trauma [32, 33]. The frequency
of symptoms in the past month was assessed on a five-point
Likert-type rating scale ranging from “never” (0) to “most
of the time” (4), with a total score range from 0 to 80. The
scale’s score is highly correlated with the DSM-based diag-
nosis of PTSD and has well-established clinical cut-offs. A
score between 12 and 24 indicates mild posttraumatic stress,
a score of 25-39 indicates moderate posttraumatic stress,
40-59 severe posttraumatic stress, and a score of 60 and
above indicates very severe posttraumatic stress [33]. In this
study, Cronbach’s alpha for the scale was 0.85.

Depressive Symptoms

Symptoms were measured using a modified version of the
Center for Epidemiologic Studies-Depression Scale (CES-
D) [34], which has shown excellent psychometric prop-
erties in adolescent populations [35]. The 10-item scale
inquires about symptoms of depression (e.g. feeling lonely,
feeling disliked and having problems sleeping) during the
past month, with symptoms being assessed on a three-point
scale: “not true” (0), “somewhat true” (1), “certainly true”
(2). Scores were summed and could range between 0 and
20, with higher scores indicating an increased number of
depressive symptoms. Cronbach’s alpha for the scale was
0.82.

Anxiety Symptoms
Symptoms were assessed using a 12-item scale [27] which
targets worrisome and preoccupying thoughts or unpleas-

ant feelings about the student him/herself or about external
stimuli (e.g. feeling nervous when being called on in class,

@ Springer

worrying about the future or worrying whether other people
like him/her). The students reported these symptoms using a
three-point scale: “not true” (0), “somewhat true” (1), “cer-
tainly true” (2). The total score could range between 0 and
24, with higher ratings indicating a higher number of anxi-
ety symptoms. Cronbach’s alpha for the scale was 0.86.

Socioeconomic Status

SES was assessed by the students’ reports on the current
employment status for each of their parents: unemployed
(1), employed part-time (2), and employed full-time (3),
with a possible score ranging up to 6 points for each family,
where the score can be regarded as a proxy for the house-
hold’s financial condition (with higher scores representing
higher SES). This factor has been described as being rel-
evant in assessing SES in cross-cultural contexts [36].

Statistical Analyses

Data were analyzed using SPSS, version 28. As indicated
above by the results from the attrition analyses between
those with and without missing data, Little’s MCAR test
[37] that included all of the study variables was significant
(x2=55.06, DF=14, p<0.01), which indicates that the
data were not missing completely at random. Given this,
we used a multiple imputation procedure, deemed appropri-
ate in previous studies [38, 39] and five sets of imputations
were made using a standard fully conditional specifica-
tion. In the descriptive tables we present the pooled data.
One-way ANOVAs and post-hoc tests (Tukey HSD) were
used for comparing ED symptom ratings (ED thoughts
and compensatory behaviors), SES, posttraumatic stress
symptoms, depressive symptoms and anxiety between the
students from Belgium, Russia and the US, while indepen-
dent sample t-tests were used to examine differences by
gender, separately for each county. Chi-square tests were
used for univariate comparisons of the prevalence of differ-
ent degrees of CVE. Multivariate Analyses of Covariance
(MANCOVA) were performed to assess the occurrence and
frequency of ED symptoms in boys and girls, who reported
different degrees of CVE (no exposure, witnessing, and vic-
timization). The analysis was adjusted for age, country, gen-
der and SES. As a separate analysis, we repeated the initial
model, while adding PTSD symptoms, depressive symp-
toms and anxiety as co-variates in order to investigate if
the association between CVE and ED symptoms remained
significant. Lastly, we examined if country or gender mod-
erated the association between the degree of CVE and ED
symptoms using 3 (degree of CVE) X 3 (country), and 3
(degree of CVE) X 2 (gender) designs. Posttraumatic stress,
depressive symptoms and anxiety were not included in these
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Table 1 Gender differences (t-test and Chi-square test) in the prevalence of eating problems, degree of CVE, posttraumatic stress symptoms,
depressive symptoms and anxiety by country

Belgium Russia [N}

Boys Girls Boys Girls Boys Girls

(n=1483) (n=1141) (©=1208) (n=1647) (n=2095) (n=2176)
ED thoughts Mean (SE) 1.25(0.04) 2.50(0.07) 0.99 (0.05) 2.43(0.06) 1.37(0.04) 2.43(0.05)
Statistics t=15.03%** t=19.01%** t=14.88%**
Frequency of ED compensatory behaviors Mean (SE) 0.48 (0.03) 0.70(0.04) 0.26(0.03) 0.51(0.0.02) 0.65(0.03) 0.68 (0.03)
Statistics t=4.92%** t=7.206%%* t=0.67
Degree of CVE (%)
No exposure 15.1 23.6 30.0 41.4 19.5 24.6
Witnessing 35.1 37.3 374 41.0 38.8 51.3
Victimization 49.8 389 322 17.7 41.8 24.0
Statistics $? =39.93%%x ¥ =90.07%%* $? =147.03%%*
Posttraumatic stress Mean (SE) 17.76 (0.30) 22.66 (0.42) 17.84(0.33) 21.58(0.29) 19.52(0.27) 23.85(0.30)
Statistics t=9.53%%* t=_8.56%** t=10.67%%*
Depressive symptoms Mean (SE) 3.67(0.09) 7.76 (0.14) 5.08 (0.12) 6.65(0.10)  3.76 (0.08) 5.69 (0.10)
Statistics t=12.64%** t=10.07*** t=14.67%**
Anxiety Mean (SE) 8.28 (0.13) 10.57(0.17) 12.19(0.16) 14.09 (0.13) 9.53(013)  11.38(0.12)
Statistics t=10.77%%* t=8.94%** t=10.43%%*
Note. ED: Eating disorder; CVE: community violence exposure; SE: standard error
Table 2 Descriptive statistics Degree of CVE
of eating .disorder symptorr.ls Non-exposed Witnessing Victimization
(M(SD)) in Belgium, Russia and - - -
the US by the degree of CVE in Eating disorder thoughts Belgium B 0.87 (0.10) 1.18 (0.07) 1.42 (0.06)
boys (B) and girls (G) G 1.76 (0.13) 2.43(0.11) 3.02 (0.11)

Russia B 0.72 (0.07) 0.88 (0.07) 1.37 (0.09)
G 2.26(0.09) 2.46 (0.09) 2.75(0.14)
usS B 1.13 (0.09) 1.22 (0.07) 1.63 (0.07)
G 2.00(0.10) 2.46 (0.08) 2.81 (0.11)
Eating disorder Belgium B 0.20 (0.05) 0.50 (0.05) 0.54 (0.05)
The val ted ; compensatory behaviors G 0.37 (0.05) 0.64 (0.05) 0.96 (0.06)
. dji;‘lé’ijf:ﬁ:ig‘sfofacrzj:;imeS Russia B 0.12(0.03) 0.24 (0.04) 0.42 (0.06)
CVE: Community violence G 0.40(0.03) 0.55 (0.04) 0.70 (0.07)
N Lan. [N B 0.47 (0.05) 0.48 (0.03) 0.89 (0.05)

exposure; M: mean; SD: stan-
dard deviation G 0.41(0.04) 0.64 (0.03) 1.02 (0.07)

models. Two-tailed tests with p-values <0.05 were consid-
ered statistically significant. We used the points of reference
provided by Cohen [40] to define small (n2=0.01), medium
(m2=0.06), and large (n2=0.14) effects.

Results
Group Comparisons

Table 1 shows the study variables by gender in Belgium,
Russia and the US. Table 2 shows the prevalence of ED
symptoms in Belgium, Russia and the US by the degree
of CVE in boys and girls. No differences were found
between the countries in the occurrence of ED thoughts
(F(2, 9750)=2.84; p=0.061). However, the frequency of
ED compensatory behaviors differed between the countries

(F(2, 9750)=44.77; p<0.001), with US students having
higher ratings than both Russian (p<0.001) and Belgian
(p=0.004) students, and Belgian students having higher
ratings than Russian students (p <0.001). There was a sig-
nificant difference between the countries in the reported
degree of CVE (y*=425.71; p<0.001), with Belgian stu-
dents reporting the highest rates of exposure to victimiza-
tion and Russian students more often reporting no CVE.
The countries differed in terms of posttraumatic stress
(F(2, 9750)=23.44; p<0.001), depressive symptoms (F(2,
9750)=94.87; p<0.001) and anxiety (F(2, 9750)=369.82;
p<0.001), with students from the US having higher post-
traumatic stress ratings than those from Belgium and Russia
(p<0.001), students from Russia having higher ratings on
depressive symptoms and anxiety than those from Belgium
and the US (p<0.001), and US students having higher rat-
ings on anxiety than those from Belgium. The countries
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also differed in SES (F(2, 9750)=118.44; p<0.001), with
US students having lower SES than both Belgian and Rus-
sian students. As shown in Table 1, across all countries,
girls reported the occurrence of more ED thoughts than
boys. Girls in Belgium and Russia also reported a higher
frequency of ED compensatory behaviors than boys, while
no gender differences were found in this regard among the
US students. A higher proportion of girls than boys reported
having witnessed violent events, whereas boys reported
higher rates of victimization by violence than girls. As con-
cerns posttraumatic stress, depression and anxiety in all
countries, girls reported more symptoms than boys.

Predictors of ED Thoughts and Compensatory
Behaviors

Table 2 shows the prevalence of ED symptoms across all
countries by the degree of CVE in boys and girls, while
Table 3 presents effect sizes for each dependent variable.
The main effect for the type of exposure for the total sam-
ple was significant, with ED thoughts and the frequency of
ED compensatory behaviors increasing together with an
increasing degree of CVE (from no exposure to witness-
ing to direct victimization). In addition, the main effects for
gender, country and SES were significant. More specifically,
being female and having a lower SES were associated with
increasing ED thoughts and more ED compensatory behav-
iors, while being Russian was associated with fewer ED
symptoms whereas being from the US was associated with
more ED compensatory behaviors. The model explained
9.5% of the variance in ED thoughts and 3.5% of ED com-
pensatory behaviors.

When adjusting for posttraumatic stress, depressive
symptoms and anxiety, the associations were attenuated
but remained significant both between the degree of CVE
and ED thoughts (from no exposure to witnessing [b=17;
p=0.001; n2=0.001] to victimization [b=22; p<0.001;

n2=0.002]) and between the degree of CVE and ED
compensatory behaviors (from no exposure to witnessing
[b=10; p<0.001; n2=0.001] to victimization [b=22;
p<0.001; n2=0.005]). The model explained 20.7% of the
variance in ED thoughts and 8.7% of the variance in ED
compensatory behaviors (see Supplementary Table 2).

Interaction of Country and Gender on the
Association between CVE and ED

A main effect of CVE x country (Wilks’ lambda=0.997;
F(8, 19,472)=4.59, p<0.001, n2=0.002), but not of CVE
x gender (Wilks’ lambda=0.999; F(4, 19,472)=1.98,
p=0.098, 12=0.000) on ED symptoms was found. Spe-
cifically, this showed a smaller increase in ED thoughts and
compensatory behaviors among Russian students who wit-
nessed violence or experienced violent victimization.

Discussion

The purpose of this cross-sectional study was to assess how
the degree of CVE relates to ED symptoms (ED thoughts
and compensatory behaviors) in Belgian, Russian and US
adolescents, and whether the relation differed by country and
gender. In all three countries, girls reported more ED symp-
toms, while boys reported being more frequently exposed
to violent victimization than girls. An increasing degree of
CVE (from no exposure to witnessing to victimization) was
associated with more ED symptoms, with a small effect
size. The association was similar for adolescents in all three
countries, although the increase in ED symptoms was not
as pronounced among Russian students. When adjusting
for posttraumatic stress, depressive symptoms and anxiety,
the association between CVE and ED symptoms remained
significant.

Table 3 Main effects from the MANCOVA tests comparing ED thoughts and compensatory behaviors by the degree of CVE, country, and gender,

while adjusting for age and socioeconomic status

Summary statistics ED thoughts ED compensatory
Wilks’ lambda, F-value(df), #°, p-value b, 2, p-value, behaviors
b, n2, p-value
CVE 0.974, 65.15(4), 0.013, <0.001
Witnessing 0.28, 0.003, <0.001 0.16, 0.003, <0.001
Victimization 0.67,0.014, <0.001 0.43,0.019, <0.001
Country 0.994, 14.50(4), 0.003, <0.001

US (ref=Belgium)

Russia (ref=Belgium)

Russia (ref=US)
Gender (ref=male)

0.912, 468.66(2), 0.088, <0.001
Age 1.000, 1.30(2), 0.000, 0.285
SES 0.999, 5.85(2), 0.001, 0.001

0.09, 0.00, 0.118
-0.03, 0.000, 0.562
-0.12, 0.000, 0.031
1.30, 0.087, <0.001
0.02, 0.000, 0.126
-0.04, 0.001, 0.028

0.11, 0.001, <0.001
-0.11, 0.001, <0.001
-0.22, 0.001, <0.001
0.20, 0.007, <0.001
0.00, 0.000, 0.746
-0.03, 0.001, 0.008

Note CVE: community violence exposure; ED: eating disorder; SES: socioeconomic status; Ref: reference category
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In line with our hypothesis, girls reported more ED
symptoms than boys. This gender difference was similar
in all three countries, with gender having a medium size
effect on ED symptoms. Victimization was more frequently
reported by boys, whereas the witnessing of community
violence was more common among girls. Our findings are
in line with those from previous studies that have reported
cross-cultural and cross-gender differences in the occur-
rence of EDs [23], where ED symptoms have been more
associated historically with Western cultural ideals of thin-
ness and more prevalent among females [17], as represented
in our study by the students from Belgium and the US. Pre-
vious literature has also shown that boys more often report
CVE victimization than girls [25, 26], and that CVE is more
prevalent among adolescents of color from urban inner-city
neighborhoods [24]. In our study, Belgian students had the
highest rates of victimization. It is uncertain what underlies
this difference, but hypothetically, it could reflect possible
differences in reporting behaviors, and that the high preva-
lence of violence in Belgium might be related to the fact that
the data originated from the largest city in the Flemish part,
and a city with a large port, which has a larger immigrant
population, and likely more deprivation in certain suburbs
and higher rates of violence.

As hypothesized, a greater degree of CVE was associ-
ated with an increased prevalence of both ED thoughts and
compensatory behaviors. In particular, those adolescents
who reported having been victimized had more ED symp-
toms, which corroborates previous findings linking trau-
matic experiences with the occurrence of all types of EDs
and their associated features [8, 19-22]. Importantly, the
association between the degree of CVE and ED symptoms
was similar across all three countries, strengthening the gen-
eralizability of our findings, albeit with a relatively smaller
increase in ED symptoms among Russian students exposed
to witnessing or victimization. These results thus under-
score the burden of CVE across different contexts. At the
same time, it should also be noted that the effect size of CVE
on ED symptoms was small. Moreover, in opposition to our
hypothesis, the interaction effect for the degree of CVE x
gender on ED symptoms was not significant. Although
there has been little research until now that has investigated
gender-specific differences in the association between CVE
and EDs, previous literature suggests that females are at an
increased risk of developing PTSD [41, 42] and internal-
izing mental health problems [43] when experiencing CVE,
as compared to their male counterparts, contrasting our find-
ing of a lack of gender differences when ED symptoms are
used as an outcome.

The association between victimization and EDs was
attenuated when also including symptoms of posttraumatic
stress, depression and anxiety in the model, indicating that

internalizing symptoms may partly account for the associa-
tion between a traumatic exposure and ED symptoms, which
corresponds with previous research findings [10]. It has also
been suggested that PTSD and EDs share common risk fac-
tors, including exposure to traumatic events [9]. However,
our findings also indicate a specific and unique effect of the
degree of CVE on ED symptoms, which is independent of
comorbid symptoms, including posttraumatic stress. It has
been suggested that the patterns of emotional response to
trauma, such as avoidance, suppression, and dissociation
might be important for EDs [44], and these patterns are also
closely linked with PTSD. It has also been hypothesized
that ED behaviors may be used as coping strategies to man-
age trauma-related distorted beliefs, such as self-criticism,
low self-worth, or self-punishment [10]. Further, stressful
life events have been recurrently associated with disordered
eating behaviors [45], as well as with experiencing a relapse
in EDs [46]. Traumatic events are experienced by an indi-
vidual as phenomena that extend beyond his/her immedi-
ate capacity to manage the situation and as something that
negatively affects well-being [47], a description that might
also be appropriate for some individuals exposed to com-
munity violence. In this context it has been suggested that
disordered eating behaviors, such as restricting the amount
of food eaten and binge eating may be used as strategies that
are temporarily effective in managing emotional responses
induced by stressors in life [45], including witnessing of and
victimization by community violence. For instance, it has
been discussed that binge eating and purging might serve as
strategies to numb emotions and reduce emotional arousal,
whereas dietary restriction may act as a regulator of emo-
tions by reducing ambiguity and providing simplified rules
for daily functioning [10].

Our study has several strengths, including the use of a
large sample of community-based adolescents from three
culturally different locations. Nonetheless, there are several
limitations that should be mentioned. We relied entirely on
self-reported ratings, which may result in different forms
of bias, such as recall bias and social desirability bias [48].
Even though adolescent mental health problems, specifi-
cally internalizing symptoms, are best measured with self-
ratings [49], using data from other information sources,
such as parents, or data collected through a structured diag-
nostic interview, would have improved confidence in our
findings. Further, the use of other data such as that relating
to body mass index, which was unfortunately not available,
would have provided important additional information with
regard to ED symptom severity. Similarly, we also lacked
information on other factors that might have affected the
investigated association, such as puberty status, social atti-
tudes and norms.
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Overall, the effect sizes were small, except for a mod-
erate effect of gender on ED symptoms. According to the
developmental psychopathology framework, a wide range
of risk and protective factors (biological, psychological,
social-contextual, and the interactions among these) need
to be considered across development given the complex-
ity of normal and abnormal development [50]. Inclusion of
other factors that may contribute to ED symptoms such as
participation in weight-oriented sports, heritability [6], or
other traumatic experiences such as neglect, emotional and
sexual abuse [6, 8], could have strengthened our findings. In
addition, previous literature suggests that some factors from
the immediate environment of the students, such as paren-
tal involvement and teacher support, may have a protective
role against traumatic experiences [51]. Further, the tim-
ing and chronicity of the CVE may be of importance, since
traumatic exposures that span over several developmental
periods may be more detrimental for the individual, and the
outcomes might also be more diverse, including other psy-
chiatric symptoms [52]. As our study used cross-sectional
data, it was not possible to determine the temporal nature of
the associations, or establish causality. Finally, it should be
noted that our study also lacked data on any interventions
targeting mental health problems that the participants may
have received, which might have impacted on the outcomes.
Future studies should employ longitudinal cross-cultural
designs, and also include possible protective factors, in
order to determine whether CVE predicts ED symptoms
over time, while also looking at the gender-specific and
cross-cultural patterns in these associations.

Summary

This study found that CVE, and especially victimization
was associated with ED symptoms, and that the association
was comparable for boys and girls in three culturally dif-
ferent samples. This finding raises the issue of the potential
need for interventions targeting factors contributing to ED
symptoms, such as trauma in general and CVE in particular.
Further identification of traumatic events in the etiology of
EDs may facilitate prevention efforts with regard to early
adverse influences on the developing child, and enable psy-
chotherapy targeting traumatic stress. This is of particular
interest given that CVE represents one of the most com-
mon adverse childhood experiences [12]. Future research
would benefit from using longitudinal designs, adjusting for
co-occurring symptoms such as posttraumatic stress, and
exploring the potential mechanisms driving the associations
in more detail.

Supplementary Information The online  version  contains
supplementary material available at https://doi.org/10.1007/s10578-

@ Springer

023-01590-1.

Acknowledgements The authors would like to thank all of the adoles-
cents who took part in this study.

Author Contributions All authors contributed to the study conception
and design. Material preparation and data collection were performed
by RV, RK, MSS, and VR. JI and VR conducted the data analysis and
drafted the manuscript, in collaboration with MI and AS. All authors
reviewed and edited the manuscript. All authors read and approved the
final manuscript.

Funding Open access funding was provided by Uppsala University.
This research was supported by funds from the Uppsala University
Hospital Research Fund (ALF) to JI.

Data Availability The datasets used in this article are not readily avail-
able because the data cannot be shared publicly due to the initial deci-
sion of the local ethical committees, as well as the restrictions included
in the informed consent statement (where it was stated that the data
would only be used by the research group and would not be trans-
ferred elsewhere). Requests to access the datasets should be directed
to vladislav.ruchkin@neuro.uu.se.

Declarations
Competing interests The authors declare no competing interests.

Conflict of interest The authors declare that they have no conflicts of
interest.

Ethical Approval The studies involving human participants were re-
viewed and approved by the Ethics committee at the Northern State
Medical University in Arkhangelsk (Russia), the Ethics committee
at the Yale School of Medicine (US), and the Committee for Medi-
cal Ethics at the University of Antwerp in Belgium. Written informed
consent was obtained from all participants prior to the survey being
administered.

Open Access This article is licensed under a Creative Commons
Attribution 4.0 International License, which permits use, sharing,
adaptation, distribution and reproduction in any medium or format,
as long as you give appropriate credit to the original author(s) and the
source, provide a link to the Creative Commons licence, and indicate
if changes were made. The images or other third party material in this
article are included in the article’s Creative Commons licence, unless
indicated otherwise in a credit line to the material. If material is not
included in the article’s Creative Commons licence and your intended
use is not permitted by statutory regulation or exceeds the permitted
use, you will need to obtain permission directly from the copyright
holder. To view a copy of this licence, visit http://creativecommons.
org/licenses/by/4.0/.

References

1. American Psychiatric Association (2013) Diagnostic and statisti-
cal manual of mental disorders, 5th edn. American Psychiatric
Publishing, Arlington, VA

2. van Hoeken D, Hoek HW (2020) Review of the burden of eat-
ing disorders: mortality, disability, costs, quality of life, and
family burden. Curr Opin Psychiatry 33:521-527. https://doi.
org/10.1097/YCO.000000000000064 1


https://doi.org/10.1007/s10578-023-01590-1
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1097/YCO.0000000000000641
https://doi.org/10.1097/YCO.0000000000000641
https://doi.org/10.1007/s10578-023-01590-1

Child Psychiatry & Human Development

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Udo T, Grilo CM (2018) Prevalence and correlates of DSM-5—
defined eating disorders in a nationally representative sam-
ple of U.S. adults. Biol Psychiatry 84:345-354. https://doi.
org/10.1016/j.biopsych.2018.03.014

Feltner C, Peat C, Reddy S et al (2022) Screening for eating dis-
orders in adolescents and adults. JAMA 327:1068. https://doi.
org/10.1001/jama.2022.1807

Steinhausen H-C, Jensen CM (2015) Time trends in lifetime inci-
dence rates of first-time diagnosed anorexia nervosa and bulimia
nervosa across 16 years in a danish nationwide psychiatric regis-
try study. Int J Eat Disord 48:845-850. https://doi.org/10.1002/
eat.22402

Hay P, Mitchison D (2014) The epidemiology of eating disorders:
genetic, environmental, and societal factors. Clin Epidemiol 89.
https://doi.org/10.2147/CLEP.S40841

Thornton LM, Mazzeo SE, Bulik CM (2010) The heritability of
eating disorders: methods and current findings. pp 141-156
Molendijk ML, Hoek HW, Brewerton TD, Elzinga BM (2017)
Childhood maltreatment and eating disorder pathology: a sys-
tematic review and dose-response meta-analysis. Psychol Med
47:1402-1416. https://doi.org/10.1017/S0033291716003561
Brewerton TD (2019) An overview of trauma-informed care and
practice for eating disorders. J Aggress Maltreat Trauma 28:445—
462. https://doi.org/10.1080/10926771.2018.1532940

Mitchell KS, Scioli ER, Galovski T et al (2021) Posttraumatic
stress disorder and eating disorders: maintaining mechanisms and
treatment targets. Eat Disord 29:292-306. https://doi.org/10.1080
/10640266.2020.1869369

Rijkers C, Schoorl M, van Hoeken D, Hoek HW (2019) Eating
disorders and posttraumatic stress disorder. Curr Opin Psychiatry
32:510-517. https://doi.org/10.1097/YCO.0000000000000545
Carlson JS, Yohannan J, Darr CL et al (2020) Prevalence of
adverse childhood experiences in school-aged youth: a systematic
review (1990-2015). Int J Sch Educ Psychol 8:2-23. https://doi.
org/10.1080/21683603.2018.1548397

Goldstick JE, Cunningham RM, Carter PM (2022) Current causes
of death in children and adolescents in the United States. N Engl J
Med 386:1955-1956. https://doi.org/10.1056/NEJMc2201761
Schwab-Stone M, Koposov R, Vermeiren R et al (2012) Cross-
cultural findings on community violence exposure and internal-
izing psychopathology: comparing adolescents in the United
States, Russia, and Belgium. Child Psychiatry Hum Dev 44:516—
524. https://doi.org/10.1007/s10578-012-0344-8

Shields N, Fieseler C, Gross C et al (2010) Comparing the effects
of victimization, witnessed violence, hearing about violence, and
violent behavior on young adults. J Appl Soc Sci 4:79-96. https://
doi.org/10.1177/193672441000400107

Stansfeld SA, Rothon C, Das-Munshi J et al (2017) Exposure to
violence and mental health of adolescents: south african health
and well-being study. BJPsych Open 3:257-264. https://doi.
org/10.1192/bjpo.bp.117.004861

Davidson KW, Barry MJ, Mangione CM et al (2022) Screening
for eating disorders in adolescents and adults. JAMA 327:1061.
https://doi.org/10.1001/jama.2022.1806

Acle A, Cook BJ, Siegfried N, Beasley T (2021) Cultural consid-
erations in the treatment of eating disorders among Racial/Ethnic
minorities: a systematic review. J Cross Cult Psychol 52:468—
488. https://doi.org/10.1177/00220221211017664

Bundock L, Howard LM, Trevillion K et al (2013) Prevalence
and risk of experiences of intimate partner violence among peo-
ple with eating disorders: a systematic review. J Psychiatr Res
47:1134-1142. https://doi.org/10.1016/j.jpsychires.2013.04.014
Kimber M, McTavish JR, Couturier J et al (2017) Consequences
of child emotional abuse, emotional neglect and exposure to
intimate partner violence for eating disorders: a systematic

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

critical review. BMC Psychol 5:33. https://doi.org/10.1186/
$40359-017-0202-3

Pignatelli AM, Wampers M, Loriedo C et al (2017) Childhood
neglect in eating disorders: a systematic review and meta-analy-
sis. J Trauma Dissociation 18:100-115. https://doi.org/10.1080/1
5299732.2016.1198951

Molendijk ML, Hoek HW, Brewerton TD, Elzinga BM (2017)
Childhood maltreatment and eating disorder pathology: a system-
atic review and dose-response meta-analysis. Psychol Med 1-15.
https://doi.org/10.1017/S0033291716003561

Qian J, Wu Y, Liu F et al (2022) An update on the prevalence of
eating disorders in the general population: a systematic review
and meta-analysis. Eat Weight Disord - Stud Anorexia Bulim
Obes 27:415-428. https://doi.org/10.1007/s40519-021-01162-z
Chen P, Voisin DR, Marotta PL, Jacobson KC (2020) Racial
and ethnic comparison of ecological risk factors and Youth Out-
comes: a test of the desensitization hypothesis. J Child Fam Stud
29:2722-2733. https://doi.org/10.1007/s10826-020-01772-8
Finkelhor D, Turner HA, Shattuck A, Hamby SL (2015) Prevalence
of childhood exposure to violence, crime, and abuse. JAMA Pedi-
atr 169:746. https://doi.org/10.1001/jamapediatrics.2015.0676
Koposov R, Isaksson J, Vermeiren R et al (2021) Community
violence exposure and school functioning in youth: cross-coun-
try and gender perspectives. Front Public Heal 9. https://doi.
org/10.3389/fpubh.2021.692402

Ruchkin V, Schwab-Stone M, Vermeiren R (2004) Social and
health assessment (SAHA): psychometric development sum-
mary. Yale University, New Haven

Isaksson J, Sukhodolsky DG, Koposov R et al (2020) The role of
gender in the associations among posttraumatic stress symptoms,
anger, and aggression in russian adolescents. J Trauma Stress
33:552-563. https://doi.org/10.1002/jts.22502

Vermeiren R, Schwab-Stone M, Deboutte D et al (2003) Vio-
lence exposure and substance use in adolescents: findings from
three countries. Pediatrics 111:535-540. https://doi.org/10.1542/
peds.111.3.535

Stice E, Telch CF, Rizvi SL (2000) Development and validation
of the eating disorder diagnostic scale: a brief self-report measure
of anorexia, bulimia, and binge-eating disorder. Psychol Assess
12:123-131. https://doi.org/10.1037/1040-3590.12.2.123
Richters JE, Martinez P (1993) The nimh community violence
project: i. children as victims of and witnesses to violence. Psy-
chiatry 56:7-21. https://doi.org/10.1080/00332747.1993.110246
17

PynoosRS, Frederic C,NaderK etal (1987) Life threatand posttrau-
matic stress in school-age children. Arch Gen Psychiatry 44:1057.
https://doi.org/10.1001/archpsyc.1987.01800240031005

Pynoos RS, Goenjian A, Tashjian M et al (1993) Post-traumatic
stress reactions in children after the 1988 armenian earthquake. Br
J Psychiatry 163:239-247. https://doi.org/10.1192/bjp.163.2.239
Radloff LS (1977) The CES-D scale: a self-report depression
scale for research in the general population. Appl Psychol Meas
1(3):385-401. https://doi.org/10.1177/014662167700100306
Carpenter JS, Andrykowski MA, Wilson J, Hall LA, Rayens
MK, Sachs B, Cunningham LL (1998) Psychometrics for two
short forms of the center for epidemiologic studies-depression
scale. Issues Ment Health Nurs 119(5):481-494. https://doi.
org/10.1080/016128498248917

Ishii K, Eisen C (2020) Socioeconomic status and cultural
difference. Oxford Research Encyclopedia of Psychology.
Retrieved 1 Aug. 2023, from https://oxfordre.com/psychology/
view/https://doi.org/10.1093/acrefore/9780190236557.001.0001/
acrefore-9780190236557-e-584

Little RJA (1988) A test of missing completely at random for mul-
tivariate data with missing values. J Am Stat Assoc 83:1198-1202

@ Springer


https://doi.org/10.1186/s40359-017-0202-3
https://doi.org/10.1186/s40359-017-0202-3
https://doi.org/10.1080/15299732.2016.1198951
https://doi.org/10.1080/15299732.2016.1198951
https://doi.org/10.1017/S0033291716003561
https://doi.org/10.1007/s40519-021-01162-z
https://doi.org/10.1007/s10826-020-01772-8
https://doi.org/10.1001/jamapediatrics.2015.0676
https://doi.org/10.3389/fpubh.2021.692402
https://doi.org/10.3389/fpubh.2021.692402
https://doi.org/10.1002/jts.22502
https://doi.org/10.1542/peds.111.3.535
https://doi.org/10.1542/peds.111.3.535
https://doi.org/10.1037/1040-3590.12.2.123
https://doi.org/10.1080/00332747.1993.11024617
https://doi.org/10.1080/00332747.1993.11024617
https://doi.org/10.1001/archpsyc.1987.01800240031005
https://doi.org/10.1192/bjp.163.2.239
https://doi.org/10.1177/014662167700100306
https://doi.org/10.1080/016128498248917
https://doi.org/10.1080/016128498248917
https://oxfordre.com/psychology/view/
https://oxfordre.com/psychology/view/
https://doi.org/10.1093/acrefore/9780190236557.001.0001/acrefore-9780190236557-e-584
https://doi.org/10.1093/acrefore/9780190236557.001.0001/acrefore-9780190236557-e-584
https://doi.org/10.1016/j.biopsych.2018.03.014
https://doi.org/10.1016/j.biopsych.2018.03.014
https://doi.org/10.1001/jama.2022.1807
https://doi.org/10.1001/jama.2022.1807
https://doi.org/10.1002/eat.22402
https://doi.org/10.1002/eat.22402
https://doi.org/10.2147/CLEP.S40841
https://doi.org/10.1017/S0033291716003561
https://doi.org/10.1080/10926771.2018.1532940
https://doi.org/10.1080/10640266.2020.1869369
https://doi.org/10.1080/10640266.2020.1869369
https://doi.org/10.1097/YCO.0000000000000545
https://doi.org/10.1080/21683603.2018.1548397
https://doi.org/10.1080/21683603.2018.1548397
https://doi.org/10.1056/NEJMc2201761
https://doi.org/10.1007/s10578-012-0344-8
https://doi.org/10.1177/193672441000400107
https://doi.org/10.1177/193672441000400107
https://doi.org/10.1192/bjpo.bp.117.004861
https://doi.org/10.1192/bjpo.bp.117.004861
https://doi.org/10.1001/jama.2022.1806
https://doi.org/10.1177/00220221211017664
https://doi.org/10.1016/j.jpsychires.2013.04.014

Child Psychiatry & Human Development

38.

39.

40.

41.

42.

43.

44,

45.

46.

Lodder P (2013) To impute or not impute: that is the question.
Advis Res methods Sel Top 1-7

Pedersen A, Mikkelsen E, Cronin-Fenton D et al (2017) Miss-
ing data and multiple imputation in clinical epidemiological
research. Clin Epidemiol 9:157-166. https://doi.org/10.2147/
CLEP.S129785

Cohen J (1988) Statistical power analysis for the behavioral sci-
ences, 2nd edn. Routledge Academic, New York, New York
Alisic E, Zalta AK, van Wesel F et al (2014) Rates of post-trau-
matic stress disorder in trauma-exposed children and adoles-
cents: meta-analysis. Br J Psychiatry 204:335-340. https://doi.
org/10.1192/bjp.bp.113.131227

Garza K, Jovanovic T (2017) Impact of gender on child and
adolescent PTSD. Curr Psychiatry Rep 19:87. https://doi.
org/10.1007/s11920-017-0830-6

Miliauskas CR, Faus DP, da Cruz VL et al (2022) Community
violence and internalizing mental health symptoms in adoles-
cents: a systematic review. BMC Psychiatry 22:253. https://doi.
org/10.1186/s12888-022-03873-8

Lev-ari L, Zohar AH, Bachner-Melman R (2021) Eating for
numbing: a community-based study of trauma exposure, emo-
tion dysregulation, dissociation, body dissatisfaction and eating
disorder symptoms. Peer J 9:e11899. https://doi.org/10.7717/
peerj.11899

Loth K, van den Berg P, Eisenberg ME, Neumark-Sztainer D
(2008) Stressful life events and disordered eating behaviors: find-
ings from Project EAT. J Adolesc Heal 43:514-516. https://doi.
org/10.1016/j.jadohealth.2008.03.007

Grilo CM, Pagano ME, Stout RL et al (2012) Stressful life events
predict eating disorder relapse following remission: six-year

@ Springer

47.

48.

49.

50.

51,

52.

prospective outcomes. Int J Eat Disord 45:185-192. https://doi.
org/10.1002/eat.20909

Ouagazzal O, Bernoussi M, Potard C, Boudoukha AH (2021) Life
events, stressful events and traumatic events: a closer look at their
effects on post-traumatic stress symptoms. Eur J Trauma Disso-
ciation 5:100116. https://doi.org/10.1016/j.€jtd.2019.06.001
Althubaiti A (2016) Information bias in health research: defini-
tion, pitfalls, and adjustment methods. J Multidiscip Healthc
9:211-217. https://doi.org/10.2147/IMDH.S 104807

Myers K, Winters NC (2002) Ten-year review of rat-
ing scales. II: Scales for internalizing disorders. J Am
Acad Child Adolesc Psychiatry 41:634-659. https:/doi.
org/10.1097/00004583-200206000-00004

Cicchetti D, Toth SL (2009) The past achievements and future
promises of developmental psychopathology: the coming of age
of a discipline. J Child Psychol Psychiatry 50(1-2):16-25. https://
doi.org/10.1111/5.1469-7610.2008.01979.x

Karlsson E, Stickley A, Lindblad F, Schwab-Stone M, Ruch-
kin V (2014) Risk and protective factors for peer victimiza-
tion: a 1-year follow-up study of urban american students. Eur
Child Adolesc Psychiatry 23:773—781. https://doi.org/10.1007/
s00787-013-0507-6

Russotti J, Warmingham JM, Duprey EB et al (2021) Child
maltreatment and the development of psychopathology: the
role of developmental timing and chronicity. Child Abuse Negl
120:105215. https://doi.org/10.1016/j.chiabu.2021.105215

Publisher’s Note Springer Nature remains neutral with regard to juris-
dictional claims in published maps and institutional affiliations.


https://doi.org/10.1002/eat.20909
https://doi.org/10.1002/eat.20909
https://doi.org/10.1016/j.ejtd.2019.06.001
https://doi.org/10.2147/JMDH.S104807
https://doi.org/10.1097/00004583-200206000-00004
https://doi.org/10.1097/00004583-200206000-00004
https://doi.org/10.1111/j.1469-7610.2008.01979.x
https://doi.org/10.1111/j.1469-7610.2008.01979.x
https://doi.org/10.1007/s00787-013-0507-6
https://doi.org/10.1007/s00787-013-0507-6
https://doi.org/10.1016/j.chiabu.2021.105215
https://doi.org/10.2147/CLEP.S129785
https://doi.org/10.2147/CLEP.S129785
https://doi.org/10.1192/bjp.bp.113.131227
https://doi.org/10.1192/bjp.bp.113.131227
https://doi.org/10.1007/s11920-017-0830-6
https://doi.org/10.1007/s11920-017-0830-6
https://doi.org/10.1186/s12888-022-03873-8
https://doi.org/10.1186/s12888-022-03873-8
https://doi.org/10.7717/peerj.11899
https://doi.org/10.7717/peerj.11899
https://doi.org/10.1016/j.jadohealth.2008.03.007
https://doi.org/10.1016/j.jadohealth.2008.03.007

	﻿Community Violence Exposure and Eating Disorder Symptoms among Belgian, Russian and US Adolescents: Cross-Country and Gender Perspectives
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Procedure
	﻿Participants
	﻿Measures
	﻿Eating Disorder Symptoms
	﻿Community Violence Exposure
	﻿Posttraumatic Stress
	﻿Depressive Symptoms
	﻿Anxiety Symptoms
	﻿Socioeconomic Status


	﻿﻿Statistical Analyses
	﻿Results
	﻿Group Comparisons
	﻿Predictors of ED Thoughts and Compensatory Behaviors
	﻿Interaction of Country and Gender on the Association between CVE and ED

	﻿Discussion
	﻿Summary
	﻿References


