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Abstract

This study evaluated the differences between normal-weight and overweight adolescents in psychopathology,
social support and emotional competences, and the role of social support in the relationship between
psychopathology and weight. We examined a clinical group of 83 overweight/obese adolescents, a community
group of 82 overweight/obese adolescents, and 205 adolescents with normal weight. No differences were
found in psychopathology and emotional skills. Compared to healthy peers, however, the overweight/obese
community group was less satisfied with their friendships, and the clinical group was less satisfied with
their intimate support and social activities. Social support mediates the relationship between weight and

psychopathology.
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Excess weight and obesity are a growing global
concern because of the adverse health and psy-
chosocial consequences associated with these
conditions in youths (Adair, 2008). Numerous
studies have examined the relationship between
obesity and psychopathology, but the results are
not consistent (e.g. Brewis, 2003; Erermis et al.,
2004; Zeller and Modi, 2006).

Although some investigators have found
modest associations between psychopathology
and obesity (Erermis et al., 2004; Franko et al.,
2005), other studies have not observed such an
association (Goodman and Whitaker, 2002).
[AQ: 5]In contrast, additional studies primar-
ily using clinical samples have found that

psychopathological symptoms were inversely
associated with obesity in adolescence (Zeller
and Modi, 2006). A few studies have demon-
strated modest differences in additional global
psychological concerns (e.g. emotional well-
being and peer concern) between overweight
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and normal-weight adolescents (Falkner, 2001;
Mond et al., 2011).[AQ: 6]

Longitudinal studies have shown that obe-
sity predicts the emergence of psychiatric
symptoms (e.g. Anderson et al., 2007) and that
psychiatric symptoms predict obesity (e.g.
Franko et al., 2005). Although several studies
have documented the association between psy-
chopathology and obesity in adolescence, there
is inconsistency regarding the extent of those
clinical problems. The relationship between
obesity and psychological problems is not well
established, and when the effects are observed,
they typically are not clinically significant (e.g.
Mond et al., 2011). Consequently, attention was
turned to variables that might mediate this rela-
tionship, which explains why psychopathology
impairs some obese individuals but not others
(Flodmark, 2005). This diversity of results can
also be explained by the presence of vulnerable
subgroups across different samples, namely, by
being exposed to adverse life conditions. Thus,
a positive aspect of this study is its inclusion
of three groups, to understand the differences
between normal-weight adolescents, over-
weight/obese adolescents who have received
treatment regarding weight loss, and over-
weight/obese adolescents who have not been
treated for weight loss. Given the disparity of
results found in the relationship between weight
status and psychosocial dimensions, this study
not only evaluates the association of obesity
and such variables but also analyzes how social
support mediates this complex relationship.
Support from family and friends may help
decrease the negative impact that an overweight
adolescent’s appearance has on his sense of self
regardless of how others view the adolescent;
however, this area is unexplored.

Parents and peers are important sources of
social influence and may play an important role
in the development of psychological problems
associated with weight. The influence of teas-
ing and stigmatizing experiences are notable in
recent studies. Participants who did not show
low global self-esteem reported relatively little
weight-related teasing (Young-Hyman et al.,

2003). Furthermore, the history of weight-based
stigmatization among participants in obesity
treatment was associated with poorer body
image and increased fear of fat (Latner et al.,
2009). The social pressure to be thin that arises
from family, friends, and society might also
affect the relationship between increased adi-
posity, body dissatisfaction, and depression
(Stice et al., 2003).

With these considerations in mind, we
hypothesized that social support can mediate
the relationship between body mass index
(BMI) and psychopathological symptoms and
that overweight/obese adolescents in treatment
would score worse on psychological, social,
and emotional variables, compared with over-
weight/obese and healthy weight peers from the
community.

Methodologyiaa: 73
Participants

Participants included 370 adolescents of both
genders (59.73% female), who were aged
between 14 and 19 years in the 9th—12th grades
from public schools located in the North of
Portugal. The following describes each group:
(a) the normal BMI community group: 205 ado-
lescents with healthy weights (percentiles
between P5 and P85), (b) the overweight/obese
community group: 82 overweight/obese adoles-
cents (weight percentiles > P85) who were not
receiving treatment for weight control, and (c) the
overweight/obese clinical group: 83 over-
weight/obese adolescents (weight percentiles
> P85) who were receiving treatment for
weight loss on the Pediatric Nutrition
Outpatient Unit of Braga Hospital.

Measures

Weight status. The weights and heights of par-
ticipants were measured after completing the
questionnaires. To avoid weight-related con-
straints, each participant’s weight was meas-
ured by the investigator, in private, standing
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and without shoes, looking forward, and posi-
tioned in the center of the scale. Participants’
heights were measured with feet together and
knees against a wall. Nurses performed the
anthropometric evaluation at the hospital
before the individual administration of the
questionnaires. The BMIs were computed
using the standard formula: weight (kg)/height
(m?). BMI percentiles were calculated using
recent growth charts from the Centers for Dis-
ease Control and Prevention (Kuczmarski et
al., 2000) and were then classified as having a
normal weight or as overweight/obese based
on the recent age- and sex-specific definitions
of Cole et al. (2000).

Sociodemographic questionnaire. Basic demo-
graphic information was collected (age, school
year, gender, parents’ occupation, and residen-
tial area). The five socioeconomic levels (low,
middle-low, middle, middle-high, and high)
correspond to the five degrees of Graffar Inter-
national Classification regarding occupation of
the father.

Brief Symptom Inventory. The Brief Symptom
Inventory (BSI; Derogatis, 1982; Portuguese
version by Canavarro, 1999) is an abbreviated
form of the Symptom Checklist-90. [AQ: 8]It
consists of 53 Likert items and is used to iden-
tify clinically relevant psychological symp-
toms as well as their intensity (from 0 to 4) at a
specific time point. Only the global severity
index (GSI; the mean of the 53 symptoms) was
used in the analyses of this study; this global
index measures the current or past symptoma-
tology level (in the last 2 weeks), and higher
scores indicate more psychopathological
symptoms. The psychometric characteristics of
the Portuguese version attest to its satisfactory
internal consistency (Canavarro, 1999), which
justifies its use to identify psychological distur-
bances. The BSI has been shown to be a relia-
ble and valid measurement of Portuguese
adolescents. Specifically, regarding the GSI,
our sample obtained a high level of internal
consistency (o = .96).

Social Support Satisfaction Scale (Pais-Ribeiro,
1999). This self-report questionnaire consists
of 15 items/statements, and its scale yields a
total score of 1-5 in which 1 = “totally agree”
and 5 = “totally disagree.” The Social Support
Satisfaction Scale (SSSS) has a total index
(with a maximum value of 75) and four sub-
scales: satisfaction with friendships, satisfac-
tion with intimate socioemotional support,
satisfaction with family, and satisfaction with
social activities. Greater scores represent more
satisfaction with social support. The internal
consistency in the current sample as reflected
by Cronbach’s o was .83, .83, .70, and .81
regarding satisfaction with friendships, satis-
faction with intimacy, satisfaction with family,
and satisfaction with social activities, respec-
tively, and .83 for the total score. Thus, only the
subscale satisfaction with social activities
revealed a less reasonable internal consistency.

Emotional Skills and Competence Question-
naire. The Emotional Skills and Competence
Questionnaire (ESCQ; Taksic, 2000; Portu-
guese version by Faria and Lima Santos, 2001)
contains 45 Likert-type items ranging from 1 =
“never” to 6 = “always,” in which greater scores
reflect superior emotional skills. [AQ: 9]It has
three subscales: (a) ability to perceive/under-
stand emotion, (b) ability to express/label emo-
tion, and (c) ability to manage and regulate
emotion. The Cronbach’s coefficient a in the
current sample was .77 for the emotional per-
ception subscale, .89 for the emotional expres-
sion subscale, and .82 for the emotional
regulation subscale, showing a good internal
consistency.

Procedure

In this study, we respected the following guide-
lines: the participants were excluded if they
had neurological problems (e.g. epilepsy, men-
ingitis, or mental retardation). We also excluded
students who were following a program for
weight control from the two community sam-
ples to ensure three well-defined groups. The
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existence of a control group with normal BMI
was due to the need to examine whether the
results were better explained by weight or other
typical stressful factors of a specific stage of
life like adolescence. It was decided to exclude
participants with BMIs below the 5th percen-
tile in this group to not bias the sample with
possible cases of eating disorders such as
anorexia.

After getting permission from hospitals and
three academic institutions, informed consent
was obtained from the parents and participants.
Participation was voluntary, and the confidenti-
ality of the data was ensured. At the schools, the
classes were randomly selected by teachers.
The investigator was always present to answer
questions during the instrument administration.
All the participants of the clinical group were
randomly recruited by the pediatrician of the
Pediatric Nutrition Outpatient Unit of Braga
Hospital. At the evaluation moment, all the par-
ticipants had already attended at least two treat-
ment sessions. This study followed the ethical
procedures outlined in the Declaration of
Helsinki and was approved by the Ethics
Committee of Braga Hospital.

Data analyses

All analyses were performed using SPSS statis-
tical software (version 19.0). The significance
level was set at p < .05, and values from .05 to
.10 were defined as a trend. We began with an
exploratory data analysis to test the assumptions
of parametric tests that were present in the
majority of cases. In cases where normality was
not assumed, we computed both the parametric
and the equivalent nonparametric tests, as sug-
gested by Fife-Schaw (2006). We highlight the
cases in the text in which both tests were applied;
however, the results of both tests arrived at the
same conclusions in general. Thus, we present
only the parametric tests’ results, because they
are more robust and allow us to use multivariate
analyses, while reducing both the number of
tests conducted and the probability of the type I
error.

Because our hypotheses were driven by prior
findings of strong differences between clinical
and community groups, the initial analyses
were stratified by the criteria of receiving/not
receiving weight-related treatments. Descriptive
statistics were calculated for the participants’
demographic characteristics. Pearson’s rho (r)
assessed the correlation between the BMI, BSI,
SSSS, and ESCQ scores. Analyses of variance
(ANOVAs), multivariate analyses of variance
(MANOVAs), and chi-square tests determined
between-group differences. A linear multiple
regression examined the variables associated
with psychopathology. Multiple regression
analyses tested the mediational role of social
support variables, using the methods suggested
by Baron and Kenny (1986). Psychopathology
level served as the dependent variable (DV),
and BMI was the independent variable (IV).
Using MedGraph, a program to graphically
depict mediation among three variables (the
internet version 2.0) (Jose, 2003), we also cal-
culated Sobel’s ¢ (or z) value. This result must
be sufficiently large, yielding a p value of less
than .05, in order for significant mediation to be
identified. In the regression analyses, BMI raw
values were used, whereas for the between-
group comparisons, sex- and age-specific BMI
percentiles were considered.

Results
Participant characteristics

The mean ages of the control, the overweight/
obese community, and the overweight/obese
clinical groups were 16.20 years (standard devi-
ation (SD) = 1.19 years), 16.29 years (SD =1.57
years), and 15.55 years (SD = 1.30 years),
respectively. We found significant between-
group differences in mean age (p < .001); post
hoc analyses revealed that the overweight/
obese clinical group was significantly younger
than the overweight/obese community group (p
< .01) and the control group (p < .001). The
community groups did not differ with regard to

age (p = .914).
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Table I. MANOVA and ANOVA results regarding the psychosocial dimensions of three groups.
Community sample Clinical sample F p
Normal BMI Overweight Overweight
(n =205),M (SD) (n=82),M (SD) (n=83),M (SD)
Total scales
Total psychopathology (BSI) 0.75 (0.48) 0.78 (0.59) 0.81 (0.65) 045 .64
Total social support (SS) 58.68 (9.05) 55.24 (10.08) 55.84 (10.4) 496 .007%F*
Subscales
Satisfaction with 4.27 (0.71) 3.92 (0.89) 4.09 (0.83) 6.05  .003%F*
friendships (SFr)
Satisfaction with intimacy (SI)  3.83 (0.89) 3.62 (0.99) 3.53 (1.00) 295 .037*
Satisfaction with family (SFa)  4.16 (0.86) 4.01 (0.98) 4.24 (0.91) 1.47 232
Satisfaction with social 3.17 (1.00) 3.03 (0.92) 2.81 (0.99) 3.86 .022%
activities (SSA)
Subscales
Perceiving/understanding 4.51 (0.55) 4.46 (0.63) 4.48 (0.53) 0.299 .742
emotion (PU)
Expressing and labeling 4.51 (0.70) 4.46 (0.76) 4.47 (0.71) 0.213 .808
emotion (EL)
Managing and regulating 4.65 (0.57) 4.59 (0.59) 4.58 (0.61) 0.705 .495

emotion (MR)

MANOVA: multivariate analysis of variance; ANOVA: analysis of variance; BMI: body mass index; BSI: Brief Symptom

Inventory; SD: standard deviation.
*p <.05; **p < .01; *+p < .001.

The mean BMIs of the overweight/obese
clinical, overweight/obese community, and con-
trol groups were 30.63 kg/m? (SD = 3.95 kg/m?),
29.49 kg/m? (SD = 4.19 kg/m?), and 20.79 kg/m?
(SD = 1.94 kg/m?), respectively. As expected,
we found significant differences in the mean
BMI among the three groups (p < .001); post
hoc analyses revealed a higher average BMI for
the groups of overweight/obese adolescents,
compared with their healthy peers, and a mar-
ginally significant difference between the clini-
cal and the overweight/obese community groups
(p = .06) because the clinical group had a higher
average BMI, compared with their overweight/
obese peers. It is common for obese/overweight
communities to have lower BMIs than clinical
groups (e.g. Erermis et al., 2004). This study
also did not find significant between-group
differences with regard to sex (p = .130) or
socioeconomic status (p = .323). The majority
of all participants were from a middle-low

socioeconomic level in the three groups (61%,
70.7%, and 72.3% of the normal BMI group,
overweight/obese community group, and
overweight/obese clinical group, respectively).

Between-group differences with
regard to psychosocial dimensions

Table 1 shows the mean and SD of the psycho-
social scales for all groups. No significant mul-
tivariate between-group differences were found
with regard to psychopathology, either for BSI
total score (F(2,367) =0.45, p = .64) or its sub-
scales (Wilks” 4 = .95, F(18, 718) = 1.02, p =
.43). We obtained nonclinical values (below a
cutoff score of 1.7) for all groups. The over-
weight/obese groups tended to have higher
indices of psychopathology (near the cutoff
point) compared with normal-weight partici-
pants, although these differences did not reach
statistical significance.
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There were also no significant multivariate
between-group differences for all emotional
dimensions evaluated (Wilks” 4 = .996, F(6,
726)=0.26, p = .95). Similarly, univariate anal-
yses did not reveal significant between-group
differences in the ability to perceive/understand
emotion (£(2, 365)=0.299, p = .742), ability to
express/label emotion (F(2, 365) = 0.213, p =
.808), or ability to manage/regulate emotion
(F(2,365)=0.705, p = .495).

However, significant differences were found
not only for the total index of social support
(F(2,367)=4.96, p <.01) but also for the sub-
scales (Wilks’ 4 = .94, F(3, 726) = 2.86, p <
.01). Univariate tests revealed significant
between-group differences regarding satisfac-
tion with friendships (£(2, 367) = 6.05, p <.01),
and Gabriel’s post hoc test showed that there
were overweight/obese adolescents from the
community who reported less satisfaction with
friendships than adolescents with normal BMIs.
However, the clinical group was less satisfied
with their intimate support (#(2, 367) =2.95, p
<.05) and with their social activities, compared
with the normal BMI group (F(2, 367) =3.86, p
< .05). No differences were found regarding
satisfaction with family (F(2, 367) =1.47, p =
.232; see Table 1).

Associations between BMI and
psychosocial dimensions

Pearson’s correlation » was calculated for the
associations between variables in the total sam-
ple. As expected, there was a high correlation
between most variables. The three subscales of
emotional competences were positively inter-
correlated (p <.001), as the four subscales and
the total score of social support were also posi-
tively intercorrelated (p <.001).

BMI was positively correlated with psycho-
pathology (p < .05) and negatively correlated
with social support from friendships, intimate
relationships, and social activities (p < .01).
Higher BMIs were associated with higher levels
of psychopathology (total score) and with less
satisfaction with social support. No emotional

variables were associated with BMI. In contrast,
psychopathology was significantly negatively
correlated with all other social and emotional
dimensions (p < .001), except perceiving and
understanding emotion.

The mediating role of social
support in the relationship
between BMI and
psychopathology

A mediational model tested the unidirectional
pathways of psychopathological symptoms,
BMLI, and social support. Specifically, BMI was
set to predict psychopathology, and social sup-
port mediated this relationship. Based on the
criteria outlined by Baron and Kenny (1986),
mediation was confirmed because (a) social
support is predicted by BMI (f = —.20, standard
error (SE) = .09, p <.001), (b) psychopathology
is predicted by social support independent of
BMI (5 =—-.54, SE =.002, p <.001), and (c) the
relationship between BMI and psychopathology
is reduced or eliminated when social support is
included in the model (f = .02, SE = .004, p =
.735). Perfect mediation is achieved if the IV no
longer has an effect on the DV in the third equa-
tion (Baron and Kenny, 1986). [AQ: 10]As
expected, mediation was achieved, and the com-
plete mediation occurred, since the f for the
basic relationship between BMI and psychopa-
thology (IV and DV) became nonsignificant,
when the mediator was entered into the model.
Sobel’s method also confirmed a perfect (not
partial) mediation (z value = 2.22, p = .023).

As an additional precaution, Baron and
Kenny (1986) suggested that the mediator and
the DV should be interchangeable, and if the
DV acts as a mediator between the other two
variables, then the model may be less reliable.
In this study, this relationship was assessed,
and it was found that the relationship between
social support and BMI remained significant
regardless of psychopathology. A preliminary
analysis confirmed that BMI was related
strongly to social support (f=—.20, SE = .09,
p <.001).
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The results indicated that social support had a
mediating effect on the relationship between
BMI and psychopathology. When the BMI and
the total scores of social support and psychopa-
thology were entered into the model, the results
also revealed that this final model explained 29.5
percent of the variance of psychopathological
symptoms among adolescents (adjusted R? = .29,
F(2,367)=76.78, p < .001). When the different
sources of support were analyzed separately,
mediation was achieved on all subscales except
for the family support. We observed that satisfac-
tion with intimacy and friendships explained a
larger percentage of the variance in the regres-
sion model (20.3% each), compared with satis-
faction with social activities (10.2%). The
adjusted R? and the F-test statistics for the final
model, including the mediators, were as follows
for each perceived source of support: satisfaction
with friendships—adjusted R? = .20, F(2, 367) =
46.89, p < .001; satisfaction with intimacy—
adjusted R?> = .20, F(2, 367) = 47.87, p < .001;
and satisfaction with social activities—adjusted
R>=.10, F(2,367)=21.94, p <.001.

Discussion

This study explored the differences among nor-
mal-weight adolescents versus those from the
community who are overweight/obese versus
those in treatment who are overweight/obese,
with regard to psychopathology, emotional com-
petences, and social support. Moreover, we
examined the role of social support on the rela-
tionship between psychopathology and weight in
adolescence. Interestingly, we found that the rates
of psychopathology in the overweight/obese
group in treatment are similar to those of the
overweight/obese community group and normal-
weight adolescents. Thus, in our study, psycho-
pathology does not differentiate overweight
adolescents who seek treatment from those in the
community. However, Braet et al. (1996) hypoth-
esized that parents of adolescents who seek treat-
ment could be more pathological than parents not
referring their children to a clinic. As a result of
their own problems, they can be more responsive

to information about therapeutic services regard-
ing children problems. [AQ: 11]JAnother possi-
bility for parents to take their children to the
pediatric outpatient clinic may be their belief that
seeking clinical help can be a way to cope with
any of their children’s psychosocial problems
(Braet et al., 1996).

The finding that both community samples
of overweight/obese and nonoverweight ado-
lescents are equally in terms of psychological
adjustment is consistent with recent commu-
nity-based studies, which suggest that over-
weight/obese children and adolescents in the
general population are no more likely to suffer
from psychological problems than their nor-
mal-weight counterparts (Brewis, 2003;
Lamertz et al., 2002).

In addition, it is noteworthy that the majority
of adolescents recruited from the outpatient
population were in the middle of treatment.
Obviously, health professionals are able to
increase the self-confidence of patients and
their psychological well-being. If the clinical
sample recruitment had been conducted during
the first visit, without possible positive effects
of the medical intervention, then the results
might be more consistent with the recent litera-
ture, which suggests that there is poorer psy-
chological well-being in clinical samples
compared with community samples (e.g.
Erermis et al., 2004; Vila et al., 2004). Although
this did not occur in our study, our results
enhance the positive impact that a continuing
outpatient weight reduction treatment may have
for overweight/obese outpatients, not only
regarding weight loss but also regarding their
psychological functioning and quality of life, as
shown in the report of obese adult outpatients
from a study of Kolotkin et al. (2004).

There were no significant between-group
differences concerning emotional competences.
These results are in line with Neumark-Sztainer
et al. (1997), who showed that young people
had not distinguished themselves using psycho-
social variables, such as emotional well-being,
when grouped by weight. Mond et al. (2011)
recently compared obese and normal-weight
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peers and obtained similar results. Although
they found that obese adolescents tend to have
lower self-esteem and higher depressive moods
than normal-weight participants, the differ-
ences were not statistically significant. Thus, in
the absence of other mediating variables such as
body and shape dissatisfaction, excess weight
may be associated with little or no impairment
in mental health (Mond et al., 2011).

Regarding social support, we found that the
clinical group had less satisfaction with intimacy
and social activities than normal BMI group.
Moreover, we found that the overweight/obese
community group had less satisfaction with their
friendships than their normal-weight peers.
These results are consistent with Falkner (2001),
who found that overweight teens were less likely
to spend time with friends over the last week
than their counterparts. [AQ: 12]Weight stigma-
tization can also be the reason why these adoles-
cents are less satisfied with social support.
Obesity stigmatization is particularly concerning
during adolescence when the formation of social
relationships is salient (Puhl and Latner, 2007).
Many studies have shown positive associations
between overweight and overt/relational victimi-
zation in youths (e.g. Janssen et al., 2004;
Neumark-Sztainer et al., 2002; Pearce et al.,
2002). A few recent results are consistent with
our data and suggest that obese and overweight
adolescents are at greater risk of mistreatment
and bullying behaviors by peers and may have
fewer opportunities to develop intimate relation-
ships (Janssen et al., 2004; Pearce et al., 2002).
In addition, another study found that students
with strong weight-based stereotypes reported
less willingness to engage in social, academic, or
recreational activities with overweight peers
compared with thin peers (Greenleaf et al.,
2006). These forms of victimization may con-
tribute to isolation increasing the negative social
effects of their weight problems.

Furthermore, we found greater associations
between psychopathological, emotional, social,
and weight dimensions, while, in addition,
Zeller and Modi (2006) found robust associa-
tions among impaired health-related quality of

life, depressive symptoms, lower perceived
social support, and degree of obesity. Vander
Wal (2012) also found that a low life satisfac-
tion, high negative affect, and body size dissat-
isfaction were associated with unhealthy weight
control behaviors among adolescents. As
expected, our analyses revealed that high social
support was inversely associated with psycho-
pathology. Higher BMI is associated with
increases in psychopathological symptoms, and
this effect is strongly mediated by lower satis-
faction with intimacy, friendships, and social
activities. Our mediational model is consistent
with the results found by Santoncini et al.
(2012), who found that disordered -eating
behaviors did not interact significantly with
BMI but were linked with criticism of over-
weight/obese teenage girls. These results are
consistent with existent literature, which sug-
gests that increases in BMI prevent adolescents
from participating in the same activities as their
peers, not only because they are incapable of
performing some activities but also because
they are frequently teased (Puhl and Latner,
2007). Overweight/obese adolescents tend to
isolate themselves to avoid such humiliations;
however, when they are away from their peers,
they miss experiences that are associated with
mental and healthy growth (Puhl and Latner,
2007). Similarly, Wit et al. (2010) found that the
association between major depression and obe-
sity was partly influenced by the few social
activities in which these individuals were
involved. Davison and Birch (2002) also noted
that peer teasing mediated the associations
between weight and self-concept. Similarly, our
study revealed that lower satisfaction with
social support was associated with psychopa-
thology, which eliminated the contribution of
weight. This finding is consistent with Xie et al.
(2005), who found that the effect of perceived
peer isolation on the relationship between BMI
and depressive symptoms among adolescents
was sustained only by the low perceived avail-
ability of social support.

This study has strengths including its reli-
ance on objective measures of height and
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weight. In turn, the division of overweight/obese
adolescents in clinical and community groups is
a major advantage of this study because recent
researches show different levels of psychopa-
thology in clinical and community samples (e.g.
Braet et al., 1997; Erermis et al., 2004; Pierce
and Wardle, 1997). This study is the first testing
the role of social support as a mediator of the
relationship between BMI and psychopathol-
ogy. Our findings are innovative because they
illustrate the importance of support provided by
significant others in explaining the links between
weight and psychopathology.

In contrast, there are also several limitations
regarding the findings of this study. First, it
relies on self-reports, and second, its cross-sec-
tional design precludes conjecture regarding
causality, direction of effect, and the temporal
sequence of events. Longitudinal and qualita-
tive studies might also provide information
regarding the development of psychological
disturbances and its relationship with weight, if
there are bidirectional effects. Another limita-
tion was the option of not analyzing data divid-
ing the groups by gender and by overweight/
obesity status. Although several differences are
known in the literature regarding gender
(Smolak, 2004) and overweight/obesity status
(Falkner et al., 2001) with girls and obese
youths reporting more adverse social and psy-
chological correlates, we decided to give prior-
ity to the division of receiving/not receiving
treatment. If we subdivided the groups by gen-
der and overweight/obesity status, we would
compromise statistical power and deviate from
our goal of explaining results by clinical status.

This study provides evidence that being
overweight is not necessarily related to the
development of psychopathology. Our results
lend increasing support to a mediational model,
in which social support affects the relationship
between BMI and psychopathology.

In addition, body image also may have an
impact in psychological well-being, with
females less satisfied with their body than males
(McCabe et al., 2012). [AQ: 13]Thus, it would
be important to explore recent data (Vander

Wal, 2012) that point to the mediational role of
body satisfaction in the relationship between
BMI and the existence of psychopathology and
unhealthy weight control strategies.

Our study has some important practical
implications suggesting that intervening at the
level of social support may protect overweight
adolescents from developing poor mental health.
Based on a recent review (Bogle and Sykes,
2011), there is evidence that parents are the main
agents for treating childhood obesity. While
dealing with overweight adolescents, and
according to our study, the peers and intimate
partners may also have a large impact in their
psychological well-being and, consequently, in
their weight loss. Because the vast majority of
children attend school, Swiss et al. (2010)
enhance the joint efforts of school stakeholders
in preventing obesity and encouraging healthy
behaviors and reinforcing peer and parental
efforts through positive health messages. For
example, health and school professionals might
create programs to promote social competences
in overweight adolescents and educate children
on the consequences of peer discrimination.

In addition, exercise interventions can also
provide benefits in well-being and self-confi-
dence of obese adolescents (Daley et al., 2008).
Nevertheless, as suggested by other studies (e.g.
Blaine et al., 2007; Campbell and Hausenblas,
2009; Wilson et al., 2012; Wright et al., 2012),
weight and exercise interventions may increase
their chances of success if it is done along with
the social support improvement and group-
mediated cognitive—behavioral strategies, pro-
moting positive changes in self-esteem, body
image, and psychopathology.
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