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Abstract
Objectives: Previous research has postulated immigrant status as a relevant factor influencing eating disorder (ED) risk in adolescents. The present study assesses differences by sex in ED risk between Spanish native and immigrant adolescent populations residing in Spain, and analyzes longitudinal differences in ED risk between immigrant and native adolescents over 2-year follow-up.
Methods: The study sample was 981 adolescents aged 11-19 years at baseline. ED risk was evaluated using the Spanish version of the SCOFF Questionnaire. Logistic regression was employed to value associations between country of origin and ED risk prevalence by sex, as well as changes in ED risk at 2-year follow-up. 
Results: Immigrant adolescent girls and boys presented greater ED risk than their Spanish counterparts. Prospective analyses showed that immigrant boys presented greater likelihood of acquiring ED risk over 2 years compared to Spanish adolescent boys.
Conclusion: Immigrant adolescent populations, particularly boys, seem to be vulnerable to ED. 

Key words: Immigration, eating disorders, adolescents, Spain.




A longitudinal perspective of eating disorder risk in immigrant and Spanish native adolescents. The longitudinal Up & Down study.
In recent years, eating disorders (ED) have become a relevant public health concern in adolescent populations. On the one hand, ED are especially prevalent in adolescence (Javaras et al., 2015) and this prevalence has visibly increased in recent years (Swanson, Crow, Le Grange, Swendsen, & Merikangas, 2011). On the other hand, they are commonly associated with physical and psychological syndromes (Hudson, Hiripi, Pope, & Kessler, 2007; Patrick, 2002), which cause an important impact on quality of life (Carta et al., 2014). In addition, their origin seems to be influenced by biological (i.e. sex, genetic inheritance, or neurological alteration), psychological (i.e. low-esteem, depression, anxiety) and social factors (i.e. adverse parenting, pressure to be slim)(Fairburn & Harrison, 2003). Among them, immigrant status has been demonstrated to be a relevant issue determining prevalence for ED risk (Esteban-Gonzalo et al., 2014; Greenberg, Cwikel, & Mirsky, 2007).
The migratory process associates psychological and cultural changes for individuals. On the one hand, variations in institutions and social activities are described. On the other, individual daily activities and behaviors are expected to change according to the host country  (Sam & Berry, 2010), which may affect many different aspects of life, including eating patterns (Allen et al., 2007; Esteban-Gonzalo et al., 2013) and diet-related pathologies such as ED (Esteban-Gonzalo, et al., 2014). In spite of the fact that immigration is a recent phenomenon in Spain, particularly in the Madrid area, the population born in another country has increased over recent decades, representing 21% of the total population in 2016 (Martínez Santamaría, Herrera Álvarez, & Artime Gómez, 2016).
During recent years, research efforts have aimed to determine differences in risk, frequency or psychopathology of ED between immigrant and native populations, particularly in adolescent girls or young adults and from a cross-sectional perspective. Some of these studies have concluded that immigrant populations present higher ED prevalence or higher attitudes and behaviors related to ED than native populations. This is the case of some studies carried out in Australia (Jennings, Forbes, McDermott, & Hulse, 2006), UK (Furnham & Adam-Saib, 2001), Germany (Holling & Schlack, 2007) and also in the USA (Swanson, et al., 2012). 
However, some previous studies have also observed an opposite tendency, showing native populations as more frequently suffering disordered eating behaviors compared to native populations of Israel (Greenberg, et al., 2007), UK (Ogden & Elder, 1998) and Greece (Fichter, Xepapadakos, Quadflieg, Georgopoulou, & Fthenakis, 2004). 
In addition, studies carried out in the US have largely compared behaviors and habits related to ED of second and third generation immigrants from different ethnic groups, including the white Caucasian group (those with a migrant background). They have mostly observed differences in vulnerability, frequency or psychopathology related to ED among different ethnic groups (Johnson, Rohan, & Kirk, 2002; Marais, Wassenaar, & Kramers, 2003; Pernick, et al., 2006; Sussman, Truong, & Lim, 2007). 
In the context of Spain, immigrant status has been found to be associated with a greater risk of suffering from these pathologies, especially in female immigrant populations (Esteban-Gonzalo, et al., 2014). 
In contrast, previous studies have also discarded differences regarding ED between immigrant and native populations (Furnham & Husain, 1999; Jackson, et al., 2006; Jennings, et al., 2006; Van Hoeken, Veling, Smink, & Hoek, 2010), or among different ethnic groups
(Cachelin, 2000; Franko, Becker, Thomas, & Herzog, 2007).
Nevertheless, we were able to detect only one longitudinal study, carried out in Denmark and Sweden, which observed a lower ED risk among ﬁrst-generation immigrants and second-generation immigrants compared to the native populations (Mustelin, et al., 2017). 
However, to our best knowledge, there are no longitudinal studies analyzing differences between immigrant and native populations regarding ED in adolescent populations. The main contribution of the present study is that of being the first to cover this gap in the literature. Therefore, the aim of this study was 1) to assess differences by sex in ED risk between Spanish native and immigrant adolescent populations residing in Spain, and 2) to analyze longitudinal differences in ED risk between immigrant and native adolescents over 2-year follow-up.
Materials and Methods 
Study Design, Data Collection and Participants
This study was performed under the umbrella of the UP&DOWN study (Follow UP in healthy schoolchildren/adolescents AND adolescents with DOWN: psycho-environmental and genetic determinants of physical activity and their impact on physical fitness, cardiovascular diseases, inflammatory biomarkers and mental health). Additionally, information was collected relative to dietary patterns, including potential risk of suffering from an eating disorder. Detailed information about design has been presented elsewhere (Castro-Piñero et al., 2014). The present study was carried out using the adolescent sample, excluding those with Down syndrome. 
Participants were recruited from schools in Cadiz and Madrid (Spain). Data were compiled over a daily school class from September to June in three consecutive cohorts: (a) baseline data from 2011 to 2012; (b) 1-year follow-up from 2012-2013 and (c) 2-year follow-up from 2013 to 2014. For the present study, only adolescent participants aged between 11 to 19 years old at baseline, whose data were collected exclusively in schools in Madrid, were considered. Specifically, only adolescents with complete SCOFF questionnaire data were included. The baseline and the 2-year follow-up data were employed in the analysis. Thus, a total of 981 adolescents (481 girls) presented valid data at baseline, while only 763 adolescents (376 girls) showed valid data at 2-year follow-up. Those participants who dropped out of the study at year 2 were randomly lost, according to Little’s MCAR (missing completely at random) test (p=0.613).
Before participating in the UP&DOWN study, parents and school supervisors were informed by letter about the purpose of the study. Written parental consent and adolescent assent were obtained. The UP&DOWN Study was approved by the Ethics Committee of the Hospital Puerta de Hierro in Madrid and the Bioethics Committee of the Spanish National Research Council. 
Measures
Eating disorder risk. The dependent variable, ED risk, was reported by adolescents using the Spanish version of the SCOFF questionnaire. This is a screening instrument originally designed to be routinely used in all individuals considered to be at risk of such disorders. The tool consists of five questions related to deliberate vomiting, loss of control over eating, weight loss, body image distortion and the impact of food on life, and it has been validated in Spanish adolescents showing a sensitivity of 81.9% and a specificity of 78.7% (Rueda Jaimes et al., 2005). Two or more positive answers to the questions indicate a possible disordered eating behavior (Morgan, Reid, & Lacey, 1999). In the present sample, a Cronbach's alpha of 0,55 for Spanish adolescents and 0,58 for immigrant adolescents was found.
Country of origin. Participants were asked about where they were born in order to get their country origin, the independent variable considered in this study, with possible options of answer: Spain or another country. Those born in another country were considered immigrants (n=134, 70 girls), 14.6% of the girls and 12.2% of the boys, while those born in Spain were considered Spanish (n=847). Regarding their origin, 58.3% were born in Latin American countries (South and Central America), 24.5% in European countries, particularly Eastern Europe, 11% were of African origin and 6.2% Asian origin. These majority groups of origin are consistent with the largest immigrant groups living in the Madrid area (Martínez Santamaría, et al., 2016).
Covariates
The covariates considered for the analysis were age, socioeconomic status (SES), and prevalence of overweight and obesity. 
SES was included in the model given the influence of social and economic conditions on health (Franzini & Fernandez-Esquer, 2006) and was measured using the Family Affluence Scale (FAS), a 4-item scale corresponding to the questions: Does your family own a car, van or truck? Do you have your own bedroom for yourself? How many computers does your family own? During the past 12 months, how many times did you travel away on holiday with your family? Based on the scores obtained, adolescents were categorized into low, medium or high SES (Currie et al., 2008).
Finally, prevalence of overweight or obesity was included as co-variable for the analysis, given its demonstrated influence on ED (Sanchez-Johnsen, Hogan, Wilkens, & Fitzgibbon, 2008). To determine overweight/obese status, weight and height were measured following standardized procedures (Castro-Piñero, et al., 2014). Weight was measured using an electronic scale (SECA 701; range, 0.05-220 Kg; precision, 0.05 kg) and height was measured in the Frankfort plane using a telescopic height-measuring instrument (SECA 220; range, 85-200 cm; precision, 1mm). Body mass index was estimated as weight/height square (kg/m2). BMI age- and gender -specific cut offs proposed by Cole et al.)(Cole, Bellizzi, Flegal, & Dietz, 2000) were used to classify adolescents into normal and overweight or obese
Statistical analysis 
The characteristics of the sample are described as frequencies (percentages), for all variables except age, and mean +/- SD for age (as continuous variable). For inferential analysis, first the adherence to normal curve was checked with the Kolmogorov-Smirnov test and, since it presented normality, differences between Spanish and immigrant groups were analyzed by Student t-test for the continuous variable (age) and Pearson chi-square test for categorical variables (all the rest). Statistical significance was fitted at two-sided in the whole data analysis (p<0.05). The analysis was performed separately for girl and boy adolescents. Differences between Spanish and immigrant groups were analyzed by Student t-test for the continuous variable (age) and Pearson chi-square test for categorical variables (all the rest). Statistical significance was fitted at two-sided in the whole data analysis (p<0.05). 
The association between ED risk and country of origin was assessed by binary logistic regression (odds ratio and 95% confidence interval were calculated). Given that we detected associations between sex and ED in the bivariate analyses, potential interactions among these variables were examined by introducing the interaction term into an initial logistic regression model. The interaction was significant. Different results in the analysis performed for each sex were also observed. We therefore stratified all analyses by sex. 
 Firstly, we examined the association between ED risk and country of origin (e.g. Spanish native and immigrant adolescents) using baseline data, with the objective of determining cross-sectional differences. Two regression models were built with the Spanish adolescents as reference group. Model 1 was adjusted for age and SES and model 2 was additionally adjusted for overweight/obesity.
Secondly, we compared changes occurring in ED risk status between baseline and 2-year follow-up between Spanish native and immigrant adolescents, in order to explore longitudinal differences. Thus, changes regarding ED were estimated considering ED risk status of the adolescents at baseline and at two years. Those adolescents who did not report ED risk at baseline but showed ED risk after two years were considered to have become at ED risk. On the contrary, adolescents who presented ED risk at baseline but did not after two years were considered to have become out of ED risk. Based on this information, two dichotomous variables were employed to measure changes in ED risk (became at ED risk/no; became out of ED risk/no). 
Thus, two regression models were built with the dependent variable “become at ED risk”, and two more with the dependent variable “become out of risk”, considering the variable country of origin as the independent variables and the Spanish adolescents as reference group. In both cases, Model 1 was adjusted for SES variation (three categories, to maintain, improve or worsen SES) and model 2 was additionally adjusted for become overweight or obese (yes/no) over the 2-year follow-up. The statistical power ranged from 87 to 94%, calculated to detect ED risk differences of 1.5 or higher. All analysis was performed using SPSS statistical package (v. 23.0) for Windows.
Results
Characteristics of the Spanish native and immigrant adolescents examined at baseline are shown in Table 1. Immigrant boys were older than native Spanish boys (p=0.045). Immigrant girls and boys reported higher ED risk and poorer SES than their Spanish counterparts (all p<0.05).
Logistic regression models for ED risk in Spanish native and immigrant adolescents at baseline are shown in table 2. Crude models were not shown (as happens in the following analysis, table 3) given that there were no differences in ED risk compared to SES controlled models. In addition, results did not differ between the two models performed, so that we will only describe the results of the fully adjusted model (model 2). Likewise, compared with the Spanish native population, immigrant boys (OR=2.50, 95%CI=1.24-5.02;p=0.010) and girls (OR=2.25; 95%CI=1.23-4.10;p=0.008) presented greater ED risk.
Characteristics of the Spanish native and immigrant adolescents examined at 2-year follow-up are also known in Table 1. No differences were observed between immigrant and native Spanish girls, but a higher percentage of immigrant boys became at ED risk (p=0.006) and improved their SES (p=0.031) compared to their male Spanish counterparts.
Additionally, figure 1 presents the prevalence of ED risk acquisition at 2-year follow-up. Immigrant adolescent boys more frequently became at ED risk compared to their Spanish counterparts (p=0.006), while no differences were observed among girls.
Table 3 presents the logistic regression models for the likelihood of becoming at risk and out of ED risk over the 2-year follow-up. No differences were detected in the likelihood of becoming out of ED risk between immigrant and Spanish native populations. However, compared with Spanish native boys, immigrant boys showed a higher likelihood of becoming at ED risk (OR=3.53, 95%CI=1.04-11.9; p=0.042).
Discussion
The present study found that, at baseline, boy and girl immigrant adolescents presented a higher ED risk than their Spanish counterparts. However, only immigrant boys presented a higher likelihood of becoming at ED risk over 2-year follow-up compared to Spanish adolescent boys. This fact denotes that immigrant adolescent boys seem to become more vulnerable to suffering from ED during the follow-up time than their Spanish counterparts.

Comparison with Previous Studies
A previous cross-sectional study has compared ED risk between immigrant and Spanish adolescents (Esteban-Gonzalo, et al., 2014). The results obtained were partially in line with our findings: immigrant adolescent girls presented higher ED risk than Spanish adolescent girls did. Nevertheless, they did not observe differences between immigrant and native adolescent boys. Our prospective contribution to this line of research consists of immigrant girls showing the same likelihood of becoming at ED risk as their Spanish counterparts over 2-year follow-up, while immigrant boys present greater likelihood of becoming at ED risk than native adolescent boys.
 Aligned with our results, some of the studies carried out in other countries have also concluded that immigrant populations present higher ED prevalence or higher attitudes and behaviors related to ED than native populations. For example, adolescent girls of Asian origin living in Australia were found to be more vulnerable to ED and psychopathology than Caucasian adolescent girls (Jennings, et al., 2006). Also, young Asian girls living in the UK showed higher attitudes and behaviors associated with ED than Caucasians (Furnham & Adam-Saib, 2001) and Asian youth populations who migrated to Germany presented greater ED risk compared to German natives (Holling & Schlack, 2007). Finally, also consistent with our results, a study has pointed out how migration from Mexico to the USA was associated with a greater risk of binge eating disorder (Swanson, et al., 2012).
Nevertheless, there are also studies that have found results not aligned with what we have observed, supporting the hypothesis of higher vulnerability to ED of young natives compared to immigrants. This is the case of a study developed in young adult students of both sexes. Immigrant girls who recently migrated to Israel (with a maximum of three years of residence) showed lower frequency of disordered eating than native girls, with no differences regarding boys (Greenberg, et al., 2007). In addition, Caucasian adult and young adult women were more prone to developing restrictive behaviors compared to Asian women living in the UK (Ogden & Elder, 1998), and Greek adolescents of both sexes who migrated to Germany presented more bulimic behaviors than Greek adolescents who remained in Greece during the 1980s, although there was no difference almost two decades later (Fichter, et al., 2004). 
Finally, our results contradict the findings of the only longitudinal study identified, which found a lower ED risk among ﬁrst-generation immigrants and second-generation immigrants with both foreign-born parents migrated to Sweden and Denmark, compared to the native populations, but not in second-generation immigrants with only one foreign-born parent (Mustelin, et al., 2017).

Possible Causes of ED Differences

When individuals come into contact with a new culture, psychological and cultural changes are expected, including changes in daily habits and behaviors (Sam & Berry, 2010). Some of these individuals learn a new language, new values, and new social behaviors. Some of them must even adapt to a new social status (Bornstein, 2010), which could associate changes in the stress experienced (Sam & Berry, 2010). Thus, a relevant aspect that may accompany migration is the stress experienced when individuals come into contact with another culture (Berry, 2006), which could help us to contextualize the higher risk of eating disorder of immigrants of both sexes compared with native adolescents. Previous research efforts have established how acculturative stress increases the vulnerability of suffering ED symptomatology in immigrant adolescents, specially combined with body dissatisfaction (Gordon, Castro, Sitnikov, & Holm-Denoma, 2010; Kroon Van Diest, Tartakovsky, Stachon, Pettit, & Perez, 2014; Perez, Voelz, Pettit, & Joiner, 2002). 
Another relevant aspect that we may consider to contextualize the findings of the present study is the country of origin of the immigrant sample. Most of the immigrant adolescents recruited were born in Latin America countries (58%), where previous literature has found greater bulimia nervosa and particularly binge-eating disorder prevalence compared to Western countries (Kolar, Rodriguez, Chams, & Hoek, 2016; Pike, Hoek, & Dunne, 2014). In addition, our sample has a small proportion of Asian born immigrants (6%), in whose countries of origin high rates of ED have been detected as well (Pike & Dunne, 2015; Pike, et al., 2014; Thomas, Lee, & Becker, 2016). Thus, increased ED prevalence in some of the countries of origin of the immigrant sample may also contribute to the greater ED risk observed in immigrants as a whole at baseline and in immigrant boys at 2-year follow-up. 
Another issue to be explored involves understanding the prospective increased vulnerability to ED shown by immigrant adolescent boys over the 2-year follow-up. Previous literature describes a different maturation rate experienced by girls and boys. It is well-known that boys present later onset of puberty than girls (Tanner, 1962), and that ED are significantly more prevalent during puberty (Hudson, et al., 2007).  Thus, peak ages for ED are expected to be different for boys and girls. This appreciation is consistent with previous studies documenting a late ED onset in adolescent boys (Forman-Hoffman, Watson, & Andersen, 2008; Gueguen et al., 2012; Raevuori et al., 2009).
Unfortunately, we have no measures of maturation stages or stress levels. We can only speculate that immigrant adolescent boys may be undergoing a particularly vulnerable age to suffer from ED which, combined with the previously described negative influence of acculturative stress on ED risk, could make those immigrant adolescents highly prone to ED risk. 
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Finally, despite the fact that previous studies have postulated overweight status as partially responsible for greater frequency or attitudes and psychopathology associated to ED (Gueguen, et al., 2012; Raevuori, et al., 2009), our results did not allow us to support this hypothesis. Neither prevalence of overweight and obesity, nor SES showed any influence on ED risk, given that ED risk remained stable after adjusting for these variables. 

Limitations
This study is not without its limitations. Firstly, ED risk and SES are based on self-reported information collected by questionnaire. Since no clinical measure has been described to evidence ED risk status, the quality of data may be compromised. Secondly, the immigrant sample was multiethnic; each ethnic group may present a different response within a new environment. Unfortunately, our sample size does not allow us to evaluate each of them, separately. Thirdly, around 20% of participants as a whole were lost to follow up, although to a greater degree in the immigrant sample. However, those participants were randomly lost, according to Little’s MCAR (missing completely at random) test (p=0.613). Fourthly, given the small sample size employed in the analysis performed using the 2-year follow up data, we are not able to detect ED risk differences lower than 1.5. Finally, although the Scoff questionnaire has shown adequate sensibility and specificity in validation studies (Garcia-Campayo et al., 2005; Rueda Jaimes, et al., 2005), and has been widely used in epidemiological studies (Bachle, Stahl-Pehe, & Rosenbauer, 2016; Martinez-Gomez et al., 2015; Philipp et al., 2014), it showed a Cronbach's alpha of 0,55 for Spanish adolescents and 0,58 for immigrant adolescent. Thus, future research should complement and qualify the findings obtained in the present study, employing more specialized tools to detect ED risk.  

Conclusions
In sum, we have observed greater ED risk among immigrant adolescents of both sexes compared to native adolescents. However, only boys increased their likelihood of suffering ED after the 2-year follow-up, pointing out the vulnerability to ED shown by the immigrant adolescents residing in Spain. 
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Table 1
Characteristics of the Spanish native and immigrant adolescents at baseline and changes over 2-year follow-up
	
	Characteristics at baseline
	
	Changes over 2-years follow up
	

	
	Spanish
	Immigrants
	P*
	Spanish
	Immigrants
	P*

	Girls
	
	
	
	
	
	

	n
	411
	70
	
	331
	45
	

	Age [mean, (SD)]
	13.5 (1.6)
	13.5 (1.6)
	0.798

	Eating disorder risk (%) 
	23.6
	41.4
	0.002

	Prevalence of overweight/obesity (%)
	21.2
	20.5
	0.894

	Socioeconomic Status (SES)
	
	
	<0.001

	Low (%)
	2.6
	23.6
	

	Medium (%)
	33.5
	48.6
	

	High (%)
	63.9
	27.8
	

	Became at eating disorder risk (%)
	
	
	
	9.7
	13.6
	0.444

	Become out eating disorder risk (%) 
	
	
	
	9.4
	17.8
	0.076

	Become Overweight/obese (%)
	
	
	
	21.2
	20.5
	0.894

	Improve SES (%)
	
	
	
	12.1
	10.9
	0.810

	Worse SES (%)
	
	
	
	12.1
	13.0
	0.854

	
	
	
	
	
	
	

	Boys
	
	
	
	
	
	

	n
	436
	64
	
	346
	41
	

	Age [mean, (SD)]
	13.4 (1.6)
	13.9 (1.8)
	0.045

	Eating disorder risk (%) 
	13.8
	26.6
	0.008

	Prevalence of overweight/obesity (%)
	39.1
	40.0
	0.882

	Socioeconomic Status (SES)
	
	
	<0.001

	Low (%)
	2.4
	18.6
	

	Medium (%)
	28.0
	55.7
	

	High (%)
	69.6
	25.7
	

	Became at eating disorder risk (%)
	
	
	
	3.2
	12.2
	0.006

	Become out eating disorder risk (%) 
	
	
	
	11.0
	14.6
	0.316

	Become Overweight/obese (%)
	
	
	
	3.6
	2.2
	0.627

	Improve SES (%)
	
	
	
	11.0
	22.2
	0.031

	Worse SES (%)
	12.1
	13.0
	0.854
	16.3
	13.3
	0.614


*Pearsonχ² test (Student’s t-test for age). 



Table 2
Logistic regression models for the risk of eating disorders in Spanish native and immigrant adolescents at baseline
	
	
	
	Model 1
	
	
	Model 2
	

	Risk of eating disorder at baseline
	
	
	
	
	
	
	

	Girls
	n
	OR
	95% CI
	P
	OR
	95% CI
	P

	Spanish 
	411
	1.00
	
	
	1.00
	
	

	Immigrants 
	70
	1.95
	1.10-3.48
	0.022
	2.25
	1.23-4.10
	0.008

	Boys
	
	
	
	
	
	
	

	Spanish 
	436
	1.00
	
	
	1.00
	
	

	Immigrants 
	64
	2.44
	1.22-4.87
	0.011
	2.50
	1.24-5.02
	0.010


Model 1, adjusted for age and socioeconomic status (SES).
Model 2, adjusted for age, SES and prevalence of overweight or obesity.

Table 3
Logistic regression models for the likelihood of becoming at risk and out of risk of eating disorder in Spanish native and immigrant adolescents at 2-year follow-up
	
	
	
	Model 1
	
	
	Model 2
	

	Became at risk at 2-year follow-up
	
	
	
	
	
	
	

	Girls (n=387)
	n
	OR
	95% CI
	P
	OR
	95% CI
	P

	Spanish 
	331
	1.00
	
	
	1.00
	
	

	Immigrants 
	45
	1.52
	0.59-3.91
	0.382
	1.48
	0.57-3.82
	0.411

	Boys (n=408)
	
	
	
	
	
	
	

	Spanish 
	346
	1.00
	
	
	1.00
	
	

	Immigrants 
	41
	3.54
	1.05-11.9
	0.041
	3.53
	1.04-11.9
	0.042

	Become out of risk at 2-year follow-up
	
	
	
	
	
	
	

	Girls (n=387)
	
	
	
	
	
	
	

	Spanish 
	331
	1.00
	
	
	1.00
	
	

	Immigrants 
	45
	1.92
	0.77-4.79
	0.157
	1.94
	0.77-4.91
	0.157

	Boys (n=408)
	
	
	
	
	
	
	

	Spanish 
	346
	1.00
	
	
	1.00
	
	

	Immigrants 
	41
	1.54
	0.60-3.98
	0.365
	1.59
	0.61-4.13
	0.335


Model 1, adjusted for socioeconomic status (SES).
Model 2, adjusted for SES and become overweight and obese at 2-year follow-up. 







Figure 1
 Acquisition of eating disorder risk over 2-year follow-up according to the SCOFF scores recorded in Spanish and immigrant adolescents

a Denotes differences between Spanish and immigrant adolescents (Pearson χ² test, p=0.006 for boys).
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