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ABSTRACT
A retrospective chart audit was conducted on the medical records of 30 female
college students followed in a campus health service with a DSM-IV (1994) diagnosis of
either anorexia (n=l4) or bulimia nervosa (n=16). There was no statistically significant
difference in the selected characteristics of age, race, family history of an eating disorder
or psychological disorder, and consent for parental involvement in treatment between the
anorexic and bulimic groups. There were no statistically significant differences in the
societal influences as measured by triggering factors , athletic involvement, sorority
involvement, and major by college. There was a statistically significant difference in age
of onset of dieting. The study found that bulimics were significantly younger. The study
found that 83.3% of the subjects had a comorbid psychological diagnosis, the two most
frequent diagnoses _as depression and anxiety. There were no measurable differences in
the utilization of multidisciplinary services except in the number of medical visits
attended. Anorexic were seen by medical providers significantly more often.
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CHAPTER 1
INTRODUCTION
"Eating disorder" is a term that encompasses an assortment of symptoms and
feelings which relate to eating behavior, weight, body image, and food itself. Individuals
who have an eating disorder misuse the eating function in their efforts to solve or hide
problems of living that to them appear otherwise insoluble (Bruch, 1973). Each year
millions of individuals develop serious and life-threatening eating disorders. More than
90% of those afflicted are adolescent and young adult women (Hoffman, 1993). College
women have been found to be at greater risk for developing an eating disorder; the
purpose of this study is to examine selected biopsychosocial characteristics found in this
population.
Bemporad ( 1996) states that manifestations of eating disorders have existed
since ancient times although differing in frequency, expression, and possible motivation;
and are influenced by sociocultural factors that might inhibit the form or frequency of the
condition. According to Sobal ( 1995) fatness and thinness are the outcome of biological,
psychological, and social processes that exist within relationships and social institutions.
Culture is one of the most powerful determinants of body weight as it sets the
context for eating and activity and also attaches moral and social meanings to weight
(Fontaine, 1991 ). Plumpness was once considered both fashionable and desirable. This
is no longer the case in Western society. Increasingly, thinness has become the desired
goal in our society and has become associated with a preoccupation with weight and
shape (White, 1992a). However, women are caught in a double bind as cultural pressures
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conflict with the more typical female form which has a rounded abdomen, hips, and
buttocks. Dieting becomes the means to achieve an "ideal" figure. Researchers have
found that stringent dieting can play a key role in triggering eating disorders (U.S.
Department of Health and Human Services, 1993).
Polivy and Herman (1987) suggested three primary reasons for the high value
placed on thinness: (a) the aesthetics of physique where thin women are seen as more
beautiful and as having greater sexual allure; (b) the inherent personality correlates, such
as power and health, that are associated with being thin; and (c) behaviors that are
construed from the thin toned body shape reflecting the type of self-control required to
achieve and master these.
Food and eating, from birth on, are closely associated with interpersonal and
emotional experiences, and the physiological and psychological elements cannot be
strictly differentiated (Bruch, 1973). Food in society is filled with complex values,
elaborate ideologies, religious beliefs, and prestige systems. An individual's interaction
with food and the act of eating has always played a crucial role in the activities of all
cultures, both ancient and modem. Levens ( 1996) looked at the significance that famine
and gluttony, voluntary abstinence from food, the interrelationship between food and the
body, and the rituals of handling food had on understanding women with eating disorders.
The line between simple dieting and having an eating disorder - the distorted
pattern of thinking about and behaving around food - has become more obscure as
Western culture's obsession with weight and body shape has increased. Anorexia
nervosa (the restricting and denial of food) and bulimia nervosa (the binge/purge cycles
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with food) are pathologic extremes of a continuum of weight related beliefs and
behaviors that are so commonly seen in young women in the United States, and in
cultures that are influenced by Western weight and dieting standards that are considered
to be normal (Friday, 1996; Hsu, 1996; Zerbe, 1999). Concerns about weight, calories,
or figure can be seen as very common and normative especially among most adolescent
and adult females. Body dissatisfaction and the desire to lose weight are considered the
norm for more than 70% of young women today (Heatherton, Nichols, Mahamedi, and
Keel, 1995; Powers, 1996).
Healthy eating versus eating disordered behavior falls along a spectrum that has
dynamic patterns of change throughout the life cycle according to Squire ( 1983 ). The
"Eating Arc" (Figure 1) described by Squire (1983) gives the range of eating behaviors
and attitudes· held by countless individuals today, generated in part by the cultural
demand for slimness. On the far right of the spectrum is the occasional dieter who can
sensibly cut back on food and increases their activity when they have situational over
eating, such as during the holidays. Occasional dieters are aware of their weight but not
preoccupied with it. These individuals avoid extreme dieting and overeating. The
normal eaters are those that are content with their bodies as they are. Their weight is
stable and maintained without much thought. Food is eaten when they are hungry and
they stopeating when they are full. Women who fall in these two categories are a very
small minority (Squire, 1983). For the remainder of women there is much overlap and
interchange on eating behaviors along the arc. Research by Van der Ham, Meulman, Van
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Strien, and Van Engeland ( 1997) further supports the spectrum hypothesis that eating
disorders are one syndrome with different manifestations.
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Figure 1. The Eating Arc. Adapted from Squire, S. (1983). The slender balance: causes

and cures for bulimia, anorexia & the weight-loss I weight-gain seesaw. New York: G.P.
Putnam's Sons.
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The diagnosis of anorexia or bulimia nervosa is determined when the pursuit of
thinness becomes more entrenched, ascetic restriction of food worsens, binge and purge
cycles become more frequent, and the preoccupation with body image becomes more
distorted. The American Psychiatric Association' s Diagnostic and Statistical Manual of
Mental Disorders fourth edition (1994), (DSM-IV) has developed criteria to aid health
professionals in making eating disorder diagnoses.
These diagnoses have been developed through extensive research and thorough
review by practicing clinicians. This diagnostic guide aids in the assessment of patients,
allows patients to know when their condition is serious enough to justify a psychiatric
diagnosis, and promotes communication with other professionals. The DSM-IV (1994)
relevant diagnostic criteria to this study will be presented later in this chapter (see
definition of concepts).
These diagnostic criteria aid in the confirmation of patients with eating disorders
that pose a major therapeutic challenge to clinicians, but the reality is there are many
women who may not be formally diagnosed but also struggle with unhealthy feelings
about their bodies and eating. There is an important need for health care providers to
recognize these groups of women before an eating disorder ensues. Throughout this
research there is reference made to the DSM-IV (1994) diagnostic criteria.
Statement of the Problem
Eating problems among women are widespread but often go unrecognized. By
age 18, more than 50% of young girls perceive themselves as being too fat in spite of the
fact that they have a normal weight (Woodside, 1995). In 1973 Hilda Bruch stated,
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"There are dozens if not hundreds of youngsters who waste their efforts and energies in
trying to be thinner and slimmer than is natural for their body build or compatible with a
healthy, effective life. Our whole society is so preoccupied with slimness that there is a
need to draw attention to the fact that many can achieve it only at a great sacrifice of
health and competence" (p. 384).
Anorexia and bulimia nervosa are two of the most common psychiatric disorders
to affect young women today (Deters, 1998). Research has estimated that approximately
twenty percent of the total adult female population in the U.S. between ages 12 and 30 are
experiencing a major eating disorder (Jones, 1997). There are approximately five million
Americans affected by an eating disorder each year (Becker, Grinspoon, Klibanski, and
Hertzog, 1999), of that, 90% are adolescent and young adult women (US Public Health
Service' s Office on Women's Health, 1999). The DSM-IV (1994) prevalence figures for
anorexia among adolescent and young adult females is .5-1 %. The same source gives a
prevalence for bulimia of 1-3 % among females. Current practice trends indicate a much
higher occurrence rate than these demonstrate, especially in middle, high school, and
college populations, where estimates run as high as 25% (Deters, 1998).
A profound disturbance of body image is the primary indication of both anorexia
and bulimia nervosa, but they have serious medical complications. The medical sequela
can affect all body systems and be implicated in the patient's sudden death, even with the
presence of normal laboratory values (Carney and Andersen, 1996; Herzog, Deter, Fiehn,
and Petzold, 1997). Anorexia nervosa has a mortality rate of 8% to 18% when indexed
cases are followed for 10 to 20 years. The mortality rate of bulimia nervosa has not been
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determined as it has only been studied in the past twenty years. It is likely that the longterm medical complications of bulimia nervosa are severe and frequently under diagnosed
(Halmi, 1994; Hsu, 1992; Zerbe, 1995).

Eating disorders are severe, progressive, and

may result in long term health consequences and early death without intervention and
treatment.
Eating-related problems among college women presents a significant health
concern on university campuses (Schwitzer, Bergholz, Dore, and Salimi, 1998). Body
image dissatisfaction, weight preoccupation, and unhealthy weight management are
widespread among even normal weight students (Harris, 1995). This is not and
unexpected finding when a college is looked at from organizational, community, and
societal perspectives. From an organizational stand-point, the college furnishes the
situation within which weight-related behaviors are acted out; a college is a community,
and on the community level, the campus provides a context within which individuals live.
Communities have values and interests in common that provide social support for weight
related issues be it being thinner or fatter. On a societal level, colleges generate social
values that affect students' choices about weight control. According to Sobal (1995)
these perspectives maintain an environment that may support or restrain changes in
behaviors and weight levels.
A college community has groups of individuals that seem to be at greater risk of
developing eating-related problems. The focus with these groups is an emphasis on body
weight and shape for professional competence and socialization. Crandall ( 1988)
discusses the premise that if eating, dieting, and losing weight are valued by members of
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a social group, rules concerning these behaviors will be defined. Deviation from these
expectations will result in rejection by the group. Examples of those groups that may be
at increased risk for developing eating disorders on campuses are theatre majors, dancers,
athletes, and sorority women (Halmi, 1994; Schulken, Pinciaro, Sawyer, Jensen, and
Hoban, 1997).
Given the above description of the problem this research set out to address the
following questions regarding female campus health clinic patients:
Research Questions
1.

Between l l/l/1997-12/31/1999 how many female campus health clinic
patients met the DSM-IV diagnostic criteria for anorexia or bulimia
nervosa?

2.

Are there differences in selected biological, psychological, and societal
characteristics of those individuals identified with anorexia nervosa and
those with bulimia nervosa?

3.

Are there differences in utilization of multidisciplinary services between
anorectic and bulimic patients as measured by their follow through with
referrals to medical providers, counseling and psychological services, and
nutritional services; and the number of sessions attended with each?

4.

What are the most frequent comorbid psychological diagnoses of anorectic
and bulimic patients?
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Definition of Concepts
Anorexia nervosa - is a clinical diagnosis based on weight loss leading to body
weight 15% below expected, a distorted body image, fear of weight gain or of loss of
control over food intake, and the absence of at least three consecutive menstrual cycles.
The DSM-IV (1994) diagnostic criteria for anorexia nervosa:
• Refusal to maintain body weight at or above a minimally normal weight for
age and height (e.g. 85% of that expected).
• Intense fear of gaining weight or becoming fat, even though underweight.
• Disturbance in the way in which one's body weight or shape is experienced,
undue influence of body weight or shape on self-evaluation, or denial of the
seriousness of the current low body weight.
• In post-menarcheal females, amenorrhea, the absence of at least three
consecutive menstrual cycles.
In DSM-IV anorexia nervosa is separated into two subtypes a restricting type and a
binge-eating/purging type. The binge-eating/purging group includes those anorectics
who vomit and take laxatives or diuretics. The presence of excessive exercise as a
method of weight control without purging behavior does not necessitate this subtype
diagnosis.
Bulimia nervosa - is the episodic uncontrolled ingestion of large quantities of food
followed by recurrent inappropriate compensatory behaviors in order to prevent weight
gain, such as self-induced vomiting, diuretics or laxatives, strict dieting, or rigorous
exercise. There is a pathological concern with weight and shape.
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The DSM-IV (1994) diagnostic criteria for bulimia nervosa include:
•

Recurrent episodes of binge eating. An episode of binge eating is
characterized by both of the following: 1) Eating, in a discrete period of
time (for example, within any two hour period), an amount of food that is
definitely larger than most people would eat during a similar period of
time and under similar circumstances. 2) A sense of lack of control over
eating during the episode (a feeling that one cannot stop eating or control
what or how much one is eating).

•

Recurrent inappropriate compensatory behavior to prevent weight gain,
such as self-induced vomiting, misuse of laxatives, diuretics or other
medication; fasting or excessive exercise.

•

The binge eating and inappropriate compensatory behaviors both occur, on
average, at least twice a week for three months.

•

Self-evaluation is unduly influenced by body shape and weight.

•

The disturbance does not occur exclusively during episodes of anorexia
nervosa.

There are two types of bulimia nervosa: In the purging type the individual
regularly engages in self-induced vomiting or the misuse of laxatives or diuretics. The
non-purging type individual uses other inappropriate compensatory behaviors, such as
fasting or excessive exercise, but does not regularly engage in self-induced vomiting or
the misuse of laxatives or diuretics. Most of the manifestations of bulimia revolve around
a dysfunctional relationship with food. Despite the fact that bulimics share many
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characteristics with anorectics, such as over concern with body weight and a fear of
becoming fat, bulimics will normally vary some in their weight, where anorectics
generally demonstrate an on-going pattern of low weight levels.
Biological vulnerability - the physiological predisposition with possible genetic
determinants in persons at risk of developing anorexia or bulimia nervosa. For example
biological factors may be mediated by pubertal endocrine changes to initiate the disorder.
The age of onset of dieting is a consideration.
Psychological vulnerability - specific early experiences and family influences may
cause intrapsychic conflicts that are a factor in determining psychologic predisposition.
Psychological conflicts lead to personality and behavioral changes that influence dieting
behavior (Lucas, 1981 ).
Societal influences - are the norms, standards, or values of a society or culture.
The risk factors for an eating disorder are: the value placed on a thin physique, the norm
of dieting, the value of perfection, the choice of certain professions, and the influence of
the media on these values and standards (White, 1992a).
Comorbid diagnosis - a disease or condition that is frequently associated with the
primary diagnosed illness. The comorbid psychological diagnoses most often seen with
anorexia or bulimia nervosa are affective disorders, such as, depression, anxiety, and
personality disorders.
College health - is recognized as an area of health practice on a college campus
that is focused on supporting, encouraging, teaching, counseling, and treating students.
The American Nurses' Association (1990) defined the mission of college health as being
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directed toward heightening the educational process by modifying or removing healthrelated barriers to learning, promoting optimal wellness, enabling individuals to make
knowledgeable decisions about health concerns, and encouraging students to be selfdirected and well-informed consumers of health care.
Multidisciplinary approach - emphasizes a collaborative effort to address eating
disorders that includes medical providers, counseling and psychological services
personnel, and nutritionists. A coordinated team approach to treatment is indicated due to
the multifaceted nature of these eating disorders.
Utilization - in the context of this research, means to make use of the treatment
available for eating disorders through a multidisciplinary approach. In this study this will
be measured by follow through with referrals to the team members and the number of
client visits to each ..
Significance of the Study
The proposed study is important for a number of reasons. Anorexia and bulimia
nervosa are significant health problems for women today and are a concern for the health
professionals who work with them. These conditions are becoming more prevalent, and
it can be anticipated that they will continue to have a substantial impact on the health of
these women and on direct and indirect costs to society. Understanding the problem is
necessary for its recognition and the development of helping resources. It is important to
recognize the early signs of anorexia and bulimia nervosa, since early intervention may
be more successful than later when the individual has developed additional psychiatric
comorbidities and physical disabilities. Research has indicated that disordered eating
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attitudes and behaviors are related to poorer psychological health including lower selfesteem and higher levels of depression and body dissatisfaction (Katzman and Wolchik,
1984; Mintz and Betz, 1988). The depression, shame and painful sense of isolation
caused by eating disorders disrupts families , interrupts schooling, damages careers, and
destroys relationships.
Research with college females indicate that they experience disordered eating
patterns at a rate 20 times greater than diagnosable eating disorders (Mintz and Betz,
1988). Based on these and other studies indicating that college women are at greater risk,
it seems important to research not only diagnosable eating disorders but also subclinical
patterns of disordered eating within a sociopsychological context. College students as a
group are more focused on body image, personal attractiveness, physical fitness, and
weight management than other healthcare issues (Gallagher, Golin, and Kelleher, 1992).
There is a growing need in campus health for more active prevention and educational
services in this area (Bums, 1990). This study will contribute to identifying the profile
of women seen in the college health setting who may be experiencing problematic eating
before it becomes an eating disorder with the major sequelae.
Summary

Anorexia and bulimia nervosa represent the extremes of eating disordered
behavior and are an important problem in a college health population. In the preceding
pages the background and significance of these two entities was discussed and how they
affect young women today. This study will investigate through a retrospective chart
analysis the incidence of anorexia and bulimia nervosa in a college health setting,
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characteristics that these women exhibited, and the utilization of a multidisciplinary
treatment approach by eating disordered women.
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CHAPTER II
CONCEPTUAL FRAMEWORK AND REVIEW OF THE LITERATURE
Anorexia and bulimia nervosa create significant health problems for young
women today and are a major concern for the health professionals who work with them.
The review of literature is done to create a picture of what is known and not known about
a specific disease or situation (Bums and Grove, 1993). This background lays a
foundation for new research. The information includes theoretical and empirical work
that has been done concerning eating disorders, what is considered to be the current
understanding of the issues, the application of the research to the present study, and what
future research is needed in the area. This chapter also describes the conceptual
framework upon which the study is based. Bums and Grove (1993) define a conceptual
framework as a set of abstract ideas that explains phenomena of interest, makes
assumptions, and demonstrates a philosophical stance. Engel ' s (1977) Biopsychosocial
Model was used to guide this investigation.
Conceptual Framework
This study uses the Biopsychosocial Model as the conceptual framework. Weiner
(1977) recognized the importance of incorporating the interrelationship of multiple
predispositions to disease, including genetics, physiologic experiences, culture,
education, nutrition, and childhood experiences into any comprehensive theory of
disease. This concept was further elaborated on by Engel ( 1977) who felt that all diseases
should be viewed within the framework that the biochemical defect of an individual
constitutes but one factor in the complex interaction that may culminate in the
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manifestation of illness. The factors that predispose an individual to a disease are not
necessarily the same that trigger it and may or may not be the ones that sustain a disease.
The Biopsychosocial Model
In 1977 George Engel outlined a theoretical framework that demonstrated that
inclusion of somatic and psychological factors in viewing disease was indispensable.
Engel felt that emphasis on the biomedical and exclusion of the psychosocial distorted
perspectives and interfered with patient care. Engel's views are just as applicable today
and provide a foundation for research, a framework for teaching, and a holistic approach
to patient care.
Assumptions
There were six stated assumptions made by Engel ( 1977) in outlining the
Biopsychosocial Model. The first assumption is that the presence of a biochemical defect
indicating disease constitutes but one factor among many in the complex interaction
which may finally culminate in active disease or the experience of illness. How
symptoms are experienced, how they are reported by an individual, and how they affect
the individual, ~.11 require consideration of the psychological, social, and cultural factors
and also consideration of pre~xisting or complicating biological factors (Engel, 1977).
The second assumption establishes that a relationship between particular biochemical
processes and the clinical data of illness needs a scientifically rational approach to
behavioral and psychosocial data, for most clinical phenomena are reported by patients in
these terms. Without this the reliability of observations, and the validity of correlations
will be weakened. The ability to elicit accurately and analyze correctly the patient's
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verbal account of his illness experience is an essential skill of the health care provider
(Engel, 1977). The third assumption is that psychophysiologic responses to life change
can interact with existing somatic factors to change susceptibility and in doing this
influence the time of onset, the severity, and the course of a disease (Engel, 1977).
The fourth assumption made by Engel ( 1977) was that psychological and social
factors are important in determining if and when patients with an illness come to see
themselves or be seen by others as sick. The biochemical defect or physiologic aspects
may determine certain characteristics of the disease, but not the point where the patient
becomes ill or accepts the status of being unwell. Assumption five is that treatment
directed at only the correction of a biochemical abnormality does not necessarily return
the patient to health even with the correction or major alleviation of the abnormality.
Other factors combine to maintain illness in the face of biochemical recovery.
Psychological and social variables are seen as responsible for the discrepancies between
correction of biological abnormalities and treatment outcomes (Engel, 1977).
Assumption six discusses the influence that the relationship between patient and health
care provider has on therapeutic outcomes. Even with the application of rational
therapies these psychological effects can directly modify the illness experience or
indirectly affect underlying biochemical processes. Ader (1973) discussed the
implications of the interaction between psychophysiological reactions and biochemical
processes implicated in disease.
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Application of the Biopsychosocial Model
The Biopsychosocial Model provides a relevant framework for conceptualizing
anorexia and bulimia nervosa as disease entities having foundations in three domains the biologic, the psycho logic, and the social. Figure 2 is a diagram of the
Biopsychosocial Model initially proposed by Lucas ( 1981 ), later expanded by Ploog
( 1984), and further developed by Halmi ( 1995), that demonstrates the applicability of the
model to this research. This study focuses on the three concepts; biological vulnerability,
psychological vulnerability, and societal influences.

BIOLOGICAL
VULNERABILITY
Family history of eating disorder
Age

Ethnicity
Age of onset of dieting

1r

PSYCHOLOGICAL
VULNERABILITY
Family history of psychological illness - - - - •
Parental involvement

ll

-----

Physiological
changes

Mental /
changes

SOCIETAL INFLUENCES
Triggering factors for eating disorder
Athletic involvement
Sorority involvement

Sustaining factors

Figure 2. Biopsychosocial Model for anorexia nervosa and bulimia nervosa. Adapted from Halmi, K. A. (1995). Current
concepts and definitions. In G. Szmukler, C. Dare, & J. Treasure (Eds.), Handbook of eating disorders: theory, treatment. and
research. New York: John Wiley & Sons.
N

'-0
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Lucas ( 1981) was applying the model to anorexia nervosa but it is equally valid
when applied to bulimia nervosa (Halmi, 1995). Both are multifactorial in their
development. Societal influences and expectations promote the idealization of thinness
and can induce dieting which may promote an eating disorder in a biologically vulnerable
woman. Biological factors may be mediated by endocrine changes or imbalances that
initiate the disordered eating. These medical aspects play a significant role in sustaining
the behavior. Early experiences and family influences can cause intrapsychic conflicts
that support the psychological potential for an eating disorder. Psychologic problems
lead to personality and behavioral changes which promotes continuation of the disordered
eating behavior. Eating disorders are dynamic disorders. Each individual has multiple
factors that predispose them to the illness, precipitate the illness, promote the illness, and
effect potential for improvement.
Garfinkel and Gamer ( 1982) summarized the fundamental premises that are
emphasized by the multirisk factor model: (1) interaction between predisposing forces
acting on an individual can initiate illness; (2) of the many individuals with the
predisposition to a disease only some actually develop it; (3) for people with an illness,
the interaction of predisposing factors will differ; and (4) the same predisposing factors
can actually develop in different individuals in different ways. This model supports
consideration of factor interaction when approaching the predisposing factors and
outcomes of eating disorders
Anorexia and bulimia nervosa are seen as the end-points of a number of
etiological factors interacting with one another. Viewing demographic variables, such as
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age, sex, socioeconomic level as risk factors and their interaction with the various
intrapsychic, biochemical, familial, and cultural variables is invaluable in understanding
the development and maintenance of anorexia and bulimia nervosa (Bilich, 1989; Cooper,
1995). This model encourages the consideration of factor interaction in addressing eating
disordered behavior. It recognizes that the disorders vary in severity, from a very mild
form that may remit spontaneously to varying forms of severe illness. Appropriate
treatment is chosen by evaluating the impact of the many causative and perpetuating
influences on the individual. Utilizing demographic data on eating disordered college
health students within the context of this model allows for identification of a profile of
those students who are premorbidly at risk for developing these eating disorders.
Review of Literature
Eating disorders are not new phenomena but most likely occurred in other
societies for different reasons than are seen today (Bell, 1985; Bemporad, 1996). Bell
( 1985) described the lives of several saints and holy women who developed a syndrome
that was similar yet different from the clinical syndrome of anorexia seen in our culture
now. The cultures in which these young women mystics lived valued spiritual health,
fasting, and self-denial mucli as our own values thinness, self-control, and athleticism.
Richard Morton ( 1689) is credited with the first accepted descriptive account of
anorexia nervosa in his Pthisiologica - or a treatise of consumptions. He termed the
condition a "nervous consumption". Morton described two cases of self-starvation and
compared them to wasting-states due to medical illness. Modern historical accounts of
anorexia nervosa began with publications by Sir William Gull in England in 1874 and Dr.
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C. Lesegue in Paris in 1873 according to Camey and Andersen (1996). The condition
was noted by Gull to be a "morbid mental state" without typical wasting medical disease.
The illness was seen predominantly in females between the ages of 16 and 23.
Amenorrhea, constipation, loss of appetite, slow respiration, slow pulse, and extreme
emaciation were primary symptoms along with restlessness. Many of these same features
are noted in the DSM-IV (1994) diagnostic criteria and attributed to the disorder today.
The term "anorexia nervosa" literally means "nervous loss of appetite". The lack
of appetite was originally considered the primary disturbance. It is now seen that there is
no appetite loss. Anorectics acknowledge that they are constantly hungry and obsessed
with food.
From 1930-1960 much of the focus went from medical causation to a
psychoanalytic view without observable benefit to the anorectic condition. A major
breakthrough in our understanding of anorexia nervosa came through the writings of Dr.
Hilda Bruch ( 1973 ). The studies on the anorectic' s beliefs and assumptions in the
process of psychotherapy laid the foundation for modem cognitive therapy of eating
disorders. Her research into the psyche of anorexic patients found that three areas of
disordered function could be recognized (Bruch, 1973 pp. 251-253) :
1.... a disturbance of delusional proportions in the body image and body concept.
Cachexia is regarded with unconcern, and is defended as normal and right, and as
the only possible security against the dreaded fate of being fat. The true anorexic
is identified with her skeleton-like appearance, denies its abnormality, and
actively maintains it.
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2 .... a disturbance in the accuracy of the perception or cognitive interpretation of
stimuli arising in the body, with failure to recognize signs of nutritional need as
the most pronounced deficiency. Awareness of hunger in the ordinary sense
seems to be absent. The patient's sullen comment, 'I do not need to eat' , probably
expresses what she feels and experiences most of the time.
3 .... a paralyzing sense of ineffectiveness which pervades all thinking and
activities. They experience themselves as acting only in response to demands
coming from other people in situations, and not as doing things because they want
to.
Crisp (1980; 1997) views anorexia nervosa as an individual's attempt to cope with
fears and conflicts associated with psycho biological maturity. The dieting, and
consequent starvation are the mechanisms which allow the patient to regress to a
prepubertal shape, hormonal status, and experience. The regression provides the anorexic
with a sense of control and decreases fears by reversing the pubertal process and all of its
social and psychological impacts.
Bulimia, quite different from anorexia is overeating, and has been know for
centuries. The historical account of bulimia nervosa as a diagnosable disorder has only
been since 1979. Russell ( 1979) defined three disturbances of eating that supported the
initiation of the diagnostic term of bulimia nervosa: 1) intractable urges to overeat; 2)
avoidance of the fattening effects of food by vomiting and/or abusing purgatives; 3) a
morbid fear of becoming fat. These disturbances were felt to be interdependent, with the
fear of fatness sustaining the other abnormal behaviors. The new syndrome was different
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from anorexia nervosa but linked by sharing the same morbid fear of fatness and in many
cases there had often been a previous episode of anorexia nervosa.
There is very little doubt in the literature that the incidence of true bulimia
nervosa by diagnostic criteria has increased during the l 980's and has surpassed that of
anorexia nervosa (Hall and Hay, 1991 ; Hoek, 1991). Russell ' s ( 1997) views on the
causation of the upsurge of bulimia nervosa are tentative. The morbid preoccupation with
body size is most consistent with today's social idealization of thinness which is
pervasive in Western societies. Women respond to the social pressures by experimenting
with weight reduction diets.
There has been in recent years a gradual acceptance of a multifactorial origin for
anorexia and bulimia nervosa. No other approach seems to adequately address these
difficult disorders. The etiology of anorexia and bulimia nervosa is complex and
influenced by developmental, social, and biological processes (Gamer, 1993 ; Treasure
and Campbell, 1994); however, the precise nature of these relationships remain
incompletely understood (Kaye, Gendall, and Strober, 1998). The multifactorial origin of
anorexia and bulimia nervosa is the concept the Biopsychosocial Model is based on and
what will be discussed further in this chapter.
Biologic Vulnerability
Eating disorders tend to run in families (Strober, Lampert, Morrell, Burroughs,
and Jacobs, 1990; Zerbe, 1999). A genetic predisposition in anorexia nervosa is
supported by the higher incidence occurring in monozygotic than in dizygotic twins
(Halmi, 1992). In a comparison study of families of anorectic patients with families of
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nonanorectic psychiatrically disordered patients, increased rates of the eating disorders
(including anorexia and bulimia nervosa) was reported in the 1st_and 2nd-degree relatives
of those individuals (Strober, 1984). Strober (1995) states that anorexia and bulimia
nervosa appear to be several times more common among the biological relatives of
anorexic and bulimic probands than in the general population, a finding that indicates the
existence of some mechanism of transmissibility of illness within families. The
assumption is also made that affective disorders are several times more likely to develop
in the biological kin of individuals with eating disorders than in people drawn randomly
from the general population (Strober, 1995).
There is an increasing body of evidence demonstrating that the biological
vulnerability may be a susceptibility to dysregulation or dysfunction of neurotransmitter
systems that regulate eating behavior as well as affect (Kaye and Weltzin, 1991; Kaye et
al., 1998). Brain serotonin activity effects satiety. According to Kaye and Weltzin
( 1991) it appears that theoretically binging behavior is consistent with reduced serotonin
function and anorexia nervosa is consistent with increased serotonin activity. Brain
serotonin abnormalities may well contribute to psychopathologic behaviors such as
dysphoric mood, problems with impulse control, and obsessional behavior, as well as
neuroendocrine disturbances. A focus of on-going research is the role that functional
dysregulation of serotonin and other disturbances in the neurotransmitter systems have in
determining the etiological link in eating disorders. Emerging data is supporting the
probability that biologic vulnerabilities do contribute to the pathogenesis of anorexia and
bulimia nervosa.
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Anorexia and bulimia nervosa are two of the most common psychiatric disorders
to affect young women today (Deters, 1998). Research has estimated that approximately
twenty percent of the total adult female population in the U.S . between ages 12 and 30 are
experiencing a major eating disorder (Jones, 1997). There are nearly five million
Americans affected by an eating disorder each year (Becker et al. , 1999), of that, 90% are
adolescent and young adult women (US Public Health Service' s Office on Women' s
Health, 1999). Current practice trends indicate an estimated occurrence rate as high as
25% in middle, highschool, and college populations (Deters, 1998).
Psychological Vulnerability
There are many issues that put a developing adolescent female at increased risk
for an eating disorder. The issues of identity, body image, autonomy, and separationindividuation are important in identifying risk factors in young women (White, 1992b).
Anorectic patients have been described as growing up in families where parental
conflict is pronounced but well hidden. The individual is placed in a premature adult role
to serve as a confidante to a needy parent or attempt to make order of the emotional chaos
of the family (Zerbe, 1999). Self-starvation becomes the means of asserting autonomy
and separating from her family of origin (Bruch, 1973; Crisp, 1980; Zerbe, 1995). The
eating disorder creates a way for the individual to unconsciously sever a bond with an
emotionally unhealthy and ineffective parent. According to Minuchen, Rosman, and
Baker (1978) the anorexic patient's focus on weight and eating shields the family from
having to work out more emotionally laden difficulties.
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The family life of bulimic patients is exemplified by a stark lack of parental
involvement and care. The bulimic finds solace in food as the ultimate care giver (Zerbe,
1999). Eating provides an escape from the loneliness, feelings of abandonment and
depression, and the lack of loving, supportive people in the individual' s life. Low levels
of cohesion, disorganization, and non-expressiveness have been noted in bulimic families
(Attie and Brookes-Gunn, 1989).
Today ' s society and the changing of family life have created an environment
where an adolescent female may experience conflict over what society' s ideals are and
which ones should be incorporated. White ( 1992b) suggests that as girls move into self
development and fulfillment, this contemporary struggle for female identity can be the
foundation for an eating disorder.
A study by Cauffman and Steinberg ( 1996) was based on the assumption that
eating problems develop in young girls as a result of interactions between two aspects of
adolescent development. The interactions were between the specific physical challenges
of puberty and the psychological and social challenges of early adolescence.
The social influence on body image starts in infancy and continues throughout the
life of an individual. There has been increasing focus on the effects of physical attributes
and self-perceptions of the body on the behaviors, cognition, and affect of women. Body
dissatisfaction in women with an eating disorder is seen as a multidimensional concern
that involves perceptual, attitudinal, and behavioral features.
Hilde Bruch ( 1973) was one of the first to describe the body image disturbance
among her adolescent patients. In spite of their emaciated often skeletal appearance these
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young women demonstrated no concern for their condition and maintained that they were
fat. According to Bruch (1973) a disparity had developed between the reality of their
appearance and their perception of it. The emphasis these women placed on their body
image had reached delusional proportions which she felt was the key to a diagnosis of
anorexia nervosa.
Sociocultural Factors
According to White ( 1992a) sociocultural factors are the norms, standards, or
values of a society or culture. These cultural norms, rules and ideals are imparted by
individuals, families, and other groups of people. The impact of mass media in the
twentieth century has been a major factor in encouraging thinness, promoting the
obsession with weight control, and in decreasing variety in body-shape ideals. White
(1992a) believed there were factors that put women at greater risk for developing eating
disorders. The factors were the value placed on a slender body shape; the norm of
dieting; the value placed on perfection; the influence of the media on these values, norms
and standards; and the choice of certain professions. Sociocultural theory associates
environments that markedly emphasize dieting and thinness with pressuring women to
conform to unrealistic standards (Fontaine, 1991; Nemeroff, Stein, Diehl and Smilack,
1994; Striegel-Moore, Silberstein, and Rodin, 1986). Sociological theory is grounded in
the supposition that individuals don't function independently of their society.
Culture is considered one of the most powerful determinants of body weight as it
sets the conditions for eating and related activities and also attaches moral and social
meanings to weight (Fontaine, 1991). The historic move from the plumper more

39
rounded look of the Rubenesque nude to the emaciated look of the Twiggy models of the
l 970's has been researched by Silverstein, Perdue, Peterson, Vogel, and Fantini ( 1986).
The current desire in Western societies for women to have a slender and fit physique has
become associated with a preoccupation with weight and shape (White, 1992a). Research
by Stice, Schupack-Neuberg, Shaw, and Stein (1994) evaluated the relationship of media
exposure to eating disorder symptoms and tested whether gender-role endorsement, ideal
body stereotype internalization and body satisfaction mediated this effect. The sample
included 238 female undergraduates. The results supported that internalization of
sociocultural pressures mediates the adverse effects of the thin ideal. Gender-role
endorsement was related to ideal body stereotype internalization, which correspondingly
predicted body dissatisfaction. A significant relationship between body dissatisfaction
and eating pathology was demonstrated.
Three explanations for this high value placed on thinness have been outlined by
Polivy and Herman (1987): (a) the aesthetics of physique where thin women are seen as
more beautiful and as having greater sexual allure; (b) the personality correlates that are
associated with being thin such as power and health; (c) behaviors that are construed from
the thin toned body shape reflecting the type of self-control required to achieve and
master these. The underlying message is that life and a woman don't measure up unless
you seek the cultural stereotype. For the vast majority of women this is an unattainable
goal that has become a threat to body image, self-esteem and is a significant factor in the
development of eating and self-image disorders.
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A college community has individuals that seem to be at greater risk of developing
eating-related problems. These individuals belong to such groups as: theatre majors,
dancers, athletes, and sorority women (Halmi, 1994; Schulken et al. , 1997). The focus
within these groups is an emphasis on body weight and shape for professional
competence and socialization. If eating, dieting, and losing weight are valued by
members of a social group, rules concerning these behaviors will be defined (Crandall,
1988). Deviation from these expectations will result in rejection by the group (Crandall,
1988).
Dieting and the Perpetuating Factors
Though this study does not focus on the following aspects of the model the
investigator felt for comprehensive understanding they should be discussed. Dieting and
the perpetuating factors are important considerations in the research on eating disorders.
Dieting
Dieting is the conscious restriction of intake of food in order to control or lose
weight (Hsu, 1996). Concerns about weight, calories, or figure can be seen as very
common and normative among most adolescent and adult females. Body dissatisfaction
and the desire to lose weight are considered the norm for more than 70% of young
women today (Heatherton et al. , 1995; Powers, 1996).
A prospective epidemiological study by Patton, Johnson-Sabine, and Wood

(1990) studied 230 fifteen year old London school girls. The point prevalence of dieting
was estimated to be 31 % (n=61). At one year follow-up, 176 of the original 230 girls
were reinterviewed. Of primary interest is the fact that among the 61 original dieters,
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21 % (n= 13) had become eating disordered; 3 8% (n=23) remained dieters; and 41 %
(n=25) were non dieters. In contrast, 3% of the original 98 dieters had developed an
eating disorder; 13% (n=l3) had become dieters; and 82 remained as non dieters. Among
the many risk factors studied, the researchers found that higher weight, familial obesity
or dieting, and social stress correlated with dieting behavior; and changes stated on the
General Health Questionnaire were indicators for those who became eating disordered ..
It appears that general psychopathology mediates the effect of dieting behavior to result

in the onset of an eating disorder (Patton et al. , 1990).
In a study reviewed by Hsu ( 1996) and done by Huenemann, Shapiro, Hampton,
and Mitchell ( 1966), 900 California highschool students were followed from the 9th to the
12th grade. The results found that 25% of the girls were overweight by measurement but
more than 50% described themselves as being fat and were concerned about it. The
percentage of overweight girls remained constant over time but the number of girls who
felt fat increased as they grew older. Unexpectedly the number of girls actually dieting to
lose weight decreased over time. Whites and Orientals were much more likely than
blacks to think of themselves as fat.
In a Centers for Disease Control cross-sectional survey by Williamson, Serdula,
Levy, and Byers (1992), 39% of adult women and over 25% of men reported that they
were trying to lose weight. This proportion exceeds the prevalence of obesity in the
population, and a major proportion of those who are dieting particularly adolescents and
young women are not overweight. Williamson et al. (1992) found that 40% of women
aged 18-29 years reported trying to lose weight and an additional 29% were trying to
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maintain their weight by dietary restriction. Chronic or intermittent dieting is the most
common weight control strategy used by individuals (Williamson et al., 1992). Dieting
behavior according to Williamson et al. (1992) does not always promote actual weight
loss and may in fact reduce the likelihood of it happening.
Research has shown that weight preoccupation and dieting behavior are major
risk factors in the pathogenesis of an eating disorder; in non-Western cultures the
prevalence of eating disorders has increased as dieting behavior has become more
common (Hsu, 1996). This is not to say that everyone who diets develops an eating
disorder. Dieting and the onset of an eating disorder according to Bruch (1973) are two
separate events. Dieting or other purposeful changes in food choices are often begun as a
coping mechanism or as a response to feelings of insecurity or negative life events (Rock
and Curran-Celentano, 1996). The mechanism that triggers the development of an eating
disorder is still unknown (Halmi, 1995). Nonetheless, the research and clinical literature
view dieting as a precipitating factor in the development of an eating disorder (White,
1992a). Eating disorders are found most often in the specific groups that are involved in
dieting and weight loss which are notably white, middle to upper class women (Wilson,
1993).
Polivy and Herman ( 1987) linked reducing diets to the ideas of the value of a
slender physique. Dietary restraint has been connected to binge eating, creating a cycle
of restricting and binging and then restricting again (Polivy, 1996). Under experimental
conditions the food cognitions and eating behaviors of individuals who are intentionally
limiting their intake differ from those who are not dieting. Restrained eaters in eating
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studies typically eat more food following a preload when they feel that they have already
deviated from their diet by eating something high in calories. This behavior occurs no
matter what the actual amount of calories consumed in the preload and is in marked
contrast to spontaneous regulation of intake to meet energy needs, which would be
evident if the person ate less following a more energy dense preload (Polivy, 1996).
The classical study of food restriction done by Keys, Brozek, Henschel,
Mickelson, and Taylor (1950) found many psychological reactions to starvation. Normal
weight non- dieting men were asked to restrict their eating for six months to lose 25% of
their initial body weight so that the effects of starvation could be studied. The men were ·
fed only 75% of their typical intake and this was further reduced until they were at 76%
of their body weight. The individuals became increasingly focused on food. High levels
of anxiety, irritability, along with apathy and lethargy were noted. Cognitive disruptions
including distractibility were apparent in the subjects. The most striking results were
related to the fact that after the study, these previously normal healthy eaters began to
binge when food was available. The subjects reported feeling out of control of their
eating and obsessed with food. Food restriction seemed to produce binge eating in
previously normal eaters (Keys et al., 1950).
Perpetuating Factors
As can be seen in the model and supported by researchers, dieting appears to be
the precipitating behavior for an eating disorder in a vulnerable individual. The
cumulative effects of biopsychosocial factors initiates dieting, which in turn leads to
weight loss and extremes in eating behavior. The results are malnutrition with its
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associated physiologic and mental changes (Lucas, 1981 ; Halmi, 1995). These changes
constitute the starvation disease described by Keys (1950). Recent research by Fichter
and Pirke (1995) demonstrate overwhelming evidence that most of the endocrine
abnormalities are a consequence of temporarily reduced food intake (starvation).
Robinson and McHugh (1997) in their research believed that gastric responses to
starvation were just one of several physiological events that did not precipitate but
sustained an eating disorder that was initiated by rigorous dieting. Their contention was
that these "peripheral" physiological events in eating disorders determined a
pathophysiology that follows but sustains the psychosocially induced commitment to
dieting. Pathophysiological responses gives the individual sensations of fullness that not
only inhibit feeding itself, but also (a) act as conditioned signals tied to body weight,
promoting increased efforts at dieting, and (b) induce fear and depression in these
individuals committed to controlling their body weight (Robinson and McHugh, 1997).
A vicious cycle is generated in which physical and mental changes promote
further dieting and psychological denial of the illness. The cycle is relentless and
becomes self-perpetuating.
Comorbid Psychological Diagnoses
There have been many studies addressing the incidence of comorbid
psychological diagnoses in eating disorders. The research has looked at disorders that
precede, occur with, and persist or develop after treatment for the eating disorder.
Knowledge of comorbidity and outcome in anorexia and bulimia nervosa aids in
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understanding the mostly unknown pathogenesis and nature of these disorders and
impacts clinical applications for treatment.
Results of a review of current literature by Hertzog, Nussbaum, and Marmor
( 1996) found an almost universal occurrence of an affective disturbance among anorectics
with reports from 52% to as high as 98%. Depression is the most common affective
disorder seen among anorectics and bulimics (Hertzog et al., 1996).
A study by Halmi, Eckert, Marchi, Sampugnaro, Apple, and Cohen ( 1991)
demonstrated a link between anorexia nervosa and the anxiety disorders. A lifetime
incidence of 65% for any anxiety disorder was compared with 21 % in the controls.
Social phobia and obsessive compulsive being the most prevalent diagnoses. A lifetime
prevalence of social and simple phobia in anorexics is shown in data by Halmi et al.
(1991) to be 48% to 51 %. Rastam and Gillberg (1995) found a 31 % lifetime incidence of
obsessive compulsive in a 6-year follow-up of anorexic patients, with 20% of the
anorexic group still meeting criteria for obsessive compulsive at the time of follow-up.
Halmi et al. ( 1991) also found that anxiety disorders were high in the mothers of patients
who binged, compared to those who did not binge.
In a study by Braun, Sunday, and Halmi (1994) the Structured Clinical Interview
for DSM-III-R was administered to 105 eating disorder in-patients to examine rates of
comorbid psychiatric disorders and the chronological sequence in which these disorders
developed. Their results found that 81.9% of the sample had an Axis I diagnosis along
with their eating disorder. Depression, anxiety, and substance dependence were the most
common comorbid diagnosis. Anorexic restrictors as opposed to bulimics of all types
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were significantly more apt to develop their eating disorder before other Axis I comorbid
conditions (Braun et al., 1994). Personality disorders were diagnosed in 69% of the
patients. Of the 72 patients with personality disorders, 93% had an Axis I comorbidity of
affective disorder or substance dependence.
A number of studies have reported a higher occurrence of substance abuse among
eating disordered patients (Braun et al., 1994; Halmi et al., 1991; Hertzog, Keller, and
Sacks, 1992; Hertzog et al., 1996). Based on information from these studies moderate
rates of substance abuse in the range of 12%-21 % were found in eating disordered
individuals. Anorexics were found to have lower lifetime prevalence of substance or
alcohol abuse than bulimics. These findings support the suggested link between other
impulse-related behaviors such as overspending, shoplifting, promiscuity, self-mutilation
and bulimic symptoms (American Psychiatric Association, 1996).
A study by Geist, Davis, and Reinmann (1998) of a group of 120 adolescents
found 66% had one or more comorbid Axis I psychiatric diagnoses. The most common
diagnosis in this sample was current major depressive disorder, which was seen in 45% of
the subjects. Dysthymic disorder was found in 23%ofthe subjects. The other
comorbidities included: 37% with anxiety disorder (which included overanxious disorder,
simple phobia, avoidant disorder, separation anxiety disorder, and post traumatic stress
disorder), 15% with oppositional defiant disorder, 9% with obsessive compulsive
disorder, and 5% with conduct disorder (Geist et al., 1998). Another important aspect of
this study looked at the frequency of comorbid diagnoses in relation to restricting versus
binge/purge symptoms. A significant proportion of the restrictors (66%) had a comorbid
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diagnosis but in fact 96% of the binge/purge patients had one or more comorbid
diagnoses. Not only are these individuals more often depressed but the severity of
depression was a major discriminating factor between restricting and binging/purging
patients (Geist et al. , 1998).
The psychopathology evidenced in anorexia and bulimia nervosa is extensive. A
biological disturbance or vulnerability may contribute to the development these
behavioral outcomes. As mentioned earlier the neurotransmitter serotonin has been
implicated in several functional areas such as appetitive behavior, mood and affect
regulation, impulsivity, and a spectrum of obsessive compulsive syndromes. A
disturbance in the function of neurotransmitters could influence the regulation of normal
behavior or the development of pathological symptomatology leading to various
psychological comorbidities (Romano, 1999).
Treatment
Effective treatment for eating disorders due to their complexity involves the
coordinated effort of a multidisciplinary treatment team, consisting of a medical provider,
psychotherapist, and a dietician (Deters, 1998). Effective treatment involves an
integrated, flexible, and individualized program of recovery. Levine ( 1987) maintained
that the goals of such a program should be designed to: (a) restore and maintain a normal
weight, (b) develop normal eating patterns, (c) overcome pathologic attitudes about the
body, the self, and relationships, (d) strengthen interpersonal skills and coping strategies,
and (e) help family and friends assist in the process of recovery and future development.
Treatment must recognize not only the range of eating disorder symptoms but also the
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interaction of sociocultural, familial, peer, personal, and physiological influences
(Andersen, 1985; Johnson, Connors, and Tobin, 1987; White, 1992b). An integrated ·
approach helps restore and maintain patients to a healthy weight while improving
abnormal eating behavior and improving many of the psychopathological attitudes and
behaviors characteristic of these disorders (Martin, 1998). Licavoli and Orland ( 1997)
felt the key to the success of the team approach in addressing eating disordered women
was communication, respect, and openness to sharing expertise in dealing with this
difficult population.
Summary
This chapter introduced the conceptual framework and presented a review of
pertinent literature. The Biopsychosocial Model is the framework used to examine
anorexia and bulimia nervosa in a college health setting. Literature indicates that of the
five million Americans affected by an eating disorder each year (Becker et al. , 1999),
90% are adolescent and young adult women. College women have been shown to be at
even greater risk indicating the need for continued research in this area.
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CHAPTER III
METHODOLOGY
The topics addressed in this chapter include the research design, the setting, and a
description of the sample. The protection of human subjects, data collection form and
method of collection, and the plan for analysis of the data are also described.
Research Design
A descriptive design was used for this study to gain more information on the
characteristics of the eating disorders anorexia and bulimia nervosa in female college
students in a campus health setting. The purposes of the research were to: 1) identify
how many female campus health patients during a specific period of time met the
diagnostic criteria for anorexia or bulimia nervosa; 2) determine if there were
differences in the selected biological, psychological, and societal characteristics of those
individuals identified with anorexia and bulimia nervosa; 3) determine if there were
differences in utilization of multidisciplinary services between anorectic and bulimic
patients as measured by their follow through with referrals to medical providers,
counseling and psychological services, and nutritional services, and the number of
sessions attended with each; and 4) identify the most frequent comorbid psychological
diagnoses of anorectic and bulimic patients.
Descriptive studies are used for the purpose of observing, describing, and
documenting elements of a situation as they naturally occur. This type of study is used for
developing theory, identifying problems with current practice, supporting current practice
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standards, and determining what others in comparable situations are doing (Bums and
Grove, 1993 ).
Setting
The setting for this study of anorexia and bulimia nervosa in female college
students was the campus health service of a large southwestern university. The total
student population is 34,000, of which, 17,986 are female . The health center provides
multidisciplinary services to the students which include: medical, counseling and
psychological, and nutritional. College health is seen as a scope of health practice on a
college campus whose goal is supporting, encouraging, teaching, counseling, and treating
students. This out-patient health facility is accredited by the Accreditation Association for
Ambulatory Health Care, Inc. and approximately 44,407 patient visits occur each year.
During the time frame of the study, 12,317 female patients were seen in the campus
health service. Data was obtained through review of the medical charts of female college
students that met the DSM-IV criteria for anorexia or bulimia nervosa.
Sample
The data for this study was elicited from the medical records of college women
who were diagnosed with anorexia or bulimia nervosa in the campus health service from
11/1/97-12/31/99. The study included the records of the first 30 university students with
eating disorders who met the subject selection criteria. The criteria for inclusion in this
study were:
1. participant must be female,
2. must be a student at the university,
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3. had an ICD-9-CM diagnosis of anorexia or bulimia nervosa and met the
DSM-IV diagnostic criteria,
4. followed for their eating disorder at campus health for at least 15 weeks.
Data Collection Form
A chart assessment instrument (Appendix A) was developed by the investigator to
collect study specific information from the patients' medical records. A form such as this
provides a means of evaluating charts in a consistent fashion. The form was developed
by the researcher after a computer search did not generate an instrument from previous
studies that would give the information required. The chart assessment tool consists of
20 questions, and required 45 minutes to completely review each chart.
The validity of an instrument is determined by the extent to which it includes the
major elements relevant to the construct being measured (Bums and Grove, 1993).
Content validity of the chart assessment instrument was determined by the application of
a judgement process described by Lynn (1985). Five experts in the field of eating
disorders and a quality assurance physician were chosen to review the tool. Members of
the campus health eating disorders' team which included two physicians, a psychiatrist, a
counselor, and a nutritionist ·evaluated the data collection form along with a physician
well versed in chart audits and reviews. Names and addresses of reviewers can be found
in (Appendix B). The experts, in addition to judging each item, were asked to identify
any areas that had been omitted from the chart assessment instrument and make
suggestions for inclusion. Modifications were made in the form based on their
recommendations. The instrument was then reevaluated ten days later by the same expert

52
reviewers and was felt by all to be a thorough data collection instrument which covered
the major components being measured in the study.
According to Burns and Grove (1993) data collectors must be evaluated to
determine their consistency in the data collection process. Interrater reliability was
assessed in this research project by secondary review of every fifth chart by a different
reviewer. The percent of agreement between the two reviewers was 90%.
Data Collection Procedure
This campus health service codes clinic visits based on The International
Classification of Diseases. 9th Revision, Clinical Modification (1997), (ICD-9-CM),
which is used for the classification of morbidity and mortality information for statistical
purposes, and for the indexing of medical records by condition, for data storage and
retrieval. The ICD-9-CM provides an efficient framework for indexing hospital and
outpatient clinic records. An initial computer inquiry was performed requesting
information on any campus health student with an eating disorder diagnosis under the
ICD-9-CM codes listed in Table 1 for the dates 11/1/97-12/31/99.
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Table 1. ICD-9-CM Diagnostic Codes
Code
Number

307.1

307.51

Diagnosis

Description

Anorexia N ervosa

Persistent refusal to eat and a marked
weight loss. Unusual eating habits and
attitudes toward food are typical and
sometimes starvation follows or
alternates with periods of overeating.

Bulimia

An episodic pattern of binge eating
accompanied by an awareness of the
disordered eating pattern with a fear of
not being able to stop eating.
Depressive moods and self deprecating
thoughts follow. Overeating of
.
. .
nonorgan1c ongm.

Adapted from Puckett, C.D. (Ed.). (1997). The educational annotation ofICD-9-CM (4th
ed.) Reno, Nevada: Channel Publishing, Ltd.

This computer inquiry based on the ICD-9-CM codes allowed the reviewer to
access charts and review them based on the inclusion criteria for the study. The purpose
for this was to ensure that all charts that were relevant to the study be included. The ICD9-CM codes are less specific and many times discrepancies occur in the coding of charts
based on provider or medical record coder interpretation.
A retrospective medical record review of 30 subjects that met the inclusion
criteria was conducted to collect data for this study. The data was collected at the
Campus Health Service and recorded on the chart assessment instrument. Data collection
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was done by the researcher and one campus health staff member. The staff member was
informed about the research project, introduced to the data collection form, and provided
training in the data collection process. The training included information on the ICD-9CM codes and the DSM-IV diagnostic criteria for anorexia and bulimia nervosa. It was
the goal of the researcher that by giving the staff member background and training prior
to the data collection it would reduce potential problems and errors in the study.
Protection of Human Subjects
Approval for data collection was obtained from the Director of Campus Health
Services of the University (Appendix C). The proposal for this study was reviewed and
approved by the Human Subjects Committee at the University of Arizona (Appendix D).
The subjects were identified by code number to maintain confidentiality and anonymity.
A certificate of confidentiality was signed by the researcher. The code numbers were
secured away from the data, under lock and key, to protect subjects' anonymity. The data
will be maintained until this research has been completed and the results disclosed. There
were no known risks or benefits to the subjects in the study.
Data Analysis
Descriptive statistics were used to describe the sample and in some instances
answer research questions. Inferential statistics were used to draw conclusions about
eating disordered patients seen in a campus health clinic environment. Table 2 lists the
study variables and the level of data they represent for the following data analysis.
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Table 2. Data Analysis by Concept and Variable
Concept

Analysis

Variable

Levels of Data

Biological
Vulnerability

age
race
family history of eating disorder
age of onset of dieting

continuous
non-continuous
non-continuous
continuous

t test
chi sq
Fisher's
exact
t test

Psychological
Vulnerability

family history of psychological
disorder
parental involvement

non-continuous
non-continuous

Fisher's
exact
Fisher' s
exact

triggering factors
adolescent transition
physical trauma
family situation
school/peer issues
illness/injury
athletics
other
athletic involvement
sorority involvement
major by college

non-continuous

chi sq

non-continuous
non-continuous
non-continuous

chi sq
Fisher's
exact
chi sq

Societal Influences

Utilization of Multi- follow through with referrals
disciplinary Services number of sessions attended

non-continuous
continuous

t test

Co morbidity

non-continuous

chi sq

cormobid psychological
diagnoses

chi sq
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Research Question 1: Between l l/l/1997-12/31/1999 how many female campus
health clinic patients met the DSM-IV diagnostic criteria for anorexia or bulimia nervosa?
Frequency distribution statistics (simple frequencies and percentages) were used
to identify how many campus health patients met the DSM-IV diagnostic criteria for
anorexia or bulimia nervosa.
Research Question 2: Are there differences in the biological, psychological, and
societal characteristics of those individuals identified with anorexia nervosa and those
with bulimia nervosa?
The chi-square test of independence and the Fisher' s exact test were used to
determine whether there were differences in the profiles of individuals identified with
anorexia and bulimia nervosa. The chi-square test is an approximate probability based on
a number of assumptions. The Fischer's exact test is an exact probability score for a
sample. It is useful when samples are very small. The level of significance was set at
p ~0.05. Continuous data such as age was analyzed using the Student t test.
Research Question 3: Are there differences in utilization of multidisciplinary
services between anorectic and bulimic patients as measured by their follow through with
referrals to medical providers, counseling and psychological services, and nutritional
services; and the number of sessions attended with each?
The Student's t test and chi square test for independence was used to test for
significant differences in utilization of multidisciplinary services between anorectic and
bulimic patients. The level of significance was set at p:::;0.05.

57
Research Question 4: What are the most frequent comorbid psychological
diagnoses of anorectic and bulimic patients?
Frequency distribution statistics (simple frequencies and percentages) were used
to determine the most frequent comorbid psychological diagnoses of anorectic and
bulimic patients.
Summary
A descriptive design was used for this study to investigate characteristics seen in
female college students with anorexia and bulimia nervosa in a college health setting.
Secondary data were collected from the medical records of the campus health service of a
large southwestern university. A sample of 30 subjects was identified, using inclusion
criteria described in this chapter. The chart for each subject was reviewed and data were
collected on a data collection form developed by the researcher. Approval for the
research was obtained from the Director of Campus Health Services at the university and
from the Institutional Review Board of the University of Arizona.
Descriptive statistics, including frequency distributions, were used to describe the
sample and answer research questions. Inferential statistics, including the chi-square test
of independence, the Fisher's exact test, and the Student's t test were used to answer
research questions.
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CHAPTER IV
RESULTS
Chapter IV includes a description of the sample characteristics and the results of
the data analysis. The results are presented in relation to each of the research questions.
Descriptive statistics, including frequency distributions, were used to describe the sample
and answer questions. Inferential statistics, including the chi-square test of independence,
the Student's t test, and the Fisher' s exact test were used to answer the research questions.
The level of significance for this study was set at n ~0.05 . For the discussion of results N
will refer to the total sample and n will refer to subsets.
Sample Characteristics
Using The ICD-9-CM codes (307.1 anorexia nervosa and 307.51 bulimia),
campus health computer resources identified 22 individuals with anorexia nervosa and 65
with bulimia nervosa during the study time frame. Twenty-two (100%) of the anorexics
met the DSM-IV diagnostic criteria and 47 (72%) of the bulimics met the criteria.
Eighteen (28%) did not meet the diagnostic criteria for bulimia. The reasons were either,
the diagnosis was by history only and the condition was not presently active or there was
inadequate documentation on the chart to support the diagnosis. Review of the 22
anorexic charts found 14 individuals that met the inclusion criteria for the study. One
was excluded because he was male, 3 were medically withdrawn from school, and 8 were
not followed at campus health for their illness. The first 16 bulimic charts reviewed that
met the inclusion criteria were included in the study. The reasons for exclusion of the

59
bulimic participants were: 2 of the bulimic individuals were male, 1 was medically
withdrawn from school, and 28 were not followed by campus health for 15 weeks.
The final sample (N=30) included female college students who met the inclusion
criteria for the study. Percentages of subjects by diagnosis were: 46.7% {n=l4)
anorectics and 53.3% {n=16) bulimics. Table 3 includes demographic characteristics of
the sample which were obtained through a retrospective audit of each individual's chart.
The mean age of the sample (N=30) was 20.9 years (SD=4.1). The anorexic group's
mean age was 21.9 (SD=5.53), and the bulimic group's mean age was 20 (SD=2.07). One
hundred percent of the participants in both groups were single. The ethnicity of the
sample consisted of 23 Caucasians, 2 Hispanics, 1 Asian/Pacific Islander, and 4 other. In
the group identified as other, 1 was South African, 1 was Caucasian/Hispanic, and two
were not identified specifically. The groups were comparable ethnically. The sample by
declared college major was very heterogeneous.
Results Related to Research Questions
The following section addresses the four questions to be answered in the study.
Data corresponding to each question and the results are presented.
Research Question 1
Between 11/1/97 - 12/31/99 how many female campus health clinic patients met
the DSM-IV diagnostic criteria for anorexia or bulimia nervosa?
For this question, descriptive statistics were used. Based on the ICD-9-CM codes
for these conditions, 87 individuals (n=22 anorexics; n=65 bulimics) were identified by
computer resources during this time frame. Meeting the DSM-IV criteria were 21 female
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patients (32%, n=2l)with anorexia nervosa and 45 female patients (68%, n=45) with
bulimia nervosa.
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Table 3. Demographic Characteristics of the Sample
Anorexic (n= 14)
Variable

Frequency

Percent

18

4

28.6

19

2

14.3

Bulimic (n=16)

Total (N=30)

Percent

Frequency

Percent

5

31.3

90

30.0

4

25.0

6

20.0

6.3

2

6.7

12.5

4

13.3

6.3

3

10.0

2

12.5

2

6.7

1

6.3

2

6.7

Frequency

Age
(years)

20

7.1

21

2

14.3

22

2

14.3

23
24

7.1

2

29

1

7.1

1

3.3

38

1

7.1

1

3.3

10

71.4

13

81.3

23

76.7

1

7.1

1

6.3

2

6.7

1

6.3

1

3.3

Race
Caucasian
Hispanic
Black
Asian
3

21.4

1

6.3

4

13.3

Business

2

14.3

1

6.3

3

10.0

Fine Arts

2

14.3

4

25.0

6

20.0

Science

1

7.1

2

12.5

3

10.0

Social/
Behavioral

3

21.4

5

31.3

8

26.7

Nursing

1

7.1

6.3

2

6.7

Law

1

7.1

1

3.3

Other
Major by College

Education

1

6.3

1

3.3

1

6.3

1

3.3

1

6.3

5

16.7

Architecture
Undeclared

4

28.6
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Research Question 2
Are there differences in selected biological, psychological, and societal
characteristics of those individuals identified with anorexia nervosa and those with
bulimia nervosa?
For the analysis of this question t, chi-square, and Fisher exact tests were used.
Table 4 identifies the major concepts, variables, tests of significance, and levels of
significance found in answering this question.
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Table 4. Tests and Levels of Significance Utilized in Answering Question 2

Concept

Variable

Test of
Significance

Level of
Significance

Biological
Vulnerability

age
race
family history of eating disorder
age of onset of dieting

t = 1.299
chi sq= 2.268
Fisher's exact
t = 2.448

.205
.519
.696
.021 *

Psychological
Vulnerability

family history of psychological
disorder
parental involvement

Fisher' s exact

.445

Fisher' s exact

1.000

triggering factors
adolescent transition
physical trauma
family situation
school/peer issues
illness/injury
athletics
other
athletic involvement
sorority involvement
major by college

chi sq= .918
chi sq= 1.489
chi sq= .433
chi sq= .. 117
chi sq= 1.489
chi sq= .238
chi sq = 1.182
chi sq = 1.182
Fisher' s exact
chi sq= 3.993

.338
.222
.510
.782
.222
.626
.277
.277
1.000
.781

Societal Influences

* 12~.05

significant finding

There was no statistically significant difference found in the biological
characteristics of age, race, and family history of eating disorder between anorexic and
bulimic individuals. Age of onset of dieting of anorexics and bulimics was significantly
different with bulimics' age of onset being younger (t=2.448, p=.021). Descriptive
information regarding age and race can be found in Table 3. Table 5 gives descriptive
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information on the family history of an eating disorder diagnosis and the age of onset of
dieting.
It is interesting to note that overall 11 family members (36.7%) of the total group

(N=30) had a history of an eating disorder. The anorexic group had n=4 (28.6%) where
the bulimic group had n=7 (43.8%). The mother (n=6) and sister (n=5) were the most
frequent family members to have experienced an eating disorder. The type of eating
disorders seen in family members was varied but the most frequent was bulimia. Table 5
lists the types and frequencies of the eating disorders and the family member who
experienced them.
The age of onset of dieting ranged from age 10-23 (N=30). The mean was 15.63
years (SD=2.77). The most frequent onset was at age 14 (n=6, 20%). The age range in
the anorexic group (n=14) was 13-23, (M=16.86, SD= 2.74) and the most frequent onset
was at ages 14 (n=3) and 19 (n=3) for a total of 41.8%. The age range in the bulimic
group (n=16) was 10-19 (M=14.56, SD=2.39) with the most frequent onset ages 12 (n=3),
14 (n=3), and 16 (n=3) for a total of 56.4% of the sample. Bulimics were significantly
younger in age of onset of dieting.
There was no significant statistical difference in the psychological characteristics
of anorexics and bulimics as measured by the family history of psychological illness and
consent for parental involvement in treatment. The most frequent psychological
diagnoses seen were depression (n=4) and chemical dependency (n=6). The father (n=7)
was the most frequently seen with a comormid psychological diagnosis. Sister (n=4) and
mother (n=4) were the second most frequently seen. Table 6 details family history of
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psychological illness by family member and diagnosis. Table 6 also gives frequency
distributions on parental involvement as evidenced by a consent for release of
information being present on the chart. There was no significant difference seen between
the two groups. The anorexics had 57.1 % (n=8) and the bulimics had 56.3% (n=9) with
consents signed on the charts.
There were no significant statistical differences found in the societal influences
between anorexia and bulimia nervosa subjects. The variables considered were triggering
factors, athletic involvement, sorority involvement, and major by college. Table 7 gives
descriptive information on societal influences by variable.
The most frequently identified triggering factor was family situation at 63.3%
(N=l9). The frequency seen in the anorexic group was 57.1% (n=8) and the bulimic
group was 68.8% (n=l l). School/peer issues was the second most often identified
triggering factor at 53.3% (N=16), in the anorexic group 50% (n=7) and in the bulimic
group 56.3% (n=9). An initial analysis of the data supported that a combination of these
two factors was the most frequently found at 23.3% (N=7).
In this sample (N=30) only four (13.3%) were sorority members. Two (14.3%)
were anorexic and two (12.5%) were bulimic. There was only one (3.3%) athlete (an
anorexic who participated in track and gymnastics) identified in the group.
An initial analysis by declared college major demonstrated a heterogeneous group
with 18 different majors found in the sample. The majors were then clumped by college
to see if there was any statistical significance. No statistical significance was
determined. The most frequent major by college was social/behavioral (26. 7%, N=8).
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Table 3 (p. 46) Demographic Characteristics lists the majors by colleges and the
frequencies identified.
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Table 5. Biological Characteristics of Anorexia and Bulimia Nervosa Subjects
Anorexic (n= 14)
Variable

Frequency

Percent

Bulimic (n= 16)
Frequency

Percent

Total (N=30)
Frequency

Percent

Family history
of eating
disorder
yes

4

28 .6

7

43.8

11

36.7

no

8

57.1

8

50.0

16

53 .3

missing data

2

14.3

1

6.3

3

10.0

2

14.3

1

6.3

3

10.0

2

12.5

2

6.7

What family member
sister
mother

6.3

cousm

3.3

mother/father

7.1

3.3

mother/aunt

7.1

3.3

mother/sister

2

12.5

2

6.3

father/aunt

6.7
3.3

What type
restrictor

7.1

bulimia

7.1

obesity
food/body
issues

7.1

motherrestrictor/ auntanorexia

1

3.3

2

12.5

3

10.0

2

12.5

2

6.7

2

12.5

3

10.0

7.1

3.3

motherovereater/
sister-anorexia

3.3

6.3

Age of onset of
dieting
10
12

6.3

1

3.3

3

18.8

3

10.0

13

1

7.1

1

6.3

2

6.7

14

3

21.4

18.8

6

20.0

12.5

3

10.0

15

7.1

3
2

16

7.1

2

12.5

3

10.0

14.3

3

18.8

5

16.7

17

2
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Table 5. Biological Characteristics of Anorexia and Bulimia Nervosa Subjects

Anorexic (n=l4)
Variable

Frequency

18

2

Percent
14.3

19

3

21.4

23

7.1

Bulimic (n= 16)
Frequency

Percent

6.3

Total (N=30)
Frequency

Percent

2

6.7

4

13 .3
3.3
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Table 6. Ps)::chological Characteristics of Anorexia and Bulimia Nervosa Subjects
Anorexic (n= 14)
Variable

Frequency

Percent

Bulimic (n=l6)
Frequency

Percent

Total ~=30)
Frequency

Percent

Family history of
psychological disorder
yes
no

6
7

missing data

42.9
50.0

10
5

7.1

62.5

16

53.3

31.3

12

40.0

6.5

2

6.7

1

3.3

What family member
7.1

mother

14.3

l

6.3

3

10.0

sister

7.1

3

18.8

4

13.3

grandmother

7. 1

father

2

3.3
6.3

1

3.3

1

6.3

2

6.7

2

12.5

2

6.7

brother
7.1

mother/father
father/aunt

6.3

mother/
gr. father

3.3

What diagnosis
bi-polar

7.1

6.3

2

6.7

6.3

2

6.7

depression

1

7.1

bulimia

2

14.3

2

12.5

4

13 .3

chem.
dependency

7.1

3

18.8

4

13.3

obsess/
compulsive

7.1

3.3

anorexia

6.3

3.3

father-chem
dep/
auntdepression

6.3

3.3

chem. dep/
depression

6.3

3.3

Parents notified
yes

8

57.1

9

56.3

17

56.7

no

5

35.7

7

43.8

12

40.0

I

3.3

missing data

7.1
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Table 7. Societal Influences on Anorexia and Bulimia Nervosa Subjects
Anorexic (n= 14)
Variable

Frequency

Percent

Bulimic (n= 16)
Frequency

Percent

Total ili=30)
Frequency

Percent

Triggering Factors
adolescent
transition
yes

3

no

21.4

6

37.5

9

30.0

1l

78.6

10

62.5

21

70.0

yes

3

21.4

1

6.3

4

13.3

no

11

78 .6

15

93.8

26

86 .7

yes

8

57. l

11

68.8

19

63.3

no

6

42.9

5

31.3

11

36.7

yes

7

50.0

9

56.3

16

53.3

no

7

50.0

7

43.8

14

46.7

yes

3

21.4

6.3

4

13.3

no

11

78.6

15

93 .8

26

86.7

7.1

2

12.5

3

10.0

92.9

14

87.5

27

90.0

physical
trauma

family
situation

school/
peer issues

illness/injury

athletics
yes
no

13

other factors
yes
no

7.1

3.3

13

92.9

16

100.0

29

96.7

yes

2

14.3

2

12.5

4

13.3

no

12

85.7

12

75.0

24

80.0

2

12.5

2

6.7

Sorority

m1ssmg
data

Athlete
yes
no

1

7.1

13

92.9

3.3
16

100.0

29

96.7
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Research Question 3
Are there differences in utilization of multidisciplinary services between anorectic
and bulimic patients as measured by their follow through with referrals to medical
providers, counseling and psychological services, and nutritional services; and the
number of sessions attended with each? For the analysis of this question t tests were
used. Table 8 identifies the test of significance and the level of significance.

Table 8. Tests and Levels of Significance Utilized in Answering Question 3

Concept

Variable
medical providers

Differences in utilization of
counseling &
multidisciplinary services by
psychological services
number of visits

Test of
Significance

Level of
Significance

t = 2.901

.007*

t = -.228

.821

t = 1.356

.186

nutritional services

* p ~.05

significant finding

There were no measurable differences in the utilization of multidisciplinary
services between anorexic and bulimic patients as measured by their follow through with
referrals. One hundred percent of the sample (N=30) followed through with their
referrals to multidisciplinary team members. No chi square statistics were computed
because follow through with referrals within campus health was a constant. This was due
to the fact that one of the inclusion criteria for the study was that the individual must be
followed for their eating disorder at campus health for at least 15 weeks.
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Total number of sessions attended with medical providers, counseling and
psychological services, and nutritional services can be found in Table 9. There was no
statistically significant difference found in the number of counseling and psychological
services and nutritional services visits between anorexics and bulimics. There was
statistical significance (p=.007) found in the number of medical provider visits between
anorexics and bulimics. Anorexic patients (n= 14) made 156 visits to medical providers
while bulimic patients (n= 16) made 30 visits.

Table 9. Utilization of Multidisciplinary Services
Anorexia (n=l4)
Services

#

Bulimia (n= 16)
SD

;(

#

· SD

;(

Total (N=30)
#

;(

SD

Medical
Providers

156

11.14

12.59

30

1.88

2.19

186

Counseling &
Psychological
Services

183

13.07

14.55

225

14.06

8.93

408

13.60 11.68

Nutritional
Services

128

9.14

23.64

18

1.13

1.71

146

4.87 16.39

# = total number of visits

J<

= mean number of visits

6.20

9.78

SD= standard deviation

Research Question 4
What are the most frequent comorbid psychological diagnoses of anorectic and
bulimic patients? For this question, descriptive statistics and the chi square test were
used. There was no significant statistical difference in the comorbid psychological
diagnoses between anorexia and bulimia nervosa subjects. Table 10 provides information
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on the occurrence of comorbidity and the specific diagnoses in these two groups. The
most frequent comorbid diagnosis was depression 56.6% (N=l 7), anorexics 57% (n=8)
and bulimics 56% (n=9). The second most common diagnosis was anxiety at 26.6%
(N=8) of the total sample.
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Table 10. Comordbidity Data by Occurrence and Diagnosis
Anorexic (n= 14)
Variable

Bulimic (n= 16)

Total (N=30)
Percent

Frequency

Percent

Frequency

Percent

yes

12

85.7

13

81.3

25

83 .3

no

2

14.3

3

18.8

5

16.7

Frequency

Com orb id
Psycho logical
Diagnosis

What
Diagnosis
3.3

7.1

dysthymia
ADD

l

7.1

depression

5

35 .7

3

chem.
depend.

anxiety/

adj. reaction

26.7
3.3
3.3

3.3

6.3

depression/
anxiety

depression/
anxiety/
adj. reaction

8

7.1

trichotilloma
ma

panic
disorder/
anxiety/
dysthymia I
chem.
depend.

3.3

6.3

obsessive
compulsive

adj.
reaction/
depression

18.8

l

2

7.1

6.3

2

6.7

14.3

6.3

3

10.0

3.3

7.1

2

12.5

2

2

12.5

2

6.7
6.7

75

Table 10. Comordbidity Data by Occurrence and Diagnosis

Anorexic (n= 14)
Variable

Frequency

Percent

Bulimic (n= 16)
Frequency

depression/
anxiety/
adj.
reaction/
chem .
depend .
depression/
chem .
depend.
no diagnosis

2

14.3

3

Percent

Total (N=30)
Frequency

Percent

6.3

3.3

6.3

3.3

12.5

5

16.7
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A grouping by diagnosis of depression/anxiety found 63.3% (N=l 9) in the sample
experienced these conditions. There was no statistically significant difference between
anorexics or bulimics (chi sq.=.010, p=.919) on depression/anxiety. As can be seen on
Table 10 many subjects were identified with multiple comorbid psychological diagnoses.
Summary
This chapter included the characteristics of the sample and the results of the data
analysis. The results indicated that 66 female campus health clinic patients met the
DSM-IV diagnostic criteria for anorexia or bulimia nervosa between 11/1/97-12/31/99.
No statistically significant difference was seen in the biological, psychological, and
societal characteristics of those individuals identified with anorexia or bulimia nervosa
except in the variable of age of onset of dieting. There was no statistically significant
difference in the utilization of multidisciplinary services between anorectic and bulimic
patients as measured by their follow through with referrals to medical providers,
counseling and psychological services, and nutritional services. There was a statistically
significant difference between the number of sessions attended with medical providers
between anorexics and bulimics with anorexics seeing medical providers more
frequently. There was no statistically significant difference in the number of sessions
attended with counseling and psychological services and nutritional services between the
two groups.
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CHAPTER V
DISCUSSION OF RES UL TS
The purpose of this study was to describe selected biopsychosocial characteristics
of female students with a diagnosis of anorexia or bulimia nervosa followed in a campus
health service at a large university in the southwestern United States. The discussion of
results, limitations of the study, implications for nursing, recommendations for future
research, and the conclusion are presented in this chapter.
Results
This section presents a discussion and interpretation of the findings for each of the
questions addressed in the study. Data for the study were collected from a retrospective
chart audit of 30 female college students with a DSM-IV diagnosis of anorexia or bulimia
nervosa between 11 I 1/97-12/3 1/99.
Research Question 1
Between l 1/1/97-12/31/99 how many female campus health clinic patients met
the DSM-IV diagnostic criteria for anorexia or bulimia nervosa?
The total number of female patients meeting the DSM-IV diagnostic criteria
during the time frame 11/1/97-12/31/99 was 66. Twenty-one (32%) were anorexic and
forty-five (68%) were bulimic. The DSM-IV (1994) prevalence figures for anorexia and
bulimia nervosa among adolescent and young adult females is 0.5-1 % and 1-3%
respectively. This southwestern university has a total population of 34,326 students. Of
this, 17,986 (52.4%) are female. Between 11/1/97- 12/31/99 12,317 female patients were
seen at the campus health. Based on the DSM-IV (1994) prevalence figures utilizing
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0.5% and 1%, the expected numbers would have been 61 anorexics and 122 bulimics. As
shown above, the numbers were considerably lower. The lower number may be related to
the stricter diagnostic criteria of the DSM-IV (1994). Studies of the prevalence of eating
disorders in the college population have not been conclusive; yielding widely varied
percentages (Bilich, 1989). ·
Research Question 2
Are there differences in selected biological, psychological, and societal
characteristics of those individuals identified with anorexia nervosa and those with
bulimia nervosa?
There were no statistically significant differences found in the biological
characteristics of age, race, and family history of an eating disorder. The data supported
the findings in the literature that these eating disorders occur predominantly in young
Caucasian women (Becker et al. , 1999; Bilich, 1989). Eleven family members (36.7%)
had a history of an eating disorder. The bulimic group was higher at 43.8% (n=7) than
the anorexic group at 28.6% (n=4). Findings have indicated that eating disorders occur in
families; alluding to the existence of some mechanism of transmissibility of the illness
(Strober, 1995).
There was a statistically significant difference in age of onset of dieting between
the anorexics and bulimics p=.021. Bulimics were significantly younger. The age range
in the anorexic group (n=l4) was 13-23 and the most frequent onset was at ages 14 (n=3)
and 19 (n=3 ). The age range in the bulimic group (n= 16) was 10-19 with the most
frequent onset at ages 12 (n=3), 14 (n=3), and 16 (n=3). The study results differ from the
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literature in relation to age of onset of dieting. The literature includes data that anorexics
begin at a younger age. According to Mickley (2000), the age of onset in anorexics peaks
around puberty (at ages 12-13 years) and again when departure for college is imminent
(at ages 17-18). Szmukler (1982) stated that most bulimics began dieting an average of
24-36 months prior to the onset of their binging/purging with the most frequent age of
onset being 15. Bulimia nervosa has its peak onset in college-age women (Mickley,
2000). Depending on the research that is read, there is variation in the age of onset of
dieting and the peak time of occurrence of these conditions. The overall consensus is
between ages 13-15. The subjects of this study tended to be young, Caucasian women
from an affluent, highly motivated background. The life stressors they perceived can be
exaggerated. The many reasons for their early onset of dieting and the actual eating
disorder are complex and always quite different for each individual. Early preoccupation
with body, weight, and food as coping mechanisms; perfectionism; dichotomous
thinking; and low self-esteem all play a role.
There was no significant statistical difference in the psychological characteristics
of anorexics and bulimics as measured by the family history of psychological illness and
consent for parental involvement in treatment. It is of interest to note that 53.3% (N=16)
of the sample had a family history of a psychological disorder. This further supports
Strober's (1995) assumption that affective disorders are several times more likely to
occur in the biological kin of individuals with eating disorders than in people drawn
randomly from the general population.
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Fifty-six percent of the sample signed consents for parental involvement in
treatment. Considering that family involvement is an important aspect of treatment, it
was surprising that 44% declined parental participation. Factors that may be considered
for the lack of consents are that some of the women are older and don't feel parental
involvement is necessary, or it may be a symptom of control issues that are present in
these young women. The reviewer has also seen instances where consents were not
signed due to concern over withdrawal of financial support from families.
There were no significant statistical differences found in the societal influences
between anorexic and bulimia nervosa subjects. The variables considered were triggering
factors, athletic involvement, sorority involvement, and major by college. The most
frequently identified triggering factor was family situation at 63.3% (N=l9).
Considerable research has been done looking at anorexic and bulimic family dynamics
(Bruch, 1973; Crisp, 1980; Zerbe, 1995) and no cause and effect connection was made.
There is more enmeshment in anorexic families and a lack of parental involvement in
bulimic families (Zerbe, 1995). This result should not be taken out of context, it is only
one aspect of the multifactorial issues in eating disorders.
School/peer issues was the second most identified triggering factor 57.1 %
(N= 16). This result is not surprising and supports research on the power of social groups
done by (Crandall, 1988; White, 1992a).
The variables of sorority involvement and athletic involvement provided little
information. Only 13.3% (N=4) of the sample belonged to a sorority and there was only
one (3.3%) athlete. This was a lower number than was anticipated and may have been
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due to the small sample size. At this university 12% of all undergraduate female students
have joined a sorority. Another consideration effecting the sorority variable would be the
strong involvement of Health & Wellness staff under the guidance of the Eating
Disorders team doing outreach education to Residence Life and the Greek Life groups on
this campus. Again a larger sized sample might demonstrate increased frequencies in
both sorority involvement and athletics. Further research is needed.
Majors by college were a heterogeneous group with the most frequency noted in
social/behavioral at 26. 7% (N=8). The College of Social/Behavioral includes majors in:
psychology, sociology, and communication. An initial analysis of the data had elicited
18 differ majors with psychology being the most frequent at 20% (N=6) and undeclared
being second with 16. 7% (N=5). The researcher found no research that looked at eating
disorders and college majors; other than the studies that focused on campus groups that
were at higher risk for developing eating disorders such as theatre majors, dancers,
athletes, and sorority women (Halmi, 1994; Schulken et al., 1997). In this study there
was only one dance major.
Research Question 3
Are there differences in utilization of multidisciplinary services between anorectic
and bulimic patients as measured by their follow through with referrals to medical
providers, counseling and psychological services, and nutritional services; and the
number of sessions attended with each?
There were no measurable differences in the utilization of multidisciplinary
services between anorexic and bulimic patients as measured by their follow through with
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referrals. One hundred percent of the sample (N=30) followed through with their
referrals to multidisciplinary team members. No chi square statistics were computed
because follow through with referrals within campus health was a constant. This
information alone has limited value. It merely tells that from initial evaluation the
patients did comply with referral recommendations and that there was no difference in the
groups. A review of literature did not support or refute this finding.
Historically from the reviewer' s experience, it is unusual to find 100%
compliance with referrals in any disease condition. Knowledge of college students leads
the investigator to believe the high compliance was generated by a situational crisis
(school, relationships, failing health).
There was no statistically significant difference found in the number of counseling
and psychological services and nutritional services visits between the two groups. Study
subjects made a total of 408 visits to counseling and psychological services. Of these,
anorexics made 55% (n=225) and bulimics made 45% (n=183) of the visits. Due to the
fact that these are psychological diagnoses with a high incidence of co morbidity, a higher
number of counseling and psychological visits would be expected. Anorexia and bulimia
nervosa are conditions that require in depth counseling and behavioral modification.
There was statistical significance (D=. 007) found in the number of medical
provider visits between anorexics (n= 156) and bulimics (n=30). It has been the
experience of the reviewer in her six years at this campus health that the anorexics are
more symptomatic at presentation. This is supported by Carney and Andersen ( 1996)
who documented frequent orthostatic changes with lightheadedness, 85% may have
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hypotension with pressures below 90/60, bradycardia in up to 91 %, and cold intolerance.
Their low body weight is generally a critical issue which impacts physical well being and
the ability to perform in school. The usual criteria for hospitalization according to
Mickley (2000) is a body weight more than 25% below normal, extremely rapid weight
loss, and medical complications. The goal of the campus health medical providers is to
promote weight gain and decrease physical morbidity. In order to accomplish this,
frequent appointments are necessary to monitor weight and physical status until stable.
This is not to imply that bulimics do not have physical comorbidities.
Gastrointestinal complications of bulimia occur frequently (Mickley , 2000). Reflux
esophagitis and the problems associated with laxative abuse can be treated
symptomatically. Medical management of these individuals is symptom focused with
rapid involvement in counseling and psychological services and nutritional services.
Research question 4
What are the most frequent comorbid psychological diagnoses of anorectic and
bulimic patients?
This study found that 83.3% (n=25) of the sample (N=30) had a comorbid
psychological diagnosis. Of the anorexics, 85. 7% (n= 12) had diagnosable psychiatric
conditions, and of the bulimics, 81.3% (n=l3). These results support a study by Braun et
al. (1994) that found 81.9% of their sample had an Axis I diagnosis along with their
eating disorder. A review of current literature by Hertzog et al. (1996) found an almost
universal occurrence of an affective disorder among anorectics with reports from 52% to
98%.
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The most frequent comorbid psychological diagnosis seen in this study was
depression at 56% (N=l 7) - 57% (n=8) anorexics and 56% (n=9) bulimics. The second
most common diagnosis was anxiety at 26.6% (N=8). Multiple studies have determined
that depression and anxiety are the two most often occurring affective disorders related to
anorexia and bulimia nervosa (Braun et al. , 1994; Halmi et al., 1991; and Hertzog et al. ,
1996). Twelve individuals (40%) of the sample (N=30) had multiple comorbid
psychological diagnoses. These were all interestingly Axis I (i.e. depression/anxiety)
diagnoses. There were no Axis II (personality disorders) diagnoses noted from any
individual in the sample. This result is contrary to a study done by Braun et al. (1994)
who found that 68.6% of the subjects (n=72) had at least one personality disorder and
19% (n=20) had at least two personality disorders. Chemical dependency was found in
13.% (n=4) of the sample and of these 18.8% (n=3) were bulimics. This is a lower
number than cited by McGilley and Pryor (1998) who stated that one third of patients
with bulimia nervosa experience substance abuse or dependence, particularly involving
alcohol and stimulants.
Limitations of the Study
The data collected for this study was drawn from a small sample of women at one
southwestern university campus health setting making it difficult to generalize the
findings beyond the population from which the sample was drawn. The data for the study
was based on a retrospective chart audit. This limits the research to the data available in
the chart, and there is no way to determine if relevant information is missing.
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Another limitation in the study was that the data collection instrument was
developed by the researcher and had never been used in previous research. ·Beginning
reliability and validity of the instrument were determined in this study. It was the
experience of the researcher at the time of the data entry and analysis that there were
changes that needed be made in the instrument to improve the quality of the data
collection.
Implications for Nursing
This research study contributed to the knowledge and understanding of the eating
disorders of anorexia and bulimia nervosa in the college health setting. The study
provided information on selected biopsychosocial characteristics seen in this population
and could impact therapeutic interventions in practice.
Nurses and nurse practitioners who work in primary care, college health, or in
schools have the responsibility and are in the position to recognize and intervene in these
illnesses. There is general agreement that the highest risk population is that of adolescent
and young adult females in developed societies. The first warning of a potential problem
in this group is likely to be a combination of general emotional problems and increasing
social withdrawal. Evidence from research has associated a generally poorer outcome to
treatment the longer the duration of symptoms, whereas shorter duration of illness is
related to a more favorable response to treatment (Slade, 1995). What would be even
more effective and in following with current healthcare prevention goals, would be
involvement in a primary prevention program. Nursing can utilize the information from
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this study to increase their knowledge and awareness of this problem and become
proactive in their approach.
A major aspect of health maintenance in this population should include
information about eating disorders. Crisp (1988) reinforced the importance of presenting
information on the risk factors and the natural history of eating and body weight/shape
disorders. He also supported providing both personal and experiential opportunities for
young women to learn about themselves. According to Andersen ( 1995) the critical time
for prevention is with the 5-12 year old group. Young females who are encouraged to
develop healthy weight, independent self attitudes, and healthy eating and exercise
behaviors during the period of preadolescent development will be more likely to go
through puberty and later adolescence with more adequate psychological and social tools
to prepare themselves for the continuous sociocultural pressure for thinness. The aim of a
prevention program would be, according to Camey ( 1986), "to change attitudes toward
slimness, dieting, competition, and the role of adolescent girls and women in our society"
(p. 389).
Recommendations for Future Research
Extensive research is currently being done in the field of eating disorders today.
Yet, in spite of all the studies, we still do not fully understand the complex
biopsychosocial interactions that take place in a vulnerable individual when they diet.
College age women continue to be a high risk population that could provide valuable
insight. The research potential in this population is vast. The following is a small sample
of the possibilities:
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•

Replicate this research with adequate subjects to increase the power of the
study. Include the "eating disorder not otherwise specified" population as
part of the sample. This group of individuals meets all of the diagnostic
criteria for anorexia or bulimia nervosa except one category such as weight
not quite 15% below or binge/purge cycles may be less than twice a week
for three months. This is a group that has high numbers on a college
campus.

•

The literature review did not reveal studies that compared universities
from different areas of the U.S. for eating and body image concerns. It
would be interesting to note if there is a statistical difference and
determine what it is.

•

Conduct a prospective epidemiological study documenting the emergence
of new cases of eating disordered behavior during the freshman year in
college. Further prospective studies are needed to examine the role of
social and psychological risk factors in the development of eating
disorders in college women.

•

Conduct a qualitative study that addresses the lived experience of being a
college student with anorexia or bulimia nervosa. Phenomenological
research in this area would elicit knowledge and distinguish qualities that
would improve the opportunity for intervention in the disease process.
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Conclusion
Anorexia and bulimia nervosa are two of the most common psychiatric disorders
to affect young women today (Deters, 1998). These eating disorders are severe,
progressive, and may result in long term health consequences and early death without
intervention and treatment. Research with college females indicate that they experience
disordered eating patterns at a rate twenty times greater than diagnosable eating disorders
(Mintz and Betz, 1988). It is the hope of this researcher that this study will provide
information on selected characteristics of anorexia and bulimia nervosa that will aid
health care providers in recognizing individuals at risk. Understanding the problem is
necessary to create appropriate prevention and intervention programs. The depression,
shame, and painful sense of isolation caused by eating disorders disrupts families,
interrupts schooling, damages careers, and destroys relationships.
Summary
Chapter V presented the discussion of the results and the limitations of the study.
Pertinent implications, significance for nursing, and recommendations for future research
were also presented.
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