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Abstract

Purpose—Eating disorders (EDs) impact both males and females, but little is known about sex
differences in ED psychopathology and overall clinical presentation. This study compared
demographic and clinical characteristics of child and adolescent males and females who presented
for ED treatment.

Methods—~Participants included 619 youth (59 males and 560 females) ages 6 to 18 years who
presented for treatment between 1999 and 2011.

Results—Males presented for ED treatment at a significantly younger age (p < .001), earlier age
of onset (p =.004), and were more likely to be non-White (p =.023). Females showed more
severe eating disorder pathology across the Eating Disorder Examination subscales (weight
concern: p <.001, eating concern: p < .001, restraint: p = .001, and shape concern: p =.019) and
global score (p < .001). Males were more likely to present with an ED other than anorexia nervosa
or bulimia nervosa (p = .002). Females presented with significantly higher rates of mood disorders
(p =.027) and had a lower average percent of expected body weight (p = .020). Males and females
did not differ in duration of illness, prior hospitalization or treatment, binging and purging
episodes, anxiety disorders, behavioral disorders, or self-esteem. All analyses were controlled for
age.

Conclusion—Results indicate that further exploration into why the sexes present differently may
be warranted. Developing ED psychopathology assessments that better capture nuances particular
to males and reevaluating criteria to better categorize male ED diagnoses may allow for more
targeted treatment.
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customers we are providing this early version of the manuscript. The manuscript will undergo copyediting, typesetting, and review of
the resulting proof before it is published in its final citable form. Please note that during the production process errors may be
discovered which could affect the content, and all legal disclaimers that apply to the journal pertain.
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Does sex matter in the clinical presentation of eating disorders in youth?

Eating disorders (EDs) are serious psychiatric illnesses that impact both youth and adults.
EDs are more common in females with sex ratio estimates ranging from 3:1 to 18:1 [1].
Studies suggest that the clinical presentation of individuals with EDs also may differ by sex
[1]. For example, young males report less severe ED symptom pathology than females [2,3],
specifically lower weight and shape concerns [2], and they engage in significantly more
over-activity than females [3,4]. Males’ perceived “ideal body” also appears to shift across
development (i.e., younger males desire a larger body and older males strive for a leaner
body), while females consistently endorse a desire to be thinner [5].

Youth with EDs appear to present with high rates of comorbidities [4,6] without any sex
differences in rates of anxiety or depression [4,6,7]. However, general population studies
typically find that young females have higher rates of depression and anxiety while males
show higher instances of behavioral disorders [8]. Studies of adult populations also
demonstrate high rates of comorbid diagnoses among males and females with EDs [9,10]
but suggest that females with EDs have higher rates of both depression and anxiety [10,11].
Unfortunately, prior youth sex comparisons have been limited to a single ED diagnosis
[2,7], a narrow age range [3,4,6,12], or a small subsample of young males [6]. Taken
together, it is clear that large-scale comparison of youth across ED diagnoses is needed to
recognize any likely sex differences in ED pathology and ultimately inform diagnosis and
treatment.

The present study aims to examine differences between male and female youth presenting
for ED treatment at a tertiary specialist ED program. Males and females were compared on
demographics, ED clinical characteristics (including Diagnostic Statistical Manual of
Mental Disorders, Fifth Edition (DSM-5) eating disorder diagnosis), and comorbid
symptomatology. We hypothesized that sexes would not differ significantly in terms of
demographics, as found in previous studies [2,4,7], males would be less likely than females
to present with bulimia nervosa (BN) [13,14], and females would report greater ED
psychopathology [2]. Further, we hypothesized that females and males would show similar
rates of depression and anxiety as shown in a previous comparison of adolescent ED
comorbidities [6], but females would exhibit lower self-esteem scores and rates of
behavioral disorders than males, in line with findings of youth in the general population
[8,15,16].

Methods

Participants and Procedure

Participants in this study included youth who presented to the outpatient clinic at The
University of Chicago Eating Disorders Program between 1999 and 2011 and met the
DSM-5 [17] criteria for an ED. Although youth were initially diagnosed with an ED based
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on DSM-IV criteria, participants’ diagnoses were re-categorized to reflect DSM-5 criteria
(i.e., elimination of amenorrhea criterion, relaxation of percent of expect body weight
(%EBW) from 85% to 87%, and updated frequency criteria for binge and purge episodes)
[17] in order for results to be more clinically relevant for practitioners working with the ED
patients. Trained assessors with a master's or doctoral degree administered structured
clinical interviews. The sample included 619 youth (59 males, 560 females) ages 6 to 18.
The Institutional Review Board at The University of Chicago approved this research study,
and informed assent and consent was obtained from all youth and parent participants,
respectively.

In addition to collecting demographic information (e.g. age, weight, height, sex, %EBW,
race, and previous hospitalization), baseline assessment for all participants included:

Eating Disorder Examination (EDE)—The EDE is a semi-structured diagnostic
interview that assesses the frequency and severity of ED attitudes, behaviors, and cognitions
and is used to generate an ED diagnosis [18]. Participants reported on episodes of objective
binge eating, subjective binge eating, vomiting, and other compensatory behaviors (i.e,
laxative use, diuretic use, and driven exercise) over the past three months. The EDE
produces four subscale scores (Restraint, Eating Concern, Weight Concern, and Shape
Concern) and a composite global score that averages the four subscales and indicates overall
ED psychopathology. Higher scores signify greater severity of symptoms. The EDE has
good reliability and validity [18,19] and has been found to be appropriate for use with youth
[20,21], though it may be slightly less reliable in adolescent males than females [2].

The Mini International Neuropsychiatric Interview for Children and
Adolescents (MINI-KID)—The MINI-KID is a semi-structured clinical interview used to
assess current comorbid DSM-IV-TR psychiatric disorders [22,23]. Psychiatric
comorbidities were categorized into mood disorders, anxiety disorders, and behavioral
disorders. Please refer to Table 2 for the full list of psychiatric diagnoses included in each
diagnostic group.

Rosenberg Self-esteem Scale (RSE)—The RSE is a 10-item self-report measure of
global self-esteem [24]. Items are rated from “Strongly Disagree” (0) to “Strongly Agree”
(3), which are summed for total scores ranging from 0-30, with higher scores indicating
higher self-esteem. This measure has good reliability and validity in children and
adolescents [15]. The Cronbach's Alpha test of reliability was 0.916. Removal of any of the
questions would have resulted in a lower Alpha.

Statistical analysis

Data were analyzed using IBM SPSS 22 Statistics (IBM Corp., Armonk, NY). The
following variables were compared by sex using t- and chi-square tests: age, race/ethnicity,
time from ED onset to treatment (i.e. duration of illness,) age of onset, %EBW, prior service
use (outpatient or inpatient treatment). ED diagnoses, binge and purge episodes, comorbid
diagnoses, ED pathology, and self-esteem comparisons used multiple regression tests for
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continuous dependent variables and logistic regression tests for categorical dependent
variables and were all controlled for age. A two-tailed significance level of 0.05 was used.

Missing data were observed for the following variables: duration of iliness, age of onset,
EDE scores, and RSE scores. Missing data for both duration of illness and age of onset (n =
131, 21.1%) was not associated with sex (p's > .06). Missing data for RSE (n = 87, 14.0%)
was not associated with sex (p > .10). Missing data for the EDE scores (n = 60, 9.7%) was
associated with sex with a significantly greater number of males missing (20.3% v. 8.5%, p
=.004).

Demographics

Demographic differences by sex are presented in Table 1. Females (who presented to the ED
clinic at the initial assessment) were significantly older than males (p < .001.) Duration of
illness and prior service use did not differ by sex, but males showed a significantly earlier
age of onset (p = .004.) Males were more likely to be of a racial minority (i.e., non-White)
than females (p = .007); further comparisons by race were not possible due to small sample
sizes for each non-White race. Detailed demographic data are presented in Table 1. When
demographic data was compared using regressions with a control for age, significant
differences remained the same with the exception of age of onset, which no longer showed a
significant sex difference. Age had a significant effect on duration of illness and age of onset
(p's <.001).

Eating Disorder and Comorbid Diagnoses

Table 2 presents sex differences for ED diagnosis, %EBW, ED compensatory behaviors,
and comorbidity diagnoses. As a significant age difference was found, all comparisons were
controlled by age. ED diagnoses differed significantly by sex. Specifically, young males
were significantly more likely than females to present with an ED other than AN or BN (p =.
027), but there were no significant sex differences in AN or BN diagnosis. The “Other”
category included binge eating disorder (BED)—albeit absent in our sample of males—as
well as other specified feeding and eating disorders (OSFED), which comprised of atypical
AN, atypical BN, OSFED Purging Disorder, and OSFED Other. Small sample sizes among
the diagnoses within the Other category precluded between-group analyses to evaluate sex
differences. Females had a significantly lower %EBW (p = .020). Bingeing and purging
behavior did not show a significant sex difference. Females were significantly more likely to
present with a comorbid mood disorder than males (p = .027), but anxiety and behavioral
disorders showed no sex differences. Age was significantly associated with diagnoses with
females presenting at an older age [AN (p =.001), BN (p < .001), and Other (p = .015)], BN
%EBW (p = .046), and Other diagnoses %EBW (p = .030). Age had a significant effect on
objective binge episodes and vomiting across the full sample (p's < .001) as well as with AN
objective binge episodes (p = .041), AN vomiting (p = .048), BN objective binge episodes (p
=.011), BN vomiting (p = .006), and mood disorders (p = .001),
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Eating Disorder Pathology and Self-Esteem

Sex comparisons by ED psychopathology are presented in Table 3, controlling for age.
Compared to females, males reported significantly lower overall ED psychopathology as
well as lower restraint, eating concern, shape concern, and weight concern subscales. Self-
esteem did not differ by sex. Age had a significant effect on weight concern, dietary
restraint, eating concern, and global score (p's < .001). Normative data from adolescent
females [25] and college age males [26] is presented with the table for comparison but is not
statistically compared due to age differences in samples.

Discussion

This study identified several sex differences in youth who present for ED assessment.
Results indicated that males were more likely than females to present with a diagnoses other
than AN or BN. Females reported more severe overall ED pathology than males across
domains. Females were also more likely to present with a comorbid mood disorder than
males. Finally, females presented for assessment at an older age than males with an older
age of onset and were less likely to be non-White. The effect of age was controlled for
across all tests, suggesting that sex differences in ED and comorbid pathology exist even
after controlling for sex differences in age at presentation. Taken together, these data
highlight differences in clinical presentations between males and females with EDs, which
may point to sex-specific diagnostic and treatment targets.

Similar to epidemiological findings [27], the majority of males were diagnosed with
OSFED. BN is known to be less common in adolescent males [4,6,14,28], and because
atypical BN did not contribute much to the high male OSFED percentage, it is more likely
that male participants endorsed ED psychopathology and lost a significant amount of weight
but not enough to meet the threshold for AN. There may also be fewer social constructions
around weight ideals and eating habits for males, leading to a minimization of symptoms

2].

Similar findings have demonstrated that male youth may not meet criteria for AN, but they
still present with some degree of malnourishment and accompanying medical compromise
[4,29]. Patients with OSFED have not been shown to differ greatly from those with AN in
psychopathology [30]. Thus, the higher number of males with OSFED should be recognized
as clinically significant, as their failure to meet criteria for AN can still lead to serious
psychopathology. It is also possible that the assessment tool was biased to detect ED
symptoms with greater sensitivity in females [2], resulting in higher numbers of males
presenting with atypical AN. Therefore, future research is needed to better understand
whether a sex bias exists in diagnostic and other assessment tools for EDs so they can be
detected and treated at their earliest stage.

The non-significant sex difference in individuals with BN is likely due to the low overall
prevalence of this disorder in our sample. Males and females also did not differ in binge
eating and purging behavior. Epidemiological studies demonstrating low rates purging rates
in adolescent males [28,31] but high rates in adult males [11] suggest that BN manifests
more prominently in adulthood [9]. Thus, our sample may capture males at a time earlier
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than when purging behavior appears. In terms of BED, although not statistically compared,
epidemiological data shows slightly lower rates of BED among adolescent males [28,31],
but the sex discrepancy is much smaller than in other diagnoses. It is not surprising that so
few youth, especially males, presented with BED in our study as it represents those who
present for treatment at an ED clinic. As BED has only been considered its own ED in the
DSM-5, it is unlikely participants would have presented to an ED clinic for treatment during
the years of data collection. However, it is possible that the number of males presenting to
ED clinics may grow in the future with the new addition of BED, which males identify with
to a greater extent than other ED diagnoses [31,32], lending support to the importance of
understanding different clinical profiles in each sex and the need for future research on
implications for prognosis.

Consistent with our hypothesis, females and males exhibited similar rates of anxiety. In
contrast to our hypothesis, females were more likely to present with a mood disorder than
males. This result is consistent with literature showing higher rates of depression among
females during adolescence in the general population [8,33] as well as in adults with EDs
[10,11]. Females may have had higher rates of mood disorders due to their lower weights as
compared to males. Starvation is frequently associated with and may even lead to a
depressive state [34], and females’ lower %EBW may have impacted mood disorder rates.
Sex differences in behavioral disorders were likely insignificant because our sample does
not follow the same trends as the general population, such as no patients presenting with
conduct disorder, a disorder typically higher in male youth [16].

Results suggest that females showed greater ED pathology in weight concern, shape
concern, dietary restraint, eating concern, and global ED pathology. Of note, although not
statistically compared, both males and females in our sample seem to show more severe
pathology than community samples [25,26]. Because these results are limited by missing
EDE data, these findings are more tenuous. Participants with missing data were excluded
from this analysis, and results should be confirmed with a more robust study. However, our
findings were similar to those found in a previous study of adolescents with AN [2] with the
only difference being that the former study did not find sex differences in dietary restraint
and eating concern. The overall pathology sex differences may be attributed to the fact that
male youth with EDs appear to be more concerned with achieving a muscular physique
rather than the female “thin ideal” [2,35]. Because the EDE does not evaluate male-specific
behaviors surrounding masculinity (e.g., appearance-enhancing drug use, desire for
increased strength, and effort to achieve a certain level of “fitness”) [34], it may be that this
assessment tool fails to capture the ED pathology that is of higher relevance to males.

Our results also showed that males presented to treatment younger than females with an
earlier age of ED onset. While age of onset had missing data, it was not significantly related
to sex. In a study of adolescents, sex comparisons did not reveal a difference in age for when
youth presented for treatment [6]; however, in a study comparing EDs in adolescents versus
younger children, younger patients were more likely to be males [27,36]. It is possible that
while stigma around identifying as having an ED may delay treatment seeking in adult
males [1], young males who present for treatment exhibit disordered eating behaviors and
attitudes that differ from their peers to a greater extent than that of young females, making
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recognition of the need for treatment more likely. Thus, males appear to have an earlier age
of onset specifically in the population who presents for treatment. Given the importance of
early intervention in the treatment of EDs [27], future work to evaluate whether males who
present earlier for treatment have differential treatment outcomes than females may inform
targeted screening and treatment efforts.

Recognizing that age may play an important role in presentation for treatment, it should be
noted that puberty may be a risk factor for the development of EDs in females [37] but the
role of hormones in ED risk for males is unknown. Puberty may be associated with less
assertiveness, a need for affiliation, and even depression in females but not in males [8]
demonstrating that puberty impacts emotional and behavioral changes in the sexes
differently. Puberty brings males closer to the “muscular ideal” [5], so it may be that early
puberty serves as protective rather than risk factor for males, suggesting that puberty also
effects age of ED onset differently. Observing Tanner staging may be helpful for clinicians
to understand both the current state of development as well as the ED's effect on
development after diagnosis to better inform treatment of hormonal and nutritional needs.

Finally, our data showed that significantly more males than females in our sample identified
as non-White. This may be due to a greater likelihood of White females being referred for
ED treatment [38]. Additionally, data show African American adolescent females are less
likely to report weight-related concerns and behaviors than their White counterparts.
However, African American, Hispanic, and Asian American males are all more likely to
report engaging in weight control behaviors than White males [39]. Accordingly, racial/
ethnic differences in endorsement of ED pathology may account for the higher percentage of
EDs among non-White males than non-White females. Cultural impact on young males with
EDs is an area that warrants further exploration.

The strengths of this study include the relatively large sample of males and use of DSM-5
ED diagnostic criteria. This study adds to the limited research specific to child and
adolescent males with EDs. To our knowledge, no study has evaluated sex differences in
rates of diagnoses such as behavioral disorders and self-esteem, which is associated with
higher levels of psychopathology across ED diagnoses [34]. Despite a relatively large
sample of males, the sample was underpowered to examine multinomial models, which
precluded an examination of overall eating disorder psychopathology. A major limitation of
this study is the missing data across several demographic and clinical domains. However,
the EDE pathology differences were highly significant and in line with previous studies [2].
Other limitations include that this study was cross-sectional and only includes patients who
presented for treatment, the single institution data collection site led to a narrower spectrum
of diagnoses, the adult rather than child EDE was used, and we did not assess for other
gender identities such as transgender which represents an important area for future
exploration. We also were unable to retroactively diagnose patients with the Avoidant/
Restrictive Food Intake Disorder included in DSM-5. Assessments were based on tools
currently available, and thus measures assessing constructs common to EDs in males such as
muscularity and features of a male's “ideal body” were not recorded. Finally, it is unclear to
what extend these trends (e.g., males presenting for treatment at a younger age) may have
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changed or may be changing over time. These limitations can be improved upon in future
research across multiple institutions or large-scale community surveys.

Further research is needed to establish normative data for the EDE in male youth, as the only
known existing normative data are for college males using the EDE-Q [26]. The EDE may
not contain questions that are part of the symptom profile for young males [2], and the
results of this study may further indicate that the EDE perhaps falls short of capturing true
sex differences in ED pathology. Including male symptomatology in the EDE may allow for
a greater focus on males with EDs that might otherwise be underdiagnosed or
underestimated by current assessments. Further exploration of the DSM-5 OSFED category
is needed as it currently seems to serve as a “catch all” for males with EDs and limits the
ability to classify differences in young males’ diagnoses. Tanner staging and the relationship
of puberty to the onset of EDs warrants investigation as this may provide insight into the
impact of EDs on development and shed light on malnutrition differences, which may
inform whether %EBW thresholds for AN diagnosis should differ by sex. Finally, a more
robust study that can compare males and females in stratified age brackets (e.g., comparing
children versus adolescents) may be necessary due to the significant effect age showed.
Power was insufficient (due to the small number of males and uneven age distribution in this
sample) to conduct such an analysis in the present study.

In sum, this study demonstrated differences in ED pathology between males and females
presenting for ED treatment, showing that males who present for ED treatment report less
severe ED pathology than females. Although males may be more likely to receive a
diagnosis of OSFED than females, males still present with clinically significant disordered
eating. Clinicians' comprehension of ED pathology is critical in ensuring the earliest
detection in order to drive proper treatment for both the ED and its comorbidities. Improved
assessments of diagnosis and ED pathology need to be developed that ensure minimal sex
bias. A more complete picture of the psychopathology that drives male EDs may allow
clinicians to develop targeted treatments that improve outcomes in males with EDs and may
lead to improved management of males with EDs in the future.
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Implications and Contributions Statement

This study suggests that female youth with eating disorders are more likely to present for
treatment at an older age with an accompanying mood disorder, whereas male youth with
eating disorders are more likely to present with an atypical diagnosis. These results can
help inform sex specific treatment targets.
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Table 1
Sex Differences in Demographics
Females (n =560) | Males (n =59)

Mean (SD) Mean (SD) t p Effect size (Cohen's d)
Age, in years 15.40 (2.12) 14.31 (2.54) 3.687 <0 001* 0.466
IHiness Duration (months) a 17.39 (17.82) 16.38 (14.50) 0.390 0.697 0.062

A, *

Age of Onset "2 13.76 (2.31) 12.77(275) | 2866 | 004 0.390

n (%) n (%) x 2 p Effect size ¢

0, 0, *

% Non-White participants b | 64(115%) | 14(23.7%) | 7.190 0.007 0.108
Prior Treatment ™ 382 (70.2%) | 44 (77.2%) | 1.215 | 0.270 0.045

Key: All analyses controlled for age; SD: standard deviation, SE: standard error, OR: odds ratio, Cl: confidence interval

indicates significant difference p < 0.05

*%
Hospitalization or psychological treatment

N
indicates that results were not significant when a multiple regression was used with a control for age

Page 12

a438 girls and 52 boys were included in the analysis of these variables due to missing data—124 girls (22.1%) and 7 boys (11.9%) had missing

data

Note: 87.9% of girls identified as White, 5.5% Black, 3.4% Asian, 0.7% American Indian/Alaska native, 1.8% mixed race, and 0.7% declined
answering, while 76.3% of boys identified as White, 16.9% Black, 3.4% Asian, 1.7% American Indian/Alaska native, and 1.7% mixed race. In

terms of ethnicities, 74 girls (13.3%) and 14 boys (23.7%) identified as Hispanic, and within this ethnicity, 5 girls (0.9%) and 1 boy (1.7%)

identified as Hispanic non-White while all others identified as Hispanic White.
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Table 2

Sex Differences in Eating Disorder Diagnoses, Eating Disorder Behavior, and Comorbidity Diagnoses

Females (n =560) | Males (n =59)
Eating Disorder Diagnoses n (%) n (%) B (SE) p OR Cl
N 0, 0, -
Anorexia Nervosa (AN) 194 (35%) 15 (25%) 0.595 (0.32) | 0.063 | 0.552 | 0.30,1.03
N 0, 0, -
Bulimia Nervosa (BN) 151 (27%) 7 (12%) 0.768 (0.43) | 0.071 | 0.464 | 0.20, 1.07
0, 0, *
OtherA 215 (38%) 37 (62%) 0.902 (0.29) 0.002 2464 | 1.41,4.32
OSFED atypical AN 111 (20%) 21 (36%) --
OSFED atypical BN 22 (4%) 1 (2%) --
OSFED Purge 13 (2%) 0 --
OSFED Other 54 (10%) 15 (25%) --
BED 15 (3%) 0 --
Mean (SD) Mean (SD) B (SE) p Cl
9% EBW 101.99 (29.84) | 111.90 (44.86) | 10.283 (4.41) 0_020* 1.633, 18.933
AN 79.91 (5.03) 81.97 (3.60) 0.972 (1.33) 0.466 -1.65, 3.59
BNA 112.25 (22.15) | 121.74 (42.32) | 7.670 (8.96) 0.393 | -10.03, 25.37
OtherAb 112.57 (36.67) | 122.88 (49.12) | 7.679 (7.04) 0.276 -6.18, 21.54
Eating Disorder Behaviors® Mean (SD) Mean (SD) B (SE) p cl
AN —_ _

Objective Binge Episodesa 15.93 (40.17) 3.68 (16.19) 8.936 (5.86) 0.128 20.45, 2.57
ANA 0.70 (3.66) 0.08 (0.28) -0.456 (1.01) 0.653 -2.45,1.54
BNA 48.83 (61.98) 27.33(40.46) | —16.251 (25.18) | 0.520 -66.02, 33.52
Otherb 5.21 (16.73) 0.29 (0.81) -5.659 (3.19) 0.077 -11.94, 0.63

Subjective Binge Episodesa 10.47 (57.35) 15.77 (96.98) 6.466 (9.48) 0.495 -12.16, 25.09

AN 3.33 (10.26) 1.54 (3.45) -1.436(2.86) | 0616 | -7.08,4.21
BN 19.70 (75.74) | 6.33(6.77) | -13.034 (31.23) | 0.677 | -74.75,48.87
other? 10.14 (65.80) | 24.39 (125.76) | 14.767 (15.59) | 0.345 | -15.96, 45.50

Vomiting Episodesa/\ 39.58 (83.20) 18.00 (54.49) | -13.833(12.35) | 0.263 -38.09, 10.42

AN 10.31 (42.09) 2.62 (9.43) -5.811(11.67) | 0619 | -28.84,7.21
BN 93.03(95.89) | 33.50 (46.00) | -50.726 (38.67) | 0.192 | -127.14, 25.69
other” 2655 (83.32) | 21.96(67.09) | -2.490(16.94) | 0.883 | -35.88,30.90

Other Compensatory Behaviors2d | 4576 (196.14) | 4940 (138.74) | 8185 (29.49) | 0781 | -49.79, 66.11

AN 32.30 (82.96) 33.46 (41.77) 1.680 (23.39) 0.943 -44.46, 47.82

BN 68.43 (335.36) | 59.17 (65.86) | -0.934 (138.11) | 0.995 | -273.86, 271.99

J Adolesc Health. Author manuscript; available in PMC 2017 April 01.



1duosnue Joyiny 1duosnuen Joyiny 1duasnuen Joyiny

1duasnuen Joyiny

Kinasz et al.

Eating Disorder Behaviors® Mean (SD) Mean (SD) B (SE) p ¢l
Otherb 41.36 (111.17) | 54.71(176.19) | 15.100 (24.81) | 0.543 -33.80, 64.00
0, 0,
Comorbid Diagnosese n (%) n (%) B (SE) P OR ¢l
0, — *

Mood DisordersA 202 (36.1%) | 11 (18.6%) 0.774 (0.35) 0.027 0.461 | 0.23,0.92

Anxiety Disorders 114 (20.4%) | 10 (16.9%) | —0.180 (0.37) | 0.622 | 0.835 | 0.41,1.71

Behavioral Disorders 26 (4.6%) 6 (10.2%) 0.838 (0.48) 0.083 | 2.312 | 0.90,5.97

Page 14

Note: All analyses controlled for age; Bolded numbers indicate results for participants across all diagnoses. SD: standard deviation, SE: standard
error, OR: odds ratio, Cl: confidence interval, OSFED (Other Specified Feeding and Eating Disorder), atypical AN (AN Restrictive and Binge
Purge who do not meet full criteria for AN), atypical BN (BN Purge and No Purge who do not meet criteria for BN), BED (Binge Eating Disorder)

*

indicates significant difference p < 0.05

N
indicates that control for age was significant with a p < 0.05

a . - .
Comparison across all participants and all diagnoses

bIncludes all OSFED subtypes and BED

c . .
Behaviors summed over a three month period

d . N . .
Includes laxative use, diuretic use, and driven exercise

eMood disorders includes Major Depressive Disorder, Depressive Disorder not otherwise specified, Dysthymic Disorder, Bipolar Disorder, and
Cyclothymia; Anxiety Disorders include General Anxiety Disorder, Anxiety Disorder not otherwise specified, Obsessive-Compulsive Disorder,
Obsessive-Compulsive Personality Disorder; Social Phobia, Post Traumatic Stress Disorder, Social Anxiety Disorder, Panic Disorder, Specific
Phobia Disorder, and Separation Anxiety; Behavioral Disorders include ADHD and Oppositional Defiant Disorder; Those who did not meet

criteria for one of these categories were excluded from analyses assessing these constructs.
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Table 3
Sex Differences in EDE Pathology
Mean (SD) Mean (SD) B (SE) p Cl Community Comparisona
Eating Pathologyb Femglless) (n= Malz;)(n = Females Males
—_ * —_ —
EDE Weight Concern/\ 2.88 (1.80) 1.48 (1.38) 1.198 (0.264) <0.001 1.72,-0.68 1.8(1.7) 1.3(1.3)
EDE Shape Concern 3.26 (4.47) 1.67 (1.52) -1.551 (0.66) 0 019* -2.85,-0.25 2.2(1.7) 1.6 (1.4)
EDE Dietary 2.73(1.80) 1.68 (1.34) -0.903 (0.27) 0 001* -1.43,-0.38 1.4 (1.5) 1.0(1.2)
n .
Restraint
EDE Eating ConcernA 1.95 (1.52) 0.86 (1.12) -0.903 (0.221) <0_001* -1.34,-0.47 1.0 (1.0) 0.4 (0.8)
_ * —_ —
EDE Global ScoreA 2.71(1.80) 1.42 (1.17) 1.14 (0.27) <0.001 1.67,-0.62 1.6 (1.4) 1.1(1.0)
Self-Esteem® Females (n = 484) | Males (n = 50)
RSE Total Score 20.74 (8.46) 22.02 (7.22) 1.213 (1.25) | 0.333 | -1.25,3.67

Key: All analyses controlled for age; RSE = Rosenberg Self-Esteem Scale

*

indicates significant difference p < 0.05

N
indicates that control for age was significant with a p < 0.05

aThese data are taken from two different studies attempting to establish norms for the EDE: Girls' comparison is from a sample of 12-14 year old

girls [25] while boys' comparison is from a sample of college age boys due to limited adolescent data available [26]

b48 girls (8.5%) and 12 boys (20.3%) had missing data

C78 girls (13.9%) and 9 boys (15.3%) had missing data
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