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Abstract 

In the United States alone there are approximately ten million females and as many as 

one million males who are living with an eating disorder (National Eating Disorders 

Association, 2005). A 2007 study reported that 2.2% of adolescents and young adults 

struggle with Anorexia Nervosa (AN) throughout the world; which translates to 

approximately 270 of every 100,000 individuals aged 15 to 19 (Keski-Rahkonen, Hoek, 

Susser, Linna, Sihvola, Raevuori, et al., 2007). This current study sought to determine the 

knowledge that college students have of AN because, according to the U.S. National 

Institute of Health (NIH), they are the demographic most at risk for developing this 

eating disorder (2009). This researcher assessed students enrolled in a general psychology 

class at a small liberal arts college in the Northwest to conduct this study. The results of 

this study supported similar research that undergraduate college students have a general 

knowledge of AN  but are lacking education relating to specific characteristics of AN. 
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Chapter I 

Background 

In the United States there are approximately ten million females and as many as 

one million males who are living with an eating disorder (National Eating Disorders 

Association, 2005). The most commonly known eating disorder is Anorexia Nervosa 

(AN) and this is classified as a psychiatric disorder that has severe physical consequences 

(University of Maryland Medical Center, 2006). The DSM-IV-TR (Diagnostic and 

Statistics Manual of Mental Disorders, 2000) criteria for AN include first: 

A refusal to maintain body weight at or above a minimally normal weight for age 

and height (e.g. weight loss leading to maintenance of body weight less that 85% 

of that expected; or failure to make expected weight gain during period of growth, 

leading to body weight less than 85% of that expected. (pg. 589) 

 

Second, an “intense fear of gaining weight or becoming fat, even though underweight” 

(Diagnostic and statistical, 2000, p. 589); third, “disturbance in the way 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” (Diagnostic and 

statistical, 2000, p. 589); and fourth, “In postmenarcheal females, amenorrhea, i.e., the 

absence of at least three consecutive menstrual cycles” (Diagnostic and statistical, 2000, 

p. 589). There are two types of AN: the first is the restricting type, which describes an 

episode of AN during which the individual has not regularly engaged in binging and 

purging (vomiting, using laxatives, diuretics, or enemas) behaviors; this type includes the 

restrictive eating behaviors. In the second type, referred to as the binge eating/purging 

type, the individual has regularly partaken in binging and purging (vomiting, using 

laxatives, diuretics, or enemas) (Diagnostic and statistical, 2000). 
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Etiologies and risk factors related to AN are not completely understood; however, 

the National Institute of Health (NIH) has determined that adolescent females and males 

are the most susceptible demographic to develop AN (2009). For this reason, this 

research project analyzed undergraduate college students and their knowledge of AN. In 

addition, although AN can be traced back to both 1868 when physician William Gull 

gave the disorder its name and 1873 when Charles Lasgue wrote the book L’anorexie 

Hysterique and provided the first documentation of the disorder, there has been minimal 

public awareness of AN until 1983 (New World Encyclopedia, 2008). It was in this year 

that famous singer Karen Carpenter died from complications of AN after struggling with 

the disorder for years (New World Encyclopedia, 2008). In the years following 

Carpenter’s death, AN has become a more publicized disorder; however, according to 

Keshi-Rahkonen, et al., the prevalence of the disorder has been on a steady incline in 

adolescent females since the 1930s (2007). One of the possible causes of this increase 

may be a lack of knowledge that susceptible individuals have on the characteristics of 

AN. By identifying the knowledge base of undergraduate college students in a small 

liberal arts college in the Northwest, this researcher determined if additional instruction is 

required for young adult males and females in order to increase the recognition and 

decrease the prevalence of AN.      

Etiology and Risk Factors 

Gender and age are the simplest form of categorization and have proven to be 

noteworthy risk factors of AN. This disorder can affect both males and females; however, 

according to the NIH, 85 to 95 percent of people living with this disorder are females 

(2009). In addition, the Pike et al. case-control study supports the idea that females are 
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ten times more susceptible to AN than males (2008). In regards to age, the Department of 

Health and Human Services (DHHS) has concluded that societal pressure to be thin 

impacts adolescent and young adult females and males in the United States, regardless of 

their ethnic culture ("Anorexia nervosa fact," 2009). Family dynamics may also be 

considered as a possible etiology or risk factor; if the mother or a sibling meet diagnostic 

criteria for AN, then it is more likely that other family members will develop anorexia as 

well, and if there is significant familial pressure to be thin, then that can be a factor in the 

development of AN ("Anorexia nervosa fact," 2009). The DHHS also lists traumatic 

events that may occur such as a rape as cause for the development of an eating disorder 

such as AN (2009). Personality traits and biologic factors such as genes and hormones 

may play a role as well (DHHS, 2009). 

Even though the specific genes responsible for the risk of AN have not been 

singled out, genetic implications must also to be considered (Pike, Hilbert, Wilfley, 

Fairburn, Dohm, & Walsh, et al., 2008). Other risk factors have yet to be discovered 

because of the lack of studies regarding AN, which can be explained by the 

overwhelming complexity of AN and its relatively low occurrence, affecting less than 

one percent of all females (Pike et al., 2008).  

 Another notable risk factor is having a comorbidity of Obsessive-Compulsive 

Disorder (OCD) and/or depression. According to the University of Maryland Medical 

Center, two-thirds of individuals with AN also have OCD (2006). In regards to 

depression, the Ohio State University Medical Center has found similarities in the levels 

of serotonin, norepinephrine, vasopressin and cortisol which are abnormal in individuals 

with AN and depression. Individuals with either AN or depression have decreased levels 
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of serotonin and norepinephrine (neurotransmitters that control hormone production) and 

increased levels of cortisol (a hormone from the brain that is related to stress) (“Anorexia 

Nervosa,” 2006)    

Symptoms of AN 

 Symptoms of AN include the criteria in the DSM-IV: body weight less than 85% 

of what is considered normal for the age and height, an intense fear of becoming fat, a 

distorted view of a person’s body shape or weight, and amenorrhea for 3 consecutive 

months. In addition, some other common behavioral symptoms that may be observed are 

excessive exercise, bizarre eating rituals, and denial of being hungry. Some common 

signs that may be assessed are a result of the bodily starvation and malnourishment: dry, 

tenting skin, dehydration, lethargy, abdominal pain, fatigue, constipation, dizziness, cold 

intolerance, lanugo (a fine, downy body hair), jaundiced skin, and emaciation (Children’s 

Hospital of Wisconsin, 2012). These symptoms are individualized and may not be seen in 

all individuals with AN.   

 When studying the symptoms of AN, it is important to consider recent data that 

suggests that neurological components may be involved. In an article by Kaye, Fudge, 

and Paulus (2009), the authors put forth a variety of notable observations regarding 

“ventral and dorsal neural circuit dysfunction,” which may be correlated with an altered 

metabolism of serotonin and dopamine, and may be able to explain the symptoms of AN. 

For example, the 5-HT system, or serotonin receptors, have shown to correlate with AN 

symptoms that involve satiety, impulse control, and mood. Individuals with AN have 

reduced 5-hydroxyindoleacetic acid (5-HIAA) in the cerebrospinal fluid, which is a 

metabolite of 5-HT and therefore may be causing the symptoms (Kaye, et al., 2009). 
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 Dopamine (DA) is another neurotransmitter that is being studied in regards to the 

symptoms of AN because of the low level of DA metabolites in the cerebrospinal fluid of 

individuals with AN. Kaye, et al has noted that DA dysfunction, especially in striatal 

circuits, may be involved in altered reward and affect, decreased food intake, decision-

making, and stereotypic motor movements (2009). Upon researching reward and 

feedback in recovered individuals, Kaye, et al. found data to support that “individuals 

who have recovered from AN might have an impaired ability to identify the emotional 

significance of stimuli, which could be important in understanding why it is so difficult to 

motivate them to engage in treatment or appreciate the consequence of their behavior” 

(2009, p. 278). 

 In addition to observing the 5-HT and DA systems, Kaye, et al. sought to study 

appetite (2009). Individuals with AN have a negative attitude towards food, and in 

particular high-fat foods. These researchers studied the areas of the brain that are 

activated when an individual tastes food: the insula, the anterior cingulate cortex (ACC), 

which is related to conflict monitoring and detecting outcomes, and the orbitofrontal 

cortex (OFC), which responds to external stimuli as either negative or positive. These 

three regions work together to determine appetitive needs. In individuals with AN, these 

three regions did not show the normal activity. Additionally, the individual with AN did 

not identify the sucrose on their tongue as a good taste so there was no motivation or 

sense of reward to eating the sucrose (Kaye, et al., 2009).  

 A last area of the brain that Kaye, et al studied was the anterior insula (2009). The 

anterior insula is responsible for interoceptive processing of sensations such as 

temperature, pain, tickling, sensual touching, air hunger, and muscle tension. This study 
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proposed that an altered anterior insula is responsible for the altered sense of self that 

individuals with AN have and the symptoms of distorted body image, lack of motivation 

to change themselves, and inability to recognize malnutrition/feel hunger (Kaye, et al., 

2009). 

Impact of AN 

Anorexia Nervosa (AN) is a complex and devastating psychological and 

physiological disorder that impacts not only the individual with the disorder but also the 

many people in his or her life. For the individual diagnosed with AN, the psychological 

manifestations can be devastating. Both Katzman (2005) and Mitchell and Crow (2006) 

agree that AN can potentially affect every system of the body. General complications 

include skin problems such as xerosis and lanugo, cardiac muscle atrophy, dysrhythmias, 

thyroid metabolism complications, and low estrogen levels, which can lead to 

osteoporosis (Mitchell & Crow, 2006, Unbound Medicine, 2010). Death is the final and 

most severe complication of AN, and according to Katzman, one third of the deaths that 

result from AN are a result of cardiac complications such as sinus bradycardia and other 

electrocardiographic abnormalities (2005). Refeeding syndrome and the 

hypophosphatemia that often result are life threatening as well because they can lead to 

cardiac problems, immune system dysfunction, muscle weakness, and ultimately death 

(Katzman, 2005). 

When scrutinizing this disorder from a broad perspective, AN negatively impacts 

society. Stewart, Schiavo, Herzog, and Franko’s research support the idea that people are 

uncomfortable interacting with individuals living with AN (2008). Using a case study 

methodology to determine the stigmatization of AN, it was found that people with AN 
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are more susceptible to stigma and negative stereotypes than people who suffer from 

mononucleosis, schizophrenia, or depression (Stewart, et al., 2008).  

Treatment of AN 

Treatment involves addressing the physical as well as the psychological problems 

that may result from this disorder. Treatment options can include hospitalization to 

address the medical complications, nutritional therapy, and some type of cognitive, 

behavioral, or family therapy to resolve the anxieties and psychological disturbances that 

the individual is facing (Smith, Jaffe-Gill, Segal & Segal, 2009). Bulik, Berkman, 

Brownley, Sedway, and Lohr suggested the use of a tricyclic antidepressant, hormone 

replacement, and nutritional supplements to aid recovery (2007). Any form of treatment 

may need to be continued for several years, making treatment for AN expensive. As a 

result of the great financial strain and the increasing prevalence of AN, the federal 

government has recognized the need for action concerning AN, as evidenced by the 

promotion of the Eating Disorders Awareness, Prevention, and Education Act of 2009, 

and more recently the Federal Response to Eliminate Eating Disorders Act, or FREED 

(“Act” 2009; “Senators” 2011). If passed, these acts would have increased awareness of 

the signs and symptoms of AN, create resources for treatment and work to prevent future 

occurrences. In addition to financial demands, families of individuals with AN may 

struggle with other issues. According to Sepulvreda, Whitney, Hankins, and Treasure, 

relatives of a person with AN experience high levels of physical, emotional, and social 

stress, which can be measured on a Eating Disorders Symptom Impact Scale (EDSIS). 

This scale is used to target the specific needs of the family (2008).  
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As a result of categorizing AN as a major psychiatric disorder and the 

susceptibility of adolescents and young adults to this disorder, it is imperative to consider 

the general knowledge that this demographic has of AN. This knowledge base can then 

be used as a guide to provide education to this particular demographic both at high school 

and undergraduate college levels. The purpose of this thesis was to ascertain the level of 

knowledge of undergraduate college students related to AN. 

Theoretical Framework 

The theoretical model used to guide and interpret this research is the Health 

Promotion Model (HPM). This theory was originally developed in 1982 by Nola J. 

Pender, PhD, RN, FAAN. The goal of the HPM is to increase the state of health in the 

client, and Pender described how people use the many dimensions of their environment to 

achieve a greater level of health (Current Nursing, 2011). The HPM integrates well with 

this topic because it can be used as a treatment model for individuals who are struggling 

with AN as well as a preventative measure for individuals who are susceptible to this 

disorder. 

In the HPM, Pender focused on three areas: a) Individual characteristic and 

experiences, b) Behavior-specific cognitions and affect, and c) Behavior outcomes. 

Pender suggested that every individual is different and has a unique personality and 

experiences, and that a nurse can be a key  in intervening and modifying behaviors and 

cognitions in order to promote health. The nursing interventions would then influence 

certain behavioral outcomes (Current Nursing, 2011). Using Pender’s HPM, a nurse can 

potentially assist in integrating the experiences, strength, and values of each patient and 
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guide the patient in their health status. Additionally, the nurse is well suited to promote 

health behaviors with his or her clients.  

 This current study seeks to determine the knowledge that college students have of 

AN. Using Pender’s HPM as a guide, a questionnaire was developed to assess areas of 

knowledge and knowledge deficits related to eating disorders in college students. After 

deficits were identified it was hypothesized that educational programs related to AN can 

be developed campus-wide to increase awareness, early identification, and intervention. 

The fundamental role of the nurse is health promotion, and using the HPM model, a nurse 

can work to decrease the occurrence of AN on college campuses.  
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CHAPTER II 

Review of Literature 

Anorexia Nervosa (AN) is a well-known and increasingly prevalent psychiatric 

disorder. In a 2007 study researchers reported that 2.2% of adolescents and young adults 

struggle with AN throughout the world; that is about 270 of every 100,000 individuals 

aged 15 to 19 (Keski-Rahkonen, Hoek, Susser, Linna, Sihvola, Raevuori, et al., 2007). 

Since AN affects mostly adolescent females, it is important that these individuals be 

educated about characteristics, symptoms, and consequences of AN. The literature review 

examined articles related to student knowledge, epidemiology, etiology and risk factors, 

genetics and heritability, symptoms, suicide, and possible treatments. 

Undergraduate College Student Knowledge 

 The purpose of this study was to examine the knowledge base of undergraduate 

college students related to AN. To do so, it was necessary to first analyze the preexisting 

studies. By reviewing the literature, it could be determined what is currently known about 

a topic, where the information gaps are, and what further research needs to be conducted.  

 Smith, Pruitt, Mann, and Thelen, (1986) wanted to ascertain the knowledge and 

attitudes that high school and college students have regarding bulimia nervosa (BN) and 

AN (1986). These researchers found that primarily, although awareness of these eating 

disorders was increasing, many of the participants, particularly males, had limited 

knowledge about BN and AN; however, it is important to note that this study was 

performed 25 years ago when there was not universal knowledge of eating disorders. 

Secondly, in relation to the causes of AN, 82% of the participants cited emotional 

problems as the most common cause of AN; 63% named influence of friends; 58% 
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named pressure from males; 54% named influence of family; 53% named pressure from 

females; 44% said that pressures from TV and movies were the likely cause; and 40% 

said that physical problems were the likely cause of AN. Thirdly, in regard to treatment, 

psychotherapy was the most popular choice for both eating disorders. Family therapy 

ranked second followed by medication. Fourthly, that while over 41% of males denied 

willingness to date an individual with anorexia, an obese individual, or a female that 

purges; females were more likely to accept an individual with anorexia, an obese 

individual, or a female that purges as friends but not best friends. Finally, 78% of the 

participants said that they would ask for help if they were struggling with AN; however, 

if the participants were diagnosed with an eating disorder and therefore had mental and 

cognitive dysfunctions, it was a popular belief that they would resist treatment (Smith, et 

al., 1986). 

The methodology involved a sample of 313 college students and 278 public high 

schoolers who were invited to complete an anonymous questionnaire that asked the 

participants to define and respond to characteristics related to BN and AN. The 

participants were also asked to give their opinions on the causes of and effective 

treatment for the two disorders. The third area of interest for the researchers was the 

varying attitudes that the different genders have towards individuals that have anorexia, 

are obese, or purge (Smith, et al., 1986). 

This study is noteworthy in that it illustrated the fact that high school and college 

students are gaining knowledge about eating disorders. It is important to acknowledge 

that the research was done 25 years ago and thus, the findings are of limited value. 

(Smith, et al., 1986). 
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Along with Smith, Pruitt, Mann, and Thelen’s (1986) study, one performed by 

Murray, Touyz, and Beumont (1990) found that participants had heard of and were more 

informed about AN than BN and that females were significantly more informed about 

eating disorders than males (70% compared to 16%). The source of the participant’s 

knowledge was overwhelmingly that of the media. The participants were able to describe 

the general characteristics of each eating disorder, although they were unable to identify 

specific characteristics relating to AN and BN. A majority of the participants said that the 

development of AN could be the result of excessive dieting. In addition, 39% of the 

females and 13% of males reported that they had changed their eating habits as a result of 

their knowledge about the eating disorders (Murray, et al, 1990).  

For their study, Murray and colleagues (1990) took a random and voluntary 

sample from two banking companies (129 participants with a maximum age of 30) as 

well as a small sample of 20 students with a mean age of 19 for females and 22.7 for 

males. The advantage of this sample was that it targeted the most vulnerable age group to 

develop an eating disorder. The researchers used an interview approach that involved a 

series of open-ended questions to screen the participants. The data was analyzed by 

interpreting percentages as well as chi-squared calculations (Murray, et al, 1990).  

These two studies came to the same conclusion that knowledge regarding eating 

disorders, especially AN, is increasing among the age groups that are most vulnerable for 

developing an eating disorder. Although knowledge appears to be increasing, it can be 

assumed that there is still a general lack of knowledge about AN that needs to be 

addressed. Education is a vital function of professional nursing practice and nurses are 

well prepared to assist individuals who have been diagnosed with an eating disorder.  
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Epidemiology of AN 

AN is an increasing prevalent and not fully understood disorder. Despite the lack 

of concrete knowledge related to the etiology, symptoms, and treatment of AN, the 

number of individuals that are meeting the DSM-IV criteria for AN is rising. In a 

previous study, Van Son, et al. determined that the prevalence of AN was 136 people per 

100,000 in the United States (2006). However, in a more recent study, Keski-Rahkonen 

and colleagues measured lifetime prevalence and incidence rates among women and 

found that the actual prevalence rate is much higher (2007). 

In a longitudinal study to determine the epidemiology of AN, Keski-Rahkonen et 

al. discovered that the occurrence rate of AN is about doubled that of the previous study: 

about 270 per 100,000 people aged 15 to 19 (2.2%) (2007). In addition to this finding, the 

researchers concluded from the study that the average recovery time of a woman 

diagnosed with AN was five years, and, within five years post clinical recovery they had 

potential for a complete psychological recovery (Keski-Rahkonen, et al. 2007). The 

longitudinal study design involved 2,881 Finnish twins who filled out four questionnaires 

over a span of six to twelve years. The questionnaires included a baseline rating for the 

first questionnaire and then progressed to measuring body image, drive for thinness, body 

dissatisfaction, and any signs and symptoms of bulimia (Keski-Rahkonen, et al., 2007). 

The overall results of this study were significant as they added to the body of 

knowledge regarding the prevalence of AN. Screenings for AN in healthcare settings may 

provide more effective methods for early identification. Education related to the risk 

factors, signs and symptoms, and health consequences of AN are also part of the nurse’s 

scope of practice. The 2007 study’s other finding related to the recovery of AN imply that 
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individuals struggling with AN could recover. Sixty-six percent of individuals who were 

diagnosed with DSM-IV AN recovered within five years, and 70.9% had recovered by 

the end of the study. Nurses need to be aware that AN is a disorder that can be treated and 

recovered from, and it is the responsibility of the nurses to provide the resources that their 

patients need for treatment as well as hope that this is a disorder that can be recovered 

from.  

Etiology & Risk Factors 

The etiology and risk factors of AN are very complex topics. It is still unclear 

what causes an individual to develop AN and what factors put an individual at risk. 

Gender, age, family dynamics, social pressures, traumatic events and genetics are a few 

suggestions for the etiology of AN. In the following studies, researchers try to more 

clearly distinguish the etiology and risk factors related to AN. 

A widespread and accepted etiology of AN is the theory that social pressures 

influence individuals to develop the disorder, but could there perhaps be another cause, 

such as past experiences? This is the question that Brandenburg and Anderson had when 

they designed and performed their study (2008). The researchers were curious about the 

etiology of AN and speculated that AN could result from prior weight loss. To test this 

hypothesis they used a retrospective approach to scrutinize 66 outpatient charts at an 

eating disorder clinic. They were able to identify five individuals who, as a result of 

either infections, medication side effects, surgery, or a death of a loved one, lost weight 

unintentionally and then proceeded to develop AN-associated behaviors to lose more 

weight. Commonalities between the individuals diagnosed with AN supported the 

researchers’ hypothesis: all 5 reported that they did not have any self-image issues before 
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their unintentional weight loss. However, after they lost the weight, they all acquired the 

desire to be thinner and a phobia of gaining the weight back. Their developed desire to 

lose more weight came from either praise from society or the individual’s own 

motivation; however, the original causes of AN in all of the cases were from 

unintentional weight loss. This discovery opens a new prospective etiology for AN: the 

onset of AN triggered by unintentional weight loss, which could potentially expand over 

any medical or traumatic event that an individual may experience (Brandenburg & 

Anderson, 2008). 

Along with the possible etiologies of AN, the risk factors of this disorder are not 

fully understood, and researchers are discovering more and more contributing factors that 

could put an individual at risk for developing AN; for example, Pike, et al. discovered 

that women with AN “specifically reported greater severity and significantly higher rates 

of negative affectivity, perfectionism and family discord, and higher parental demands 

than women with other psychiatric disorders” (2008, p. 1). The study incorporated a 

quantitative and retrospective approach to examine two separate studies that employed 

the Oxford Risk Factor Interview (RFI) as well as the Eating Disorder Examination 

(EDE) and the Parental Bonding Instrument (PBI) as their tools for the assessment of risk 

factors (Pike, et al., 2008).   

 For this study, Pike and colleagues used telephone calls and advertising to recruit 

participants. After being screened for diagnostics and risk factors, the individuals with no 

psychiatric diagnosis and those with a non-eating disorder psychiatric diagnosis were 

matched with individuals with a DSM-IV diagnosis of AN. Individuals with a history of a 

psychiatric disorder were diagnostically screened using the Structured Clinical Interview, 
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and for those with eating disorder and psychopathology diagnoses, the EDE was utilized. 

For the risk factor assessment, the RFI was used, which involved a five-point scale (0 to 

4) that measured the degree of exposure that the individual may have had to a risk factor. 

The tools explored many facets, including mental and physical health, familial history 

related to weight and eating, environmental factors, parental control and quality, and 

possible childhood abuse. Antecedent life events, such as moving from one house to 

another, were also taken into consideration by the researchers. For a better understanding 

of the risk factors related to parental influence, Pike, et al. used the PBI from which they 

gleaned the possible risk factors of overprotection and lack of care (2008). The 

methodology of this study was appropriate because it involved several reliable 

instruments for assessment, a matched study that paired AN individuals with individuals 

with other psychiatric diagnoses and those with no diagnoses (Pike, et al., 2008).   

 A significant result from this study was that the factors that were more indicative 

for AN than other psychiatric disorders were “negative affectivity, perfectionism, family 

discord, and high parental demands” (Pike, et al, 2008, p. 7). The results of this study 

supplied healthcare providers with the specific risk factors to screen for in their clients. 

By recognizing these risk factors, preventative interventions may be set in place and the 

occurrence of AN may decrease. A screening tool that can be used in a clinical setting 

may be needed in order to effectively identify possible risk factors, and a discussion 

format is another method to assess possible risk factors (Pike, et al., 2008). In the 

Brandenburg and Anderson (2008) and Pike, et al. (2008) studies that used the RFI 

produced similar results, suggesting the reliability and validity of the results. 
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Genetics & Heritability 

 Genetics have become a frequently cited risk factor for the development of AN 

over the past few decades (Klump, Burt, McGue, and Iacono, 2007). Many studies have 

confirmed that heritability of certain variations of genes can predispose an individual to 

an eating disorder. In this review, two studies were scrutinized. The first study, by 

Klump, et al., investigated the influences of genetics and environments on adolescents 

(2007). The second study, by Wade, Bulik, Neale, and Kendler studied the link between 

AN and major depression and the possible genetic factors that may predispose an 

individual for developing both disorders (2000). 

 The study performed by Klump, et al. provided notable insight into the genetics 

behind disordered eating; they discovered in their longitudinal twin study assessing 

adolescents at ages 11, 14, and 18, that genetics accounted for 46% of the variance in the 

development of disordered eating (2007). A second finding was that the influences of 

shared environmental factors decreased as the adolescents aged (Klump, et al., 2007). 

 For this study Klump and colleagues (2007) used the Minnesota Twin Family 

Study (MTFS), to recruit their subjects. The MFTS is a database that had been previously 

found to be reliable for locating twins in Minnesota. Three hundred and eighty six pairs 

of twins were involved with this study and were assessed three times: at 11, 14, and 18 

years of age. For the assessment, the Minnesota Eating Behavior Survey (MEBS) was 

employed. This survey has been shown to be a reliable measurement tool which aids the 

validity and reliability of this study’s results. Using Cholesky decomposition models, 

Klump, et al. were able to come to the conclusion that at 11 years of age, there were no 

genetic influences with either monozygotic or dizygotic twins on disordered eating (DE) 
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but there were shared environmental effects between the twins (2007). However, at 14 

and 18 years of age, genetics were responsible for about half (46%) of the variance 

variation of DE levels, and shared environmental factors had little to no influence on DE. 

It was also of interest to note that these genetic factors that played such a significant role 

in the DE of older adolescents were present at the age of 11 and were not new at 14 and 

18. Similarly, the shared environmental influences that were effective at 14 and 18 were 

present at the age of 11 as well (Klump et al., 2007). 

 This was the first longitudinal twin study that analyzed the changes of etiologic 

factors on DE, and the use of reliable tools gave the results of this study more validity 

and could be considered factual; however, further studies need to be done in order to 

further validate these results. A disadvantage of this study was that it focused on 

disordered eating and not a specific eating disorder such as AN or BN. Nursing 

considerations related to this topic include designing and executing a MORE specific 

study that can focus on each eating disorder as well as continued research regarding the 

genetics related to the etiology of AN.  

 The second study that analyzed genetics and the development of AN considered 

another psychiatric disorder: major depression. AN and major depression are two serious 

mental disorders. Both have some degree of heritability. In this study, performed by 

Wade, et al., the researchers found that AN has a heritability of approximately 58% 

(2000). This genetic risk can contribute to the comorbidity of AN and depression; in fact, 

the results “indicated that the proportion of shared genetic variance between anorexia 

nervosa and major depression is 34%” (Wade, 2000, p. 170).  
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 The methodology of this study involved a longitudinal, population-based sample 

consisting of 2,163 female twins. The mean age of the twins was 29.3 years old. Data was 

gathered through separate interviews with the twins. Precautions were taken by the 

researchers to ensure the reliability and validity of the data, such as making sure the 

interviewers were unaware of any information regarding each twin. The results of this 

study were significant. The researchers suggested that there are no correlated 

environmental risk factors between major depression and AN. These disorders both share 

and have their own unique genetic factors. Nurses as well as other health care providers 

need to be aware that AN and major depression often occur simultaneously. With this 

knowledge, nurses can screen for and be aware of comorbidities involved in eating 

disorder diagnoses.      

Symptoms of AN 

Symptoms of AN are variable, and each individual with AN has his or her own 

specific techniques and rituals for losing weight. A study conducted by Surgenor, 

Maguire, Russell, and Touyz sought to determine the relationship between self-

competence, self-liking and the symptoms of individuals with AN (2007). This was the 

first study that attempted this research, and discovering a relationship between these two 

areas could provide significant insights into the subcategories of self-esteem and the 

symptoms of AN (Surgenor, et al, 2007). 

Surgenor, et al. used the AN database, a project that collects data at the admission 

and discharge from treatment centers and that was developed by the University of 

Sydney, to gather their data (2007). Surgenor, et al. used the data that was collected 

during the admission process of their 77 participants (mean age of 22.5 years), and they 
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also had each participant complete the eating disorders inventory-2 (EDI-2), a tool that 

assesses psychological dimensions common in eating disorders and the severity of the 

disorder, as well as the Rosenberg self-esteem scale (RSES) (2007). The RSES is a 

widely used tool for assessing self-esteem in individuals with eating disorders. (Surgenor 

et al., 2007). 

The results showed that self-liking was significantly lower in individuals with the 

binge-purge type of AN than the restricting type of AN (Surgenor et al., 2007). Lower 

self-liking was also linked to self-induced vomiting and abusing laxatives. Self-

competence was not shown to be significantly associated with an AN subtype and 

therefore was not as useful as the results from self-liking. The researchers also gathered 

data regarding a possible correlation between self-liking and self-competence and BMI 

and chronicity (the number of years since the diagnosis), but there were no significant 

results.  The overall results suggested that symptoms as well as levels of self-esteem. The 

results of this study also suggested that other psychological factors influenced AN and its 

symptoms because both BMI and chronicity did not show any relationship with the 

components of self-esteem (Surgenor et al., 2007). 

Studying AN and its symptoms cannot be done effectively unless there is a valid 

and reliable tool to use. The Yale-Brown-Cornell Eating Disorder Scale (YBC-EDS) is 

one such tool. Jordan, Joyce, Carter, McIntosh, Luty, & McKenzie et al. strove to provide 

further validity of the YBC-EDS scale by using it to screen individuals diagnosed with 

AN, and their results supported their objective (2009). The researchers discovered that 

the YBC-EDS was especially useful when screening for perfectionism, impulsivity, 

psychopathology, depressive symptoms, and symptom change (Jordan et al., 2009). 
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This quantitative study included 56 women with a DSM-IV diagnosis of AN who 

underwent treatment sessions with trained clinicians. The YBC-EDS measurements were 

taken before and after the treatment. After careful analysis of the pre and post YBC-EDSs 

for each participant, Jordan and colleagues concluded that the scale was especially useful 

when screening for psychopathology, depression symptoms, perfectionism, and 

impulsivity (2009).   These results proved to be similar to those from previous studies and 

therefore made it evident that the methodology used was appropriate to the present study 

(Jordan, et al., 2009). 

The YBC-EDS scale involves a symptom checklist using a Likert scale that 

includes items relating to preoccupations with factors such as food, body shape, and 

weight, and rituals such as eating, exercise, bingeing and purging. The scale also has a 

core scale, with only eight items, four from the preoccupation section and four from ritual 

section. Concerning validity, the YBC-EDS has been used in other studies and has been 

found to have “convergent validity with other measures of eating disorder symptoms and 

perfectionism but also to correlate with depressive and anxiety measures” (Jordan, et al., 

2009, p. 267). The 2009 study undertook several measures to ensure its reliability and 

validity. Inter-rater reliability checks were incorporated into the methodology to ensure 

that the results were sound and unbiased. A strict statistical significance level was also 

used to ensure reliability. The validity of this study stems from its congruent results when 

compared to the previous YBC-EDS studies. (Jordan, et al., 2009).  

Suicide and AN 

AN is a serious psychiatric disorder with many consequences. The physical side 

effects alone are debilitating and may result in death. AN has psychological side effects 
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as well, which can ultimately lead to acts of suicide. One study that examined this topic 

was performed by Bulik, Thornton, Pinheiro, Plotnicov, Klump, and Brandt, et al., who 

strove to determine the prevalence of suicide, the suicidal behavior differences, possible 

psychiatric comorbidity, and personality traits among individuals diagnosed with AN 

(2008). 

Through their assessment of 432 individuals (gleaned from the first 432 

individuals who enrolled in the Genetics of Anorexia Nervosa Collaborative Study, 

which is a funded by the National Institute of Health (NIH)) with AN, Bulik and 

colleagues discovered that 16.9% of the 432 who they were able to assess for suicide 

attempts had tried to commit suicide (2008). Seventy-eight point three percent reported 

that they tried to commit suicide in order to die, while others, 37.7% did not think that 

they would die. Most of the individuals (81.2%) who attempted suicide were struggling 

with a comorbid diagnosis, usually depression; 8.7% were abusing drugs; and 5.8% were 

struggling with another disorder. Those who did attempt suicide were likely to have 

abused alcohol or drugs, had been diagnosed with Post Traumatic Stress Disorder 

(PTSD), Cluster B personality disorders and/or panic disorders (Bulik, et al., 2008). 

The methodology involved 432 individuals who completed a series of screenings 

using various instruments. The Structured Clinical Interview for Axis I (SCID-I) and 

Structured Interview for Anorexia Nervosa and Bulimia Syndrome (SIAB) were used to 

validate the eating disorder diagnosis and to determine each individual’s specific 

behaviors such as body image and behaviors associated with their eating disorder. The 

Yale-Brown-Cornell Eating Disorder Scale (YBC-EDS) was also implemented to assess 

compulsions and obsessions related to food and exercise and the severity of AN. These 
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instruments have demonstrated inter-rater reliability and convergent validity when used 

in previous studies, which aided this study’s own reliability and validity (Bulik et al., 

2008). Other scales were used as well, such as the Diagnostic Interview for Genetic 

Studies (DIGS) for assessment of psychiatric symptoms throughout the lifespan and to 

determine other possible comorbidities. The Temperament and Character Inventory was 

used to determine each individual’s character by way of assessing persistence, self-

directedness, harm avoidance, novelty seeking, and self-transcendence. The Eatatelife 

Phenotype (EATATE) was used for another personality measure; this one focused on 

perfectionism and rigidity when these individuals were children. In addition the Barrett 

Impulsivity Scale (BIS) was implemented to measure impulsivity. A great strength of this 

study stems from its use of various scales that have proven to be reliable and valid; 

therefore the results of this study are judged to be accurate (Bulik et al., 2008).  

Possible Treatments 

 Effective treatment for Anorexia Nervosa (AN) is a topic that does not have 

definite answers. No one therapy is considered the epitome of success, and as a result, 

there are many studies that have been done in order to determine the effectiveness of 

various treatments that may aid a person towards recovery from AN. Possible effective 

treatments include Self-Esteem Therapy, Cognitive Behavioral Therapy (CBT), 

Acceptance and Commitment Therapy (ACT), Naturalistic Therapy, and a newly 

developed method that focuses on the nurses’ role and the use of normalization, structure 

and responsibility for recovery. As evidenced by the following studies, all of these 

therapies have the potential to treat individuals with AN.  
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The first study performed by Karpowicz, Skärsäter, and Nevonen provided insight 

into the significant relationship between self-esteem and anorexia (2009). The results of 

their study provided evidence for a definite correlation between low self-esteem and the 

symptoms of anorexia and a higher self-esteem and weight gain. The authors provided a 

clear overview of the study, methodology, results, and considerations for future studies. 

By studying self-esteem in individuals diagnosed with AN and how it changes through 

recovery, the authors made a correlation between the level of self-esteem and the onset of 

AN. In order to perform this study, the researchers developed a self-evaluation 

questionnaire and had the participants (38 patients of Queen Silvia Children’s Hospital 

ranging between 16 and 25 years old) complete it before beginning treatment and upon 

discharge (three months). The treatment involved many aspects, including scheduled 

meals, biweekly weigh-ins, support teams of nurses, one-on-one counseling, appropriate 

medications, and weekly consultations. Focusing on the many challenging aspects of the 

disorder make the treatment design holistic, and this could be considered a strength 

because AN affects every aspect of the individual’s life. Performing the study in a 

controlled group-living setting was a strength as well because every activity and meal 

could be controlled. Some weaknesses of the design were that the questionnaire may be 

an incomplete look at the person’s self-esteem as well as the chance that the patients are 

providing false information (putting the answers that the researchers want to see), for the 

subjects were aware of the experiment. There was also no randomization among the 

subjects, they were all patients at Queen Sylvia’s Hospital, and the article did not mention 

randomization methods used (Karpowicz, Skärsäter, & Nevonen, 2009). 
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  The nursing implications for clinical practice that stem from this study are many. 

Nurses are responsible for treating each patient holistically, which includes assessment of 

self-esteem. Developing a therapeutic relationship with their patients is the overall goal, 

and through that relationship nurses are able to intervene and positively impact the 

person’s self-concept and self-esteem as well as address medical issues. This study 

provides evidence to support the nurse’s role in assessment and patient counseling. 

Individuals with AN are particularly susceptible to low self-esteem, and nurses are prime 

candidates for intervening to promote a healthier self (Karpowicz, Skärsäter, & Nevonen, 

2009). 

 Along with self-esteem therapy, Cognitive Behavioral Therapy (CBT) is another 

treatment option that should be considered. A study performed by Carter, McFarlane, 

Bewell, Olmstead, Woodsidem and Kaplan, et al. (2009) provided significant evidence 

that CBT is an effective treatment for AN. With CBT gaining recognition as an effective 

tool to treat AN, maintenance treatment as usual (MTAU) may be used less frequently 

and a more structured treatment plan can be implemented and used on a global level.   

Utilizing a nonrandomized study design, the goal of Carter, et al. (2009) was to 

compare treatment with cognitive behavioral therapy (CBT) and treatment using 

maintenance treatment as usual (MTAU). The significant results of this study supported 

the notion that the people receiving CBT (46 subjects) were able to progress further 

before relapse and had a much higher percentage of subjects who did not relapse (65%) 

compared to those being treated with MTAU (42 subjects), who relapsed within a shorter 

period and had a lower percentage of people who did not relapse (34%). The 

methodology of this study involved using a nonrandomized sample of individuals with 



Running Head: ANOREXIA NERVOSA                                                                         32 

 

AN that chose whether to participate in the CBT or the MTAU. This longitudinal study 

took place over a year. The subjects who participated in CBT had individual therapy 

sessions over the course of the year as well as either fluoxetine or a placebo. The MTAU 

subjects selected their own treatment methods, which could have included periodic group 

therapy sessions. There were assessments every three months to track progress and 

symptoms of relapse. The results of this study concluded that CBT is an effective method 

of treatment: with CBT the occurrence of relapse was smaller and took longer to occur, as 

opposed to MTAU, which had a much higher percentage of relapse (Carter, et al, 2009). 

 A strength of this study was that it included many subjects, above 40 in each 

testing group. A positive outcome was that it provided evidence that the use of CBT as an 

effective method to treat AN and calls for further research of this type of treatment. 

Weaknesses include the fact that the subjects were nonrandomized, so this could have 

impacted the results as a result of bias. Another disadvantage is that there was not 

complete control over the actions of the participants, making the results questionable as 

well. The MTAU group was given options for treatment, such as group therapy sessions, 

but they were under no obligation to seek treatment. There is also no mention of drug 

therapy being used or not being used for treatment in the MTAU group, making the 

results unreliable. This study lacked structure and guidelines (Carter, et al, 2009). 

In addition to CBT, Acceptance and Commitment Therapy (ACT) is another 

method for treatment that has been studied. In a qualitative study performed by Berman, 

Boutelle, and Crow, three subjects participated in 17-19 psychotherapy sessions (two a 

week), including two family psychotherapy sessions (2009). These sessions focused on 

various topics, such as diet, education about AN, how to manage thoughts and emotions, 
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acceptance of themselves and their fears and values. A baseline assessment was taken at 

the beginning of the study and at every therapy session following. The results were 

individual for each subject, but they all showed improvement throughout the study (an 

increase of BMI, reappearance of menses, quality of life or pursuit of life goals, for 

example) one year after the study’s termination (Berman, et al., 2009). 

 Strengths of this study included the suggestion that ACT has a positive effect on 

people trying to recover from AN and was well tolerated by the participants. Weaknesses 

include the fact that it was a very small sample size. This study created interest in ACT 

and its potential effectiveness, and provides the nursing implication that more studies are 

necessary in order to gain more of an understanding of the potentials of ACT. Nurses 

should be aware of this option for people living with AN and can refer clients to ACT 

practitioners (Berman, et al., 2009). 

Self-esteem, cognitive behavioral, and acceptance and commitment therapies all 

seem to have evidence of effectiveness as treatment for AN. Thompson-Brenner, 

Boisseau and Satir, conducted a naturalistic study (2010). The results of this non-

experimental study support CBT and suggest integrative psychodynamic psychotherapy 

for treating AN in adolescents. The researchers report that 69.7% showed improvement 

when participating in programs for eating disorders. Another discovery was that, in 

several cases, symptoms that may seem to imply AN or bulimia (BN), are really Eating 

Disorders Not Otherwise Specified (EDNOS). Their study involved asking clinicians to 

describe some of their patients that are diagnosed with eating disorders, including what 

treatments they are receiving and the progress that the patients have made. Checklists and 

descriptions were used by the clinicians to accurately describe their patients, their 
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treatment, and their progression towards health (Thompson-Brenner, Boisseau & Satir, 

2010).  

A major strength of this study was that the subjects were randomly selected. 

Another strength of this study pertains to the methods of data collection; the data was 

gathered came from clinicians, who were experienced, educated, and were able to report 

the information accurately. However, the main weakness of this study was a part of this 

strength. The reliability of the information from the clinicians could be skewed as a result 

of bias. Although the researchers carefully analyzed the data provided, biases from the 

clinicians may have skewed the results (Thompson-Brenner, Boisseau & Satir, 2010).  

This study infers that health care providers, such as nurses, should treat patients 

who are trying to recover from AN with a variety of interventions, such as CBT and 

psychodynamic psychotherapy, family therapy, and a variety of others, depending on the 

needs of the patient and the scope of practice of the nurse. This study also calls for 

continued and enhanced studies to further investigate appropriate and effective treatment 

for AN (Thompson-Brenner, Boisseau & Satir, 2010).  

Self-Esteem Therapy, CBT, ACT and Naturalistic Therapy are all possible 

treatments for AN. Since there are currently no preferred and perfected treatment 

methods, there are many theories on the best mode of treatment. A final study that 

proposes a potential treatment involves the development of a method that uses several 

themes, normalization, structure, and responsibility to aid the individuals towards 

recovery. 

The recovery process for an individual with AN is a difficult one for both the 

individual and the nurse, and yet Ommen, Meerwijk, Kars, Elburg and Meijel utilized a 
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grounded method to develop a theory that may improve nursing care for individuals 

trying to recover from AN (2008). The researchers conducted interviews with 13 females 

who were in the hospital receiving treatment, and through these interviews, themes about 

the recovery process were formed. These themes, normalization, structure, and 

responsibility, were what the individuals found most helpful throughout the recovery 

process. The nurses assumed responsibility over meals and exercise at first, which was 

necessary in order to facilitate weight gain. Towards termination of treatment, the 

responsibility was given back to the individuals, which was necessary in order for the 

individuals to relearn how to properly take care of themselves. Normalization of 

behaviors was necessary because upon entering the hospital individuals with AN had a 

skewed perception of normal eating and exercising practices and they did not recognize 

what was normal. The structure the nurses provided was imperative in order to guide the 

individual into a normalized and healthy lifestyle. Without the structure, the individuals 

would not have been able to let go of their unhealthy habits and procure healthy ones 

(Ommen, et al., 2009).    

This study is extremely important for nurses; Ommen, et al. (2009) suggested that 

caring for individuals who are recovering from this disorder is really “specialist work” 

because these nurses needed to understand that to best care for their patients they need to 

implement responsibility, normalization, and structure into the recovery regimen (pg. 

2808). Although this study requires further exploration, the general results of how to 

develop an effective AN recovery regimen are vastly important. Although medications 

may seem the easiest route to recovery, this study displays a method with lasting and 

effective results (Ommen, et al., 2009).    
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Summary 

 It is evident through this review of the literature that there are a multitude of 

research studies regarding AN’s epidemiology, etiology and risk factors, suggested 

inheritability, symptoms, AN and suicide and possible treatments.  One area that is 

lacking in current research is the knowledge base that students have of AN.  There is a 

void of research regarding the knowledge that the most susceptible age group has of this 

devastating disorder that dates after 1990.   
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CHAPTER III 

Methodology 

The purpose of this descriptive study was to assess preexisting knowledge about 

AN in undergraduate college students. According to Fain, a descriptive design “[gathers] 

information about conditions, attitudes, or characteristics of individuals or groups of 

individuals; the purpose of descriptive research is to describe the meaning of existing 

phenomena” (2004, p. 191). This current study used a non-randomized, non experimental 

convenience sample to assess the knowledge of college students related to AN. For the 

purpose of this research, a questionnaire generated by the researcher was administered a 

questionnaire to a class of General Psychology students.  

Confidentiality 

 Prior to inviting subjects to participate in the study, the researcher provided an 

explanation to the potential participants regarding the purpose of the study. Those who 

agreed to participate were asked to read and sign a consent form before filling out the 

questionnaire (see Appendix C). The consent forms were collected separately from the 

questionnaires to avoid breach of confidentiality. The consent form affirmed that the 

questionnaire was strictly confidential and assured subjects that the data collected would 

not be personally identifiable. No names, identifying numbers, or addresses were 

collected. The participants were informed that they had the option to refuse to participate 

at any time during the study.  

Developing a Questionnaire 

The researcher consulted with two psychiatric nurse educators and a psychologist 

to discuss possible questions in the development of the questionnaire (see Appendix D). 

The questionnaire included, fourteen multiple choice, one Likert-type scale, and three 
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primarily demographic questions. The forced choice format questionnaire was 

administered by the researcher during a regularly scheduled class time with prior 

permission from the professor. The forced choice format encouraged completion of the 

questionnaires. The questionnaire was designed to take less than 10 minutes to complete, 

in an effort to minimize the time commitment of the subjects and the amount of class 

time that was being used. After the questionnaire was distributed, the participants were 

allowed a maximum of ten minutes to complete and return the questionnaire to the 

researcher.  

Subjects 

 The inclusion criteria for subjects in this study were undergraduate college 

students that were enrolled in a General Psychology class at a small liberal arts college in 

the Northwest.  All participants were at least 18 years old and acknowledged this in the 

consent form. The setting of this study was a General Psychology class on the campus of 

a small liberal arts college in the Northwest. A total of 69 students agreed to participate in 

the study as subjects. Of the 69 subjects 20, or 28.99% of the participants, were male and 

49, or 71.01% of the participants, were female. When asked if they had had prior 

education on AN, 36 participants, or 52.17%, said that they had had prior education. 33, 

or 47.83% of the participants circled that they had not had prior education. When asked if 

they knew someone who had been diagnosed with AN, 23, or 33.33% of the participants 

said that they did know someone who had been diagnosed with AN, while 46, or 66.67% 

of the participants circled that they did not. 
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Analysis 

Each questionnaire was scored and percent correct was calculated. The average 

class score was also calculated. Questionnaire responses were sorted and analyzed 

compared by gender, previous AN knowledge and the percent of participants who knew 

someone with AN. The participants were provided with the researcher’s phone and e-

mail address so that each participant could be informed of the results.  
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CHAPTER IV 

Results 

To initially analyze the data, a table (see Table A) that displays the percentage of 

correct answers for questions 1-14 was generated with the average percentages correct for 

each of the following groups: total sample, males, females, prior knowledge of AN, no 

prior knowledge of AN, knowing someone with AN, or not knowing someone with AN. 

In addition, 2 graphs where generated to display the percentage correct by question and 

by gender (see Appendix B). 

Table A: Percent Correct by Question Number 

Question 

Number  

Total 

Sample  

Males  Females  Prior 

Knowledge  

No Prior 

Knowledge  

Knew 

Someone  

Did Not 

Know 

Someone 

1 77.3% 75% 79.6% 77.14% 79.41%  73.91% 80.43% 

2 35.87% 35% 36.73% 37.14% 35.29% 39.13% 34.78% 

3 62.76% 50% 75.51% 76.47% 60% 73.91% 65.22% 

4 88.42% 85% 91.84% 97.06% 82.86% 91.30% 89.13% 

5 32.81% 35% 30.61% 35.29% 37.14% 34.78% 30.43% 

6 64.03% 75% 53.06% 55.88% 62.86% 52.17% 63.04% 

7 67.30% 55% 79.59% 76.47% 68.57% 73.91% 71.74% 

8 60.61% 60% 61.22% 67.65% 54.29% 60.87% 60.87% 

9 26.69% 35% 18.37% 17.65% 28.57% 26.09% 21.74% 

10 63.22% 55% 71.43% 73.53% 60% 69.57% 65.22% 

11 94.44% 95% 93.88% 91.18% 97.14% 86.96% 97.83% 

12 63.22% 55% 71.43% 52.94% 74.29% 60.87% 65.22% 

13 9.08% 10% 8.16% 8.82% 8.57% 17.39% 4.35% 

14 95.92% 100% 91.84% 97.06% 91.43% 95.65% 93.48% 

Average 60.12% 58.57% 61.66% 61.73% 60.03% 61.18% 60.25% 

 

As is seen in Table A, the overall percentage of correct responses for the total 

sample was 60.12%. Males scored an average of 58.57%, which is slightly lower than the 

female average of 61.66%. The percentages for prior knowledge of AN and no prior 

knowledge of AN were close with scores of 61.73% and 60.03%. Prior knowledge of AN 

had an impact of less than 2% on the scores. The overall percentage of knowing someone 
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with AN was 61.18%, which is slightly higher than the 60.25% of the participants who 

did not know someone with AN.  

 

Table B: Question 15 and Percentages from Demographic Questions 

 Total 

Sample 

Males Females Prior 

Knowledge 

No Prior 

Knowledge  

Know 

Someone 

Don’t 

Know 

Someone 

Agree  

(8 

participants) 

11.59%  

 

5 

participants, 

or 62.5% 

 

3 

participants, 

or 37.5% 

4 

participants, 

or 50% 

4 

participants, 

or 50% 

3 

participants, 

or 37.5% 

5 

participants, 

or 62.5% 

Disagree 

(61 

participants) 

88.41%  

 

15 

participants, 

or 24.59% 

 

46 

participants, 

or 75.41% 

30 

participants, 

or 49.18% 

31 

participants, 

or 50.82%  

 

20 

participants, 

or 32.79% 

41 

participants, 

or 67.21% 

 

 In order to analyze the Likert-type question, the responses were collapsed into 

either “agree” or “disagree” and then percentages were calculated based on the responses 

from the total sample, from males, females, participants with prior knowledge of AN, 

those without prior knowledge of AN, participants who knew someone with AN and 

those who did not know someone with AN (see Table B). Of the total number of 

participants, 11.59% agreed with the statement, meaning that they valued their friendship 

with the person with AN more than getting the person help from a professional. On the 

other hand, 88.41% of the total sample disagreed with the statement. Regarding males, 5 

participants, or 7.25% of the total sample, agreed that they would not seek professional 

help for their friend; 15 males, or 21.74% of the total sample, disagreed with the 

statement and would seek professional help for their friend. Regarding females, 3 

participants, or 4.35% of the total sample, reported that they would not seek professional 

help for their friend; 46 participants, or 66.67% of the total sample, reported that they 

would seek professional help for their friend. Four participants with prior knowledge, or 
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4.80% of the total sample, reported that they would not seek professional help for their 

friend; 30 participants, or 43.48% of the total sample, reported that they would seek 

professional help for their friend. Four participants with no prior knowledge, or 4.80% of 

the total sample, reported that they would not seek professional help for their friend; 31 

participants, or 50.82% of the total sample, said that they would seek professional help 

for their friend. Three participants who knew someone with AN, or 4.35% of the total 

sample, reported that they would not seek professional help for their friend; 20 

participants who knew someone with AN, or 28.99% of the total sample, reported that 

they would seek professional help for their friend. Five participants who did not know 

someone with AN, or 7.25% of the total sample reported that they would not seek 

professional attention for their friend; 41 participants who did not know someone with 

AN, or 67.21% of the total sample, reported that they would seek professional help for 

their friend. 

A Chi Square analysis was conducted to determine the presence of statistically 

significant differences by group for each question. Each question on the questionnaire 

was analyzed three ways (see Appendix A for tables). The first analysis focused on the 

differences in the percent correct for each question by gender. The second analysis 

focused on the effect that prior education had on the participants’ answers. The third 

analysis focused on the effect that knowing someone with AN had on participant 

responses. For the Likert-type scale question (Question 15); responses were condensed 

into either an “Agree” or “Disagree” category and Chi Square values were again 

determined to assess the role of gender, prior knowledge, and knowing someone with AN 
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for this question. All Chi Square results were assessed for significance using a p < 0.05 

standard. 

Question 1: This question asked about the classification of AN (see Appendix D). 

Of the total sample, 77.3% chose the correct answer. Males answered the question 

correctly 75% of the time, and females answered correctly 79.6% of the time. A chi 

square analysis of question 1 by gender produced a chi square value of 0.1748 and a p-

value of 0.625871 (Table 1a). Those who had prior education answered the question 

correctly 77.14% of the time, and those without prior education answered the question 

correctly 79.41% of the time. A chi square analysis of question 1 by prior knowledge 

produced a chi square value of 0.04388 and a p-value of 0.819896 (Table 1b). Those who 

knew someone with AN answered the question correctly 73.91% of the time, and those 

who did not know someone with AN answered correctly 80.43% of the time. A chi 

square analysis of question 1 by knowing someone produced a chi square value of 

0.433325 and a p-value of 0.535825 (Table 1c). 

Question 2: This question asked about the etiology of AN (see Appendix D). Of 

the total sample, 35.87% chose the correct answer. Males answered the question correctly 

35% of the time, and females answered correctly 36.73% of the time. A chi square 

analysis of question 2 by gender produced a chi square value of 0.019 and a p-value of 

0.890241 (Table 2a). Those who had prior knowledge answered the question correctly 

37.14% of the time, and those without prior knowledge answered the question correctly 

35.29% of the time. A chi square analysis of question 2 by prior knowledge produced a 

chi square value of 0.027 and a p-value of 0.874583782 (Table 2b). Those who knew 

someone with AN answered the question correctly 39.13% of the time, and those who did 
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not know someone with AN answered correctly 34.78% of the time. A chi square 

analysis of question 2 by knowing someone produced a chi square value of 0.033 and a p-

value of 0.723616 (Table 2c). 

 Question 3: This question asked about the eating habits of individuals with AN 

(see Appendix D). Of the total sample, 62.76% chose the correct answer. Males answered 

the question correctly 50% of the time, and females answered correctly 75.51% of the 

time. A chi square analysis of question 3 by gender produced a chi square value of 4.247 

and a p-value of 0.039305 (Table 3a). Those who had prior knowledge answered the 

question correctly 76.47% of the time, and those without prior knowledge answered the 

question correctly 60% of the time. A chi square analysis of question 3 by prior 

knowledge produced a chi square value of 2.15 and a p-value of 0.138997 (Table 3b). 

Those who knew someone with AN answered the question correctly 73.91% of the time, 

and those who did not know someone with AN answered correctly 65.22% of the time. A 

chi square analysis of question 3 by knowing someone produced a chi square value of 

0.539 and a p-value of 0.464542 (Table 3c). 

 Question 4: This question asked to identify the population that is most often 

diagnosed with AN (see Appendix D). Of the total sample, 88.42% chose the correct 

answer. Males answered the question correctly 85% of the time, and females answered 

correctly 91.84% of the time. A chi square analysis of question 4 by gender produced a 

chi square value of 0.727 and a p-value of 0.394006 (Table 4a). Those who had prior 

knowledge answered the question correctly 97.06% of the time, and those without prior 

knowledge answered the question correctly 82.86% of the time. A chi square analysis of 

question 4 by prior knowledge produced a chi square value of 3.818 and a p-value of 
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0.050704 (Table 4b). Those who knew someone with AN answered the question correctly 

91.30% of the time, and those who did not know someone with AN answered correctly 

89.13% of the time. A chi square analysis of question 4 by knowing someone produced a 

chi square value of 0.078 and a p-value of 0.776453 (Table 4c). 

 Question 5: This question asked about the risk factors of AN (see Appendix D). 

Of the total sample, 32.81% chose the correct answer. Males answered the question 

correctly 35% of the time, and females answered correctly 30.61% of the time. A chi 

square analysis of question 5 by gender produced a chi square value of 0.125 and a p-

value of 0.724099 (Table 5a). Those who had prior knowledge answered the question 

correctly 35.29% of the time, and those without prior knowledge answered the question 

correctly 37.14% of the time. A chi square analysis of question 5 by prior knowledge 

produced a chi square value of 0.903 and a p-value of 0.34174069 (Table 5b). Those who 

knew someone with AN answered the question correctly 34.78% of the time, and those 

who did not know someone with AN answered correctly 30.43% of the time. A chi 

square analysis of question 5 by knowing someone produced a chi square value of 0.135 

and a p-value of 0.713489 (Table 5c). 

 Question 6: This question asked about the diagnostic criteria of AN (see 

Appendix D). Of the total sample, 64.03% chose the correct answer. Males answered the 

question correctly 75% of the time, and females answered correctly 53.06% of the time. 

A chi square analysis of question 6 by gender produced a chi square value of 2.842 and a 

p-value of 0.091821 (Table 6a). Those who had prior knowledge answered the question 

correctly 55.88% of the time, and those without prior knowledge answered the question 

correctly 62.86% of the time. A chi square analysis of question 6 by prior knowledge 
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produced a chi square value of 0.346 and a p-value of 0.55623 (Table 6b). Those who 

knew someone with AN answered the question correctly 52.17% of the time, and those 

who did not know someone with AN answered correctly 63.04% of the time. A chi 

square analysis of question 6 by knowing someone produced a chi square value of 0.754 

and a p-value of 0.3851 (Table 6c). 

 Question 7: This question asked about the diagnostic criteria of AN (see 

Appendix D). Of the total sample, 67.30% chose the correct answer. Males answered the 

question correctly 55% of the time, and females answered correctly 79.59% of the time. 

A chi square analysis of question 7 by gender produced a chi square value of 4.297 and a 

p-value of 0.038179 (Table 7a). Those who had prior knowledge answered the question 

correctly 76.47% of the time, and those without prior knowledge answered the question 

correctly 68.57% of the time. A chi square analysis of question 7 by prior knowledge 

produced a chi square value of 0.537 and a p-value of 0.463482 (Table 7b). Those who 

knew someone with AN answered the question correctly 73.91% of the time, and those 

who did not know someone with AN answered correctly 71.74% of the time. A chi 

square analysis of question 7 by knowing someone produced a chi square value of 0.037 

and a p-value of 0.850346 (Table 7c). 

 Question 8: This question asked about the risks of developing BN when the 

individual has AN (see Appendix D). Of the total sample, 60.61% chose the correct 

answer. Males answered the question correctly 60% of the time, and females answered 

correctly 61.22% of the time. A chi square analysis of question 8 by gender produced a 

chi square value of 0.009 and a p-value of 0.926362 (Table 8a). Those who had prior 

knowledge answered the question correctly 67.65% of the time, and those without prior 
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knowledge answered the question correctly 54.29% of the time. A chi square analysis of 

question 8 by prior knowledge produced a chi square value of 1.288 and a p-value of 

0.256456 (Table 8b). Those who knew someone with AN answered the question correctly 

60.87% of the time, and those who did not know someone with AN answered correctly 

60.87% of the time. A chi square analysis of question 8 by knowing someone produced a 

chi square value of 0 and a p-value of 0.738883 (Table 8c). 

 Question 9: This question asked about the average age of onset of anorexic 

behaviors (see Appendix D). Of the total sample, 26.69% chose the correct answer. 

Males answered the question correctly 35% of the time, and females answered correctly 

18.37% of the time. A chi square analysis of question 9 by gender produced a chi square 

value of 2.08 and a p-value of 0.137903 (Table 9a). Those who had prior knowledge 

answered the question correctly 17.65% of the time, and those without prior knowledge 

answered the question correctly 28.57% of the time. A chi square analysis of question 9 

by prior knowledge produced a chi square value of 1.16 and a p-value of 0.283423399 

(Table 9b). Those who knew someone with AN answered the question correctly 26.09% 

of the time, and those who did not know someone with AN answered correctly 21.74% of 

the time. A chi square analysis of question 9 by knowing someone produced a chi square 

value of 0.16 and a p-value of 0.685135 (Table 9c). 

 Question 10: This question asked about the types of AN (see Appendix D). Of 

the total sample, 63.22% chose the correct answer. Males answered the question correctly 

55% of the time, and females answered correctly 71.43% of the time. A chi square 

analysis of question 10 by gender produced a chi square value of 1.72 and a p-value of 

0.189716 (Table 10a). Those who had prior knowledge answered the question correctly 
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73.53% of the time, and those without prior knowledge answered the question correctly 

60% of the time. A chi square analysis of question 10 by prior knowledge produced a chi 

square value of 1.42 and a p-value of 0.233974 (Table 10b). Those who knew someone 

with AN answered the question correctly 69.57% of the time, and those who did not 

know someone with AN answered correctly 65.22% of the time. A chi square analysis of 

question 10 by knowing someone produced a chi square value of 0.13 and a p-value of 

0.716647 (Table 10c). 

 Question 11: This question asked about the recovery of AN (see Appendix D). Of 

the total sample, 94.44% chose the correct answer. Males answered the question correctly 

95% of the time, and females answered correctly 93.88% of the time. A chi square 

analysis of question 11 by gender produced a chi square value of 0.031 and a p-value of 

0.855858 (Table 11a). Those who had prior knowledge answered the question correctly 

91.18% of the time, and those without prior knowledge answered the question correctly 

97.14% of the time. A chi square analysis of question 11 by prior knowledge produced a 

chi square value of 1.12 and a p-value of 0.288536 (Table 11b). Those who knew 

someone with AN answered the question correctly 86.96% of the time, and those who did 

not know someone with AN answered correctly 97.83% of the time. A chi square 

analysis of question 11 by knowing someone produced a chi square value of 3.91 and a p-

value of 0.067841 (Table 11c). 

 Question 12: This question asked about the possible consequences of AN (see 

Appendix D). Of the total sample, 63.22% chose the correct answer. Males answered the 

question correctly 55% of the time, and females answered correctly 71.43% of the time. 

A chi square analysis of question 12 by gender produced a chi square value of 4.28 and a 
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p-value 0.038453 (Table 12a). Those who had prior knowledge answered the question 

correctly 52.94% of the time, and those without prior knowledge answered the question 

correctly 74.29% of the time. A chi square analysis of question 12 by prior knowledge 

produced a chi square value of 3.4 and a p-value of 0.065251 (Table 12b). Those who 

knew someone with AN answered the question correctly 60.87% of the time, and those 

who did not know someone with AN answered correctly 65.22% of the time. A chi 

square analysis of question 12 by knowing someone produced a chi square value of 0.13 

and a p-value of 0.721854 (Table 12c). 

 Question 13: This question asked about the percentage of college females who 

have some type of eating disorder according to the results of a 2006 study (see Appendix 

D). Of the total sample, 9.08% chose the correct answer. Males answered the question 

correctly 10% of the time, and females answered correctly 8.16% of the time. A chi 

square analysis of question 13 by gender produced a chi square value of 0.066 and a p-

value of 0.8066032 (Table 13a). Those who had prior knowledge answered the question 

correctly 8.82% of the time, and those without prior knowledge answered the question 

correctly 8.57% of the time. A chi square analysis of question 13 by prior knowledge 

produced a chi square value of 0.0011686 and a p-value of 0.972731365 (Table 13b). 

Those who knew someone with AN answered the question correctly 17.39% of the time, 

and those who did not know someone with AN answered correctly 4.35% of the time. A 

chi square analysis of question 13 by knowing someone produced a chi square value of 

3.29 and a p-value of 0.069885 (Table 13c). 

 Question 14: This question asked about the global prevalence of AN (see 

Appendix D). Of the total sample, 95.92% chose the correct answer. Males answered the 
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question correctly 100% of the time, and females answered correctly 91.84% of the time. 

A chi square analysis of question 14 by gender produced a chi square value of 1.73 and a 

p-value of 0.187853 (Table 14a). Those who had prior knowledge answered the question 

correctly 97.06% of the time, and those without prior knowledge answered the question 

correctly 91.43% of the time. A chi square analysis of question 14 by prior knowledge 

produced a chi square value of 1 and a p-value of 0.317546 (Table 14b). Those who knew 

someone with AN answered the question correctly 17.39% of the time, and those who did 

not know someone with AN answered correctly 4.35% of the time. A chi square analysis 

of question 13 by knowing someone produced a chi square value of 0.129 and a p-value 

of 0.71822 (Table 14c). 

Question 15: The fifteenth question was a Likert-type scale that asked the 

participant to either strongly agree, agree, disagree, or strongly disagree with the 

statement given (see Appendix D). The statement was “My friendship with a person I 

suspect has anorexia is more important than risking asking for help from a health care 

professional.” Thirty-two participants, or 46.38%, circled strongly disagree. 29 

participants, or 42.03%, disagreed. 6 participants, or 8.70%, agreed with the statement, 

and 2 participants, or 2.90%, strongly agreed (see Appendix B, Chart 3). The 4 categories 

were then collapsed into two, either “agree” or “disagree” categories for data analysis 

using the demographic questions (see Table B). The chi square analysis of question 15 by 

gender was 4.94 with a p-value of 0.026358, which is statistically significant (Table 15a). 

The chi square analysis of question 15 by prior knowledge was 0.00204 and a p-value of 

0.964005, which is not statistically significant (Table 15b). The chi square analysis of 
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question 15 by knowing someone with AN was 0.073 and a p-value of 0.792429, which 

is not statistically significant (Table 15c). 
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Chapter V 

Discussion 

 The questionnaire was administered to students enrolled in a college general 

psychology course and was useful in that it brought to light voids in knowledge regarding 

AN. In addition, the results of this study provided insight into the knowledge that 

undergraduate college students have of AN. The study’s findings were found to be very 

similar to Pender’s Health Promotion model and are discussed in that context. Clinical 

implications and recommendations for future research were also addressed. 

Knowledge 

Of the fourteen multiple choice questions, there were three questions that less 

than 20% of the participants answered incorrectly. It could be concluded that the 

information requested by these questions was the most familiar to the participants. The 

first of these questions asked the participants to identify in which demographic AN is 

most commonly seen. The correct answer was adolescent women ("Anorexia nervosa," 

2005). This is a very common stereotype and one of the simpler, more straightforward 

questions on the questionnaire. The second question asked about possible recovery from 

AN. Only 10% of the participants chose the wrong answer; the majority of the 

participants were able to recognize that individuals with AN can recover from the 

disorder over a period of months to years ("Common myths about," 2008). The third 

question asked in what countries AN is seen. Only 6% of the participants were not able to 

identify AN as a global disorder ("Common myths about," 2008). These three questions 

made it clear that the participants in this study are generally aware of: the age and gender 
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that is most likely to have AN, that recovery is possible, and that AN is a universal 

disorder.  

Knowledge Deficit 

While there were three questions that the majority of the participants were able to 

answer correctly, there were four questions that over 50% of the participants answered 

incorrectly. The first question regarded the etiology of AN. Sixty-four percent of the 

participants were not able to identify that AN is both a genetic as well as an 

environmentally influenced disorder ("Common myths about," 2008). The second 

question related to risk factors of AN. Sixty-eight percent of the participants did not 

recognize that the possible risk factors of AN include genetics, gender, family dynamics, 

and traumatic events ("Anorexia nervosa fact," 2009). The third question regarded the 

average age of developing AN. Seventy-four percent of the participants chose the 

incorrect answer. The most common and correct answer was seventeen years old 

("Common myths about," 2008). The fourth and most commonly missed question 

regarded a study that was done in 2006 that revealed the percentage of college females 

that have some type of eating disorder. Ninety-one percent of the participants failed to 

recognize that 61% of college females have some kind of disordered eating. This question 

in particular brings to light the lack of awareness that these college students have of the 

prevalence of eating disorders on college campuses ("Common myths about," 2008). If 

college students are not aware of how prevalent eating disorders are in their environment, 

they may not be able to recognize the signs and symptoms of the disorder in themselves 

or others. Instead, they may see the behaviors as normal. In conclusion, the majority of 

the participants in this study were lacking specific knowledge regarding the etiology, risk 
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factors, average age of onset, and the prevalence of AN in college females. If later studies 

confirm this finding, educational tools may be developed that emphasize these areas of 

weakness. 

Statistical Significance 

 The analysis of correct answers by gender, previous knowledge, and knowing 

someone with AN produced three statistically significant relationships. The three 

analyses that did prove to be statistically significant were all related to gender. The first 

significant relationship was question number three by gender. The third question asked 

the participant to identify whether or not individuals with anorexia eat. Fifty percent of 

males answered this question correctly, while 75.51% of females answered the question 

correctly. Analyses produced a chi square value of 4.247 and a p-value of 0.039305, 

which was less than the p-value of 0.05.This means that this researcher can say with 95% 

confidence that this value was not due to chance, indicating that undergraduate male 

college students are not as aware as females that individuals with anorexia do eat and that 

there are various eating patterns that an individual with anorexia can practice. 

 Question 7, when analyzed by gender, was found to be statistically significant 

with a chi square value of 4.297 and a p-value of 0.038179. Question 7 asked the 

participants to identify the correct BMI that an individual needs in order to be diagnosed 

with AN. With 95% confidence, it can be concluded that gender affects the knowledge 

that undergraduate college students have of the BMI necessary in order to meet the 

diagnostic criteria of AN. Fifty-five percent of males answered the question correctly, 

while 79.59% of females were able to do so. It can therefore be concluded that females 

tend to be more knowledgeable about the criteria of a diagnosis of AN than males.    
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 Question 12, when separated by gender, was also found to be statistically 

significant with a chi square value of 4.28 and a p-value of 0.038453. This question asked 

the participants to identify which of the following options were not a possible 

consequence of AN: death, low blood pressure, kidney stones, constipation, or high 

potassium, magnesium, and sodium levels. The answer was high potassium, magnesium, 

and sodium; in AN the opposite is true. With 95% confidence, it can be concluded that 

gender affects the knowledge that undergraduate college students have of the possible 

consequences of AN. While 71.43% of females were able to identify the possible 

complications of AN, only 45% of males answered the question correctly. Females 

appear to have more knowledge about the possible complications of AN than males. 

 Question 15 was a Likert-type scale that asked the participant to either strongly 

disagree, disagree, agree, or strongly agree with this phrase: “My friendship with a person 

I suspect has anorexia is more important than risking asking for help from a health care 

professional.” The chi square value for this question when analyzed by gender was 4.94 

with a p-value of 0.026358, which is statistically significant (Table 15a). It can be 

concluded with a 95% significance that gender does affect the likelihood that an 

individual will seek medical help for a friend who her or she suspects has AN. Of the 

males, 70.56% disagreed with the statement, while 58.18% of females disagreed (Table 

B); these results make it evident that females are more likely to value their friendship 

with someone more than acting to get treatment for that friend and risking the 

relationship in the process. Males, on the other hand, tend to be are more willing to seek 

out medical attention for their friend, despite the possible consequences that this may 

mean for the friendship. 
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Based on these questions that when analyzed by gender proved to be statistically 

significant, it can be concluded that gender does on some level affect the knowledge base 

that undergraduate college students have of AN. Based on this new knowledge, it is 

imperative to design educational resources that target specific genders based on the 

information described in this research. Both question 3 and 7 asked the participant to 

identify more specific information about AN; therefore, educational resource that are 

produced should focus not only on the basics of AN but also the more specific details. 

Similar Research Studies 

 Of the participants in the current study, 33% knew someone who had been 

diagnosed with an eating disorder. In a similar Midwestern study, 50% of the surveyed 

students reported knowing somebody who had AN. Hoffman (2011), a University of 

Cincinnati doctoral student whose study, entitled “University Students’ Knowledge of An 

Ability to Identify Disordered Eating, Warning Signs, and Risk Factors,” investigated 

428 college students and tested their knowledge regarding the facts and myths around 

disordered eating and its risk factors and warning signs. The results of Hoffman’s study 

concluded that females were more knowledgeable of the risk factors and warning signs of 

disordered eating; that college freshmen and sophomores were more knowledgeable with 

the risk factors of disordered eating than the upperclassmen; and that 1 in 4 of the 

participants in the study reported self-involvement in disordered eating. Hoffman’s study 

is important because it was a large scale study that helped bring to light the lack of 

knowledge that college students have of eating disorders. Hoffman’s study is similar to 

the current study in that both strive to assess the knowledge that college students have of 

some type of disordered eating. While Hoffman assessed the knowledge of disordered 
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eating in general, she comes to some similar conclusions to the current study, including 

the findings that college students are lacking knowledge of eating disorders, and gender is 

a factor in students’ knowledge of eating disorders, and better education is necessary. 

 A second study that is similar to the present study was performed by Hunt and 

Rothman (2007). The goal of this study was to assess the knowledge lay people have of 

both AN and bulimia nervosa (BN). To do this, Hunt and Rothman chose to survey the 

knowledge of college students, the population at most risk for encountering AN and BN 

(2007). The researchers hypothesized that the students would have a general knowledge 

about the eating disorders but very few of them would have detailed knowledge. As in the 

current study, Hunt & Rothman provided a questionnaire to undergraduate college 

students in a lower-level psychology class (2007). One hundred and six students (57 

females and 49 males) participated in this study, ranging from 17 to 55 years old. The 

questionnaire incorporated both quantitative and qualitative tools to measure the 

participants’ knowledge or mental model with open-ended, yes-no, and Likert-type 

questions. The results supported Hunt and Rothman’s hypothesis that the participants 

would have more general knowledge about AN and BN than to specific detailed 

knowledge (2007). Similar to the current study in that the questions missed most often 

tended to be questions that asked specific characteristics of AN. In the present study the 

questions that where missed most often were those that asked for specific details about 

AN such as eating habits, BMI, and possible consequences of the disorder. Regarding the 

average age of development for eating disorders, the participants averaged an age of 

14.81 years. In the present study, only 26.69% of the participants were able to correctly 

identify the correct answer of 17 years as the average age of development of AN. Half of 
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the participants in Hunt and Rothman’s were able to identify women as more at risk for 

AN and BN (2007). 88.42% of the participants in the current study were able to identify 

adolescent females as the most at risk for AN. The participants Hunt and Rothman’s 

study identified psychological and social factors as more likely to be the cause of AN or 

BN than biological factors, while in the current study 32.81% of the participants were 

able to correctly identify genetics, gender, family dynamics, and traumatic events as risk 

factors for AN. Regarding recovery, the majority of participants in Hunt and Rothman’s 

(2007) study thought the AN and BN could be cured with therapy or counseling. In the 

current study, 94.44% of the participants knew that individuals can recover from AN and 

that recovery can take months to years. The amount of knowledge did not vary by eating 

disorders; the participants knew the same general information about both AN and BN, 

which was not expected by the researchers. Hunt and Rothman (2007) expected that more 

knowledge would be known regarding AN. The results also did not vary by gender, 

which was generally true in the current study as well. There was not a significant 

difference between the average score for females (61.66%) and that of males (58.57%) 

(Table A). 

 The overall results of Hunt and Rothman’s study supported their hypothesis and 

previous studies that lay people are more likely to have a general knowledge of AN and 

BN (2007). Contrary to their hypothesis, women were not shown to have more 

knowledge than men. This finding is also contrary to the present study, in which the 

average total score for females was 61.66% and 58.57% for males (see Table A). Another 

notable result was that the participants have a distinct mental model of what an individual 

with AN or BN would look like: an adolescent/young adult Caucasian female with overt 
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behavioral signs of dysfunctional eating. This strict mental model is imperative to be 

aware of because it influences identification and referral to a health care professional. 

Hunt and Rothman concluded that although college students have a general knowledge of 

AN and BN, more education is required in order to increase the ability of this 

demographic to identify an eating disorder in a peer; they also concluded that educational 

programs are not effective tools for preventing the development of eating disorders:  

By increasing lay people’s awareness and knowledge, health educators 

may be able to increase recognition of potential eating disorders and 

thereby increase lay referrals. Given current knowledge, educational 

programs should emphasize more subtle indicators of eating disorders and 

promote awareness that disordered eating often occurs in racial and ethnic 

minorities and men (2007). 

 The Hunt and Rothman study is similar to the current one in many respects. Both 

sought to assess the knowledge that undergraduate college students have of eating 

disorders, although the current study focused solely on AN. In addition, the results of the 

two studies were generally similar: each displayed that the participants had a general 

knowledge of eating disorders and that additional education is necessary in order to make 

this high-risk group more aware of the characteristics of eating disorders. A major 

difference was that Hunt and Rothman’s study did not find discrepancies between gender, 

whereas the present study’s results found that females scores averaged 2.54% greater 

than males. Additional education may not aid prevention of the development of an eating 

disorders, but being able to recognize an eating disorder in a peer is just as significant. 
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Early identification results in early treatment and prevention of the many life threatening 

complications of the disorder.        

Pender’s Health Promotion Model  

It is clear from the results of this study and the others similar to it that knowledge 

of AN is lacking in undergraduate college students. Nurses are an instrumental tool in 

identifying individuals that are at risk for developing AN. Early detection and 

intervention can be the difference between life and death for an individual with AN, and 

it is within the nurse’s scope of practice to detect the risk factors and signs and symptoms 

of AN so that interventions can be implemented. Health promotion and prevention of AN 

is another role of the nurse. For example, a school nurse should be aware of the risk 

factors students may present for developing AN and undertake educational opportunities 

as well as health screenings to ensure the health of the students. For example, by using 

Pender’s Health Promotion Model (HPM). School nurses can develop an educational 

program on college campuses to increase awareness and knowledge of AN. Using this 

educational tool, high school as well as college students can become better informed of 

what AN is, the risk factors, signs and symptoms, complications, treatment options, as 

well as community resources to receive help. 

In addition to schools, nurses who work in hospitals must also be aware of AN 

and what this disorder entails. Pediatric nurses are more likely to see AN in that they 

work with adolescents and young adults, and therefore should be well informed about the 

disorder.  The study performed by Brandenburg and Anderson relating to the 

development of AN following a traumatic event provided reliable evidence that AN 
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screenings in the months following the event is a valid intervention (2007). Therefore, 

AN screenings and teaching may be necessary on all floors of a hospital. 

Clinical Implications 

 Knowledge enhancement tools should be developed and introduced to schools in 

order to make adolescents and college students more aware of the facts of AN, including 

detailed educational information. Having a solid knowledge of AN will increase 

awareness and hopefully mediate future instances of the destructive disorder (Hunt & 

Rothman, 2006).  Health care practitioners, including psychologists and nurses, need to 

be well-educated about this disorder. With a firm grasp on this knowledge, these health 

care providers will be able to provide the best care for their patients by addressing risk 

factors, recognizing the signs and symptoms, preventing complications, and providing 

effective treatment. 

Recommendations for Future Research 

 Recommendations for future research include more studies regarding the 

knowledge that college students have of AN. These knowledge studies can also be 

applied to grade schoolers and high schoolers since they are also susceptible to AN. 

Studies should be conducted in various other schools, both public and private, and in 

other regions of the Unites States. In addition to further studies, research regarding the 

amount of knowledge that adolescents should be taught, how they should be taught, and 

when they should be taught, is needed. Additional research in these areas could provide 

health care professionals and educators with the tools and knowledge to teach patients 

and students about AN and by these means reduce the negative impact of this disorder.  
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Conclusion 

 In conclusion, AN is a serious disorder that is still not fully understood. Multiple 

studies have been performed related to the etiologies, risk factors, and treatments, but 

there is still a great deal of research that has yet to be completed. This honors thesis study 

sought to determine the amount of knowledge that undergraduate students at a small 

private college in the Northwest have of AN and thereby add to the growing amount of 

information being discovered by researchers all over the world about AN. This study also 

sought to bring to light the need for education in college students so that AN will 

eventually become a disorder that is widely preventable and effectively treatable. 
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Appendix A: Chi Square Tables 

Table 1a: Question 1 & Gender 

 Male  Female  Total 

Correct 15 observed  

(15.65 expected) 

39 observed  

(38.35 expected) 

54 

Incorrect 5 observed  

(4.35 expected) 

10 observed  

(10.65 expected) 

15 

Total 20 49 69 

Chi Square value: 0.1748 p-value: 0.675871 

 

Table 1b: Question 1 & Prior Education 

 No Prior Education  Yes Prior Education Total 

Correct 27 observed  

(27.39 expected) 

27 observed  

(26.61 expected) 

54 

Incorrect 8 observed  

(7.61 expected) 

7 observed  

(7.39 expected) 

15 

Total 35 34 69 

Chi Square value: 0.04388 p-value: 0.819896 

 

Table 1c: Question 1 & Know Someone with AN 

 No, do not know 

someone (1) 

Yes, do know 

someone (2) 

Total 

Correct 37 observed  

(36 expected) 

17 observed  

(18 expected) 

54 

Incorrect 9 observed  

(10 expected) 

6 observed  

(5 expected) 

15 

Total 46 23 69 

Chi Square value: 0.433325 p-value: 0.535825 
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Table 2a: Question 2 & Gender 

 Male (1) Female (2) Total 

Correct 7 observed  

(7.25 expected) 

18 observed  

(17.75 expected) 

25 

Incorrect 13 observed  

(12.75 expected) 

31 observed  

(31.25 expected) 

44 

Total 20 49 69 

Chi Square value: 0.019 p-value: 0.890241 

 

Table 2b: Question 2 & Prior Education 

 No Prior Education Yes, Prior Education Total 

Correct 13 observed 

(12.68 expected) 

12 observed 

(12.31 expected) 

25 

Incorrect 22 observed  

(22.31 expected) 

22 observed 

(21.68 expected) 

44 

Total 35 34 69 

Chi Square value: 0.027 p-value: 0.874583782 

 

Table 2c: Question 2 & Know Someone with AN 

 No, do not know 

someone with AN 

Yes, do know 

someone with AN 

 

Correct 16 observed 

(16.66 expected) 

9 observed 

(8.33 expected) 

25 

Incorrect 30 observed 

(29.33 expected) 

14 observed 

(14.66 expected) 

44 

Total 46 23 69 

Chi Square value: 0.033 p-value: 0.723616 

 

Table 3a: Question 3 & Gender 

 Male Female Total 

Correct 10 observed  

(13.62 expected) 

37 observed  

(33.38 expected) 

47 

Incorrect 10 observed  

(6.38 expected) 

12 observed  

(15.62 expected) 

22 

Total 20 49 69 

Chi Square value: 4.247 p-value: 0.039305 
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Table 3b: Question 3 & Prior Education 

 No Prior Education Yes, Prior Education Total 

Correct 21 observed 

(23.88 expected) 

26 observed 

(23.15 expected) 

47 

Incorrect 14 observed 

(11.15 expected) 

8 observed 

(10.88 expected) 

22 

Total 35 34 69 

Chi Square value: 2.15 p-value: 0.138997 

 

Table 3c: Question 3 & Knowing Someone With AN 

 No, do not know 

someone with AN 

Yes, do know 

someone with AN 

 

Correct 30 observed 

(31.33 expected) 

17 observed 

(15.66 expected) 

47 

Incorrect 16 observed 

(14.66 expected) 

6 observed 

(7.33 expected) 

22 

Total 46 23 69 

Chi Square value: 0.539 p-value: 0.464542 

 

Table 4a: Question 4 & Gender 

 Male Female Total 

Correct 17 observed  

(17.97 expected) 

3 observed  

(2.03 expected) 

20 

Incorrect 45 observed  

(44.03 expected) 

4 observed  

(4.97 expected) 

49 

Total 62 7 69 

Chi Square value: 0.727 p-value: 0.394006  

 

Table 4b: Question 4 & Prior Education 

 No Prior Education Yes, Prior Education Total 

Correct 29 observed 

(31.45 expected) 

33 observed  

(30.55 expected) 

62 

Incorrect 6 observed 

(3.55 expected) 

1 observed 

(3.45 expected) 

7 

Total 35 34 69 

Chi Square value: 3.818 p-value: 0.050704 
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Table 4c: Question 4 & Knowing Someone With AN 

 No, do not know 

someone with AN 

Yes, do know 

someone with AN 

Total 

Correct 41 observed 

(41.33 expected) 

21 observed 

(20.67 expected) 

62 

Incorrect 5 observed 

(4.67 expected) 

2 observed 

(2.34 expected) 

7 

Total 46 23 69 

Chi Square value: 0.078 p-value: 0.776453 

 

Table 5a: Question 5 & Gender 

 Male Female Total 

Correct 7 observed 

(6.38 expected) 

15 observed  

(15.62 expected) 

22 

Incorrect 13 observed  

(13.62 expected)  

34 observed  

(33.38 expected) 

47 

Total 20 49 69 

Chi Square value: 0.125 p-value: 0.724099 

 

Table 5b: Question 5 & Prior Education 

 No Prior Education Yes, Prior Education Total 

Correct 13 observed 

(11.16 expected) 

9 observed 

(10.84 expected) 

22 

Incorrect 22 observed 

(23.84 expected) 

25 observed 

(23.16 expected) 

47 

Total 35 34 69 

Chi Square value: 0.903 p-value: 0.34174069 

  

Table 5c: Question 5 & Knowing Someone With AN 

 No, do know someone 

with AN 

Yes, do know 

someone with AN 

Total 

Correct 14 observed 

(14.67 expected) 

8 observed 

(7.33 expected) 

22 

Incorrect 32 observed  

(31.33 expected) 

15 observed 

(15.67 expected) 

47 

Total 46 23 69 

Chi Square value: 0.135 p-value: 0.713489 
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Table 6a: Question 6 & Gender 

 Male Female Total 

Correct 15 observed 

 (11.88 expected) 

26 observed 

 (29.12 expected) 

41 

Incorrect 5 observed  

(8.12 expected) 

23 observed  

(19.88 expected) 

28 

Total 20 49 69 

Chi Square value: 2.842 p-value: 0.091821 

 

Table 6b: Question 6 & Prior Education 

 No Prior Education Yes, Prior Education Total 

Correct 22 observed 

(20.80 expected) 

19 observed 

(20.20 expected) 

41 

Incorrect 13 observed 

(14.20 expected) 

15 observed 

(13.80 expected) 

28 

Total 35 34 69 

Chi Square value: 0.346 p-value: 0.55623 

 

Table 6c: Question 6 & Knowing Someone With AN 

 No, do know someone 

with AN 

Yes, do know 

someone with AN 

Total 

Correct 29 observed 

(27.33 expected) 

12 observed 

(13.67 expected) 

41 

Incorrect 17 observed 

(18.67 expected) 

11 observed 

(9.33 expected) 

28 

Total 46 23 69 

Chi Square value: 0.754 p-value: 0.3851 

 

Table 7a: Question 7 & Gender 

 Male Female Total 

Correct 11 observed  

(14.49 expected) 

39 observed  

(35.51 expected) 

50 

Incorrect 9 observed  

(5.51 expected) 

10 observed  

(13.49 expected) 

19 

Total 20 49 69 

Chi Square value: 4.297 p-value: 0.038179 
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Table 7b: Question 7 & Prior Education 

 No Prior Education Yes, Prior Education Total 

Correct 24 observed 

(25.36 expected) 

26 observed 

(24.64 expected) 

50 

Incorrect 11 observed 

(9.64 expected) 

8 observed 

(9.36 expected) 

19 

Total 35 34 69 

Chi Square value: 0.537 p-value: 0.463482 

 

Table 7c: Question 7 & Knowing Someone With AN 

 No, do know someone 

with AN 

Yes, do know 

someone with AN 

Total 

Correct 33 observed 

(33.33 expected) 

17 observed 

(16.67 expected) 

50 

Incorrect 13 observed  

(12.67 expected) 

6 observed 

(6.33 expected) 

19 

Total 46 23 69 

Chi Square value: 0.037 p-value: 0.850346 

 

Table 8a: Question 8 & Gender 

 Male Female Total 

Correct 12 observed  

(12.17 expected) 

30 observed  

(29.83 expected) 

42 

Incorrect 8 observed  

(7.83 expected) 

19 observed  

(19.17 expected) 

27 

Total 20 49 69 

Chi Square value: 0.009 p-value: 0.926362 

 

Table 8b: Question 8 & Prior Education 

 No Prior Education Yes, Prior Education Total 

Correct 19 observed 

(21.30 expected) 

23 observed 

(20.70 expected) 

42 

Incorrect 16 observed 

(13.70 expected) 

11 observed 

(13.30 expected) 

27 

Total 35 34 69 

Chi Square value: 1.288 p-value: 0.256456 
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Table 8c: Question 8 & Knowing Someone With AN 

 No, do know someone 

with AN 

Yes, do know 

someone with AN 

Total 

Correct 28 observed 

(28 expected) 

14 observed 

(14 expected) 

42 

Incorrect 18 observed 

(18 expected) 

9 observed 

(9 expected) 

27 

Total 46 23 69 

Chi Square value: 0  p-value: 1 

 

Table 9a: Question 9 & Gender 

 Male Female Total 

Correct 7 observed  

(4.64 expected) 

9 observed  

(11.36 expected) 

16 

Incorrect 13 observed  

(15.36 expected) 

40 observed  

(37.64 expected) 

53 

Total 20 49 69 

Chi Square value: 2.08 p-value: 0.137903 

 

Table 9b: Question 9 & Prior Education 

 No Prior Education Yes, Prior Education Total 

Correct 10 observed 

(8.12 expected) 

6 observed 

(7.88 expected) 

16 

Incorrect 25 observed 

(26.88 expected) 

28 observed 

(26.12 expected) 

53 

Total 35 34 69 

Chi Square value: 1.16  p-value: 0.283423399 

 

Table 9c: Question 9 & Knowing Someone With AN 

 No, do know someone 

with AN 

Yes, do know 

someone with AN 

Total 

Correct 10 observed 

(10.67 expected) 

6 observed 

(5.33 expected) 

16 

Incorrect 36 observed 

(35.33 expected) 

17 observed 

(17.67 expected) 

53 

Total 46 23 69 

Chi Square value: 0.16  p-value: 0.685135  
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Table 10a: Question 10 & Gender 

 Male Female Total 

Correct 11 observed  

(13.33 expected) 

35 observed  

(32.67 expected) 

46 

Incorrect 9 observed  

(6.67 expected) 

14 observed  

(16.33 expected) 

23 

Total 20 49 69 

Chi Square value: 1.72  p-value: 0.189716 

 

Table 10b: Question 10 & Prior Education 

 No Prior Education Yes, Prior Education Total 

Correct 21 observed 

(23.33 expected) 

25 observed 

(22.67 expected) 

46 

Incorrect 14 observed 

(11.67 expected) 

9 observed 

(11.33 expected) 

23 

Total 35 34 69 

Chi Square value: 1.42  p-value: 0.233974 

 

Table 10c: Question 10 & Knowing Someone With AN 

 No, do know someone 

with AN 

Yes, do know 

someone with AN 

Total 

Correct 30 observed 

(30.67 expected) 

16 observed 

(15.33 expected) 

46 

Incorrect 16 observed 

(15.33 expected) 

7 observed 

(7.67 expected) 

23 

Total 46 23 69 

Chi Square value: 0.13  p-value: 0.716647 

 

Table 11a: Question 11 & Gender 

 Male Female Total 

Correct 19 observed  

(18.84 expected) 

46 observed  

(46.16 expected) 

65 

Incorrect 1 observed  

(1.16 expected) 

3 observed  

(2.84 expected) 

4 

Total 20 49 69 

Chi Square value: 0.031  p-value: 0.855858 
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Table 11b: Question 11 & Prior Education 

 No Prior Education Yes, Prior Education Total 

Correct 34 observed 

(32.97 expected) 

31 observed 

(32.03 expected) 

65 

Incorrect 1 observed 

(2.03 expected) 

3 observed 

(1.97 expected) 

4 

Total 35 34 69 

Chi Square value: 1.12 p-value: 0.288536 

 

Table 11c: Question 11 & Knowing Someone With AN 

 No, do know someone 

with AN 

Yes, do know 

someone with AN 

Total 

Correct 45 observed 

(43.33 expected) 

20 observed 

(21.67 expected) 

65 

Incorrect 1 observed 

(2.67 expected) 

3 observed 

(1.33 expected) 

4 

Total 46 23 69 

Chi Square value: 3.91 p-value: 0.067841 

 

Table 12a: Question 12 & Gender 

 Male Female Total 

Correct 9 observed  

(12.75 expected) 

35 observed  

(31.25 expected) 

44 

Incorrect 11 observed  

(7.25 expected) 

14 observed  

(17.75 expected) 

25 

Total 20 49 69 

Chi Square value: 4.28  p-value: 0.038453 

 

Table 12b: Question 12 & Prior Education 

 No Prior Education Yes, Prior Education Total 

Correct 26 observed 

(22.32 expected) 

18 observed 

(21.68 expected) 

44 

Incorrect 9 observed 

(12.68 expected) 

16 observed 

(12.32 expected) 

25 

Total 35 34 69 

Chi Square value: 3.40 p-value: 0.065251 
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Table 12c: Question 12 & Knowing Someone With AN 

 No, do know someone 

with AN 

Yes, do know 

someone with AN 

Total 

Correct 30 observed 

(29.33 expected) 

14 observed 

(14.67 expected) 

44 

Incorrect 16 observed 

(16.67 expected) 

9 observed 

(8.33 expected) 

25 

Total 46 23 69 

Chi Square value: 0.13 p-value: 0.721854 

 

Table 13a: Question 13 & Gender 

 Male Female Total 

Correct 2 observed 

(1.74 expected) 

4 observed 

(4.26 expected) 

6 

Incorrect 18 observed 

(18.26 expected) 

45 observed 

(44.74 expected) 

63 

Total 20 49 69 

Chi Square value: 0.066 p-value: 0.8066032 

 

Table 13b: Question 13 & Prior Education 

 No Prior Education Yes, Prior Education Total 

Correct 3 observed 

(3.04 expected) 

3 observed 

(2.96 expected) 

6 

Incorrect 32 observed 

(31.96 expected) 

31 observed 

(31.04 expected) 

63 

Total 35 34 69 

Chi Square value: 0.0011686  p-value: 0.972731365 

 

Table 13c: Question 13 & Knowing Someone With AN 

 No, do know someone 

with AN 

Yes, do know 

someone with AN 

Total 

Correct 2 observed 

(4 expected) 

4 observed 

(2 expected) 

6 

Incorrect 44 observed 

(42 expected) 

19 observed 

(21 expected) 

63 

Total 46 23 69 

Chi Square value: 3.29  p-value: 0.069885 
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Table 14a: Question 14 & Gender 

 Male Female Total 

Correct 20 observed 

(18.84 expected) 

45 observed 

(46.16 expected) 

65 

Incorrect 0 observed 

(1.16 expected) 

4 observed 

(2.84 expected) 

4 

Total 20 49 69 

Chi Square value:1.73  p-value: 0.187853 

 

Table 14b: Question 14 & Prior Education 

 No Prior Education Yes, Prior Education Total 

Correct 32 observed 

(32.97 expected) 

33 observed 

(32.03 expected) 

65 

Incorrect 3 observed 

(2.03 expected) 

1 observed 

(1.97 expected) 

4 

Total 35 34 69 

Chi Square value: 1  p-value: 0.317546 

 

Table 14c: Question 14 & Knowing Someone With AN 

 No, do know someone 

with AN 

Yes, do know 

someone with AN 

Total 

Correct 43 observed 

(43.33 expected) 

22 observed 

(21.67 expected) 

65 

Incorrect 3 observed 

(2.67 expected) 

1 observed  

(1.33 expected) 

4 

Total 46 23 69 

Chi Square value: 0.129  p-value: 0.71822 

 

Table 15a: Likert-type scale Question and Gender 

 Agree Disagree Total 

Females  3 observed 

(5.68 expected) 

46 observed 

(43.32 expected) 

49 

Males  5 observed 

(2.32 expected) 

15 observed 

(17.68 expected) 

20 

Total  8 61 69 

Chi Square value: 4.94  p-value: 0.026358 



Running Head: ANOREXIA NERVOSA                                                                         80 

 

Table 15b: Likert-type scale Question and Prior Knowledge 

 Agree Disagree Total 

Prior Knowledge  4 observed 

(3.94 expected) 

30 observed 

(30.06 expected) 

34 

No Prior Knowledge  4 observed 

(4.06 expected) 

31 observed 

(30.94 expected) 

35 

Total  8 61 69 

Chi Square value: 0.00204  p-value: 0.964005 

 

Table 15c: Likert-type scale Question and Knowing Someone with AN 

 Agree Disagree Total 

Know Someone 3 observed 

(2.67 expected) 

 20 observed 

(20.33 expected) 

23 

Don’t Know 

Someone 

5 observed 

(5.33 expected) 

41 observed 

(40.67 expected) 

46 

Total  8 61 69 

Chi Square value: 0.073  p-value: 0.792429 
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Appendix B 

Chart 1 
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Chart 3 
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Appendix C 

Carroll College 

Subject Consent Form  
For Participation in Human Research  

 
Title of Study: Knowledge Assessment of Anorexia Nervosa in Undergraduate Students 
 

You are being asked to participate in a research study about anorexia nervosa. From 

this study, the investigator hopes to learn about how knowledgeable undergraduate 

students are about anorexia nervosa.    
 
You have been selected to participate in this study because you are an undergraduate 

student at Carroll College and over the age of 18. If you agree to participate, you will be 

asked to complete a questionnaire about anorexia nervosa as well as answer some 

demographic questions. The study is expected to involve approximately 60 participants 

and will be conducted over a single ten minute session at the beginning of a General 
Psychology class. 
 
This study provides no direct benefits to participants; however, participation in this study 
may involve certain risks, including acknowledgement of issues related to eating/eating 
disorders.  
 
The Wellness Center at Carroll College is available at 447-5441 for counseling and 
health screening and additional support. 
 
There is no cost for participation in this study.  
 
Your privacy is important to us. No identifying information will be collected. Consent 
forms will be collected separately from questionnaires in order to protect your anonymity. 
Consent forms and questionnaires will be saved in two separate files and will be locked 
in the Nursing Department chair’s office. At the completion of the study, all data will be 
shredded.  
 
Carroll College cannot be held responsible for injury, accidents, or expenses that may occur as a 
result of your participation in this project. In addition, Carroll College cannot be held responsible 
for injury, accidents, or expenses that may occur as a result of traveling to and from your 
appointments at the site of data collection.   
 

Further information about this research study, including the results of the study, may be 
obtained by contacting Rachel Becker at 503-593-7014 or by e-mail: 
RBecker@carroll.edu. Additional questions about the rights of human subjects can be 
answered by the Chairman of the Institutional Review Board, Dr. Jamie Dolan (406) 447-
4969. 
  
 

I,                                                  (name of subject), agree to participate in this research. The 
investigator has thoroughly explained the nature and process of this research to me. I have read 
the above and understand the discomforts, inconvenience and risk of this study. I understand that 
I have the right to refuse to participate in this study and that refusal to participate will involve no 
penalty or loss of benefits to which I am otherwise entitled. I also understand that I may withdraw 
from the study at any time without penalty or loss of benefits to which I am otherwise entitled. To 
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the best of my knowledge I have no physical or mental condition that would be adversely affected 
by my participation. I have received a copy of this consent form for my own records. I 
acknowledge that I am 18 years or older.  
 

                 
Signature of Participant Date 
        
Printed Name of Participant 

         
Signature of Witness                                                                             Date 
 
         
Printed Name of Witness 
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Appendix D 

Questionnaire for Anorexia Nervosa (AN) 

By responding to this anonymous, voluntary questionnaire, the participant is giving 

his/her consent to participate in this research project. 

 

1. Anorexia nervosa is classified as a 

a. Physical Disorder 

b. Social Disorder 

c. Psychiatric Disorder 

d. Genetic Disorder 

2. Do individuals decide to become anorexic? 

a. Yes: It is their fault that they become anorexic. 

b. Yes: It is as a result of watching and reading too many products of the 

fashion world. 

c. No: individuals with anorexia are born with a genetic predisposition and 

then provoked by environmental factors. 

d. No: anorexia starts as a normal diet and then becomes the disorder. 

3. An individual with anorexia nervosa never eats. 

a. True: individuals with anorexia do not eat for three days and then eat for 

three.  It is a common pattern for anorexia nervosa. 

b. False: individuals with anorexia eat small meals, such as a piece of celery 

and water. 

c. False: individuals with anorexia can binge one day and then restrict 

themselves from eating the next.  

d. Both b and c 

4. Anorexia nervosa is most commonly seen in: 

a. Adult women 

b. Adult men 

c. Adolescent women 

d. Adolescent men 

5. Possible risk factors in the development of anorexia nervosa include: 

a. Only gender and age 

b. Genetics, gender, family dynamics, and traumatic events 

c. Social pressure, self-esteem issues, and electrolyte levels 

d. Social pressure, high socioeconomic status, and family dynamics 

6. In order to be diagnosed with anorexia nervosa, a female needs to have missed her 

regular menstrual period 

a. 3 months in a row 
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b. 6 times in a year 

c. 2 months in a row 

d. Every month for a year 

 

7. In order to be diagnosed with anorexia nervosa, an individual needs to have a 

BMI of 

a. -1 or less 

b. 17.5 or less 

c. 18.5 to 17.6 

d. Above 20 

8. Individuals with anorexia nervosa are at risk of becoming bulimic. 

a. True: about half of individuals who are anorexic become bulimic. 

b. True: nearly every individual who are anorexic become bulimic.  

c. False: anorexia and bulimia are separate eating disorders with no cross-

characteristics 

9. The average age of developing anorexic behaviors is  

a. 17 

b. 12 

c. 25 

d. 15 

10. The common types of anorexia nervosa are: 

a. Only restricting 

b. Only bingeing and purging 

c. Only Purging 

d. Bingeing/purging and restricting 

11. Individuals with anorexia nervosa do not recover. 

a. True: once an individual is diagnosed, there is no chance for recovery 

b. True: the physical consequences of anorexia nervosa are so devastating 

that few individuals can recover completely. 

c. False: many people do recover from anorexia nervosa, but the recovery 

time can take months to years. 

d. False: recovery from anorexia nervosa is a short process with proper 

treatment and can be resolved in a few weeks. 

12. Which of the following is not considered a possible consequence of anorexia 

nervosa: 

a. Death 

b. Low blood pressure 

c. Kidney stones 

d. Constipation 

e. High potassium, magnesium, and sodium levels 
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13. According to a study done in 2006, the percentage of college females who have 

some type of eating disorder is 

a. 24% 

b. 61% 

c. 50% 

d. 47% 

e.  

14. In what countries is anorexia nervosa seen? 

a. United States 

b. Europe 

c. China 

d. All of the above  

15. My friendship with a person I suspect has anorexia is more important than risking 

asking for help from a health care professional. 

Strongly Disagree  Disagree  Agree   Strongly 

Agree 

 

 

Demographics 

1. Gender: 

a. Male 

b. Female 

2. Have you had prior education on anorexia nervosa? 

a. Yes 

b. No 

3. Do you know someone who has been diagnosed with anorexia nervosa? 

a. Yes 

b. No 

 


