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Abstract
Knowledge about eating disorders inﬂuences lay people’s ability to recognize individuals with anorexia nervosa (AN) and bulimia
nervosa (BN) and refer them to professional treatment. We assessed mental models (stored knowledge) of AN and BN in 106 college
students. Results indicated that most students have general, but not speciﬁc, information about AN and BN’s symptoms, consequences,
causes, duration, and cures. They also believe that people with eating disorders tend to be young, White women. These ﬁndings suggest
that lay recognition of eating disorders may be based primarily on observations of dysfunctional eating behaviors and therefore
facilitated by additional knowledge.
r 2006 Published by Elsevier Ltd.
Keywords: Anorexia nervosa; Bulimia nervosa; Mental models of illness; Health attitudes

Introduction
Consider the following scenario: Becky, a college
sophomore, recently has noticed unusual behavior in her
roommate, Molly, who has become more reserved and
secretive. Although she sometimes goes to meals, she never
seems to eat much. She also complains about being cold
and tired. Becky is concerned that there is something
wrong with Molly, but she is not sure exactly what the
problem is or what to do about it.
Eating disorders such as anorexia nervosa (AN) and
bulimia nervosa (BN) affect millions of individuals
(Becker, Grinspoon, Klibanski, & Herzog, 1999). They
can lead to serious physical and psychological outcomes,
including bone damage, cardiac problems, infertility,
malnutrition, depression, and death (Fairburn & Harrison,
2003; Sullivan, 1995; Treasure & Szmukler, 1995).

Corresponding author. Tel.: +1 1402 472 4591; fax: +1 1402 472 4637.

E-mail addresses: jhunt@unlserve.unl.edu (J.S. Hunt), rothm001@
umn.edu (A.J. Rothman).
0195-6663/$ - see front matter r 2006 Published by Elsevier Ltd.
doi:10.1016/j.appet.2006.05.013

It therefore is critical that individuals with AN and BN
are appropriately diagnosed and treated.
Peers and family members may play an important role in
recognizing disordered eating and suggesting that an
individual needs professional care (Campbell & Roland,
1996; Price & Desmond, 1990; Pritts & Susman, 2003; Suls,
Martin, & Leventhal, 1997; Tsogia, Copello, & Orford,
2001). However, the ability of lay people to recognize
potential eating disorders depends on their knowledge of
the behavioral, physical, and psychological characteristics
associated with AN and BN. For example, how Becky
responds to her roommate depends on whether she knows
that minimal eating, coldness, and fatigue are potential
indicators of AN. Thus, to understand, and ultimately
improve, help-seeking for eating disorders, it is necessary to
assess what lay people know about AN and BN.
In this paper, we provide detailed data about knowledge
and beliefs about AN and BN in a group that is
particularly likely to encounter it, college students. We
ﬁrst discuss the role of lay people in eating disorder
referrals as well as previous research about lay people’s
knowledge of AN and BN. We then describe a study that
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comprehensively assesses college students’ mental models
of AN and BN. Finally, we discuss the implications of the
research for understanding lay recognition of AN and BN
and for increasing lay referrals.

about the physical, psychological, and behavioral indicators of eating disorders.

The importance of lay referrals for AN and BN

Research from different disciplines indicates that people
form cognitive representations of their knowledge about
speciﬁc health problems. One framework asserts that
mental models of illness contain information about several
dimensions of a condition, including its (1) identity or
nature (i.e., symptoms), (2) causes, (3) short- and long-term
consequences, (4) duration, and (5) cure (Lau & Hartman,
1983; Leventhal, Nerenz, & Steele, 1984). Another framework, mental health literacy (Jorm, 2000), posits that
cognitive representations of illnesses include this information as well as the ability to recognize a condition, attitudes
about seeking treatment, and knowledge about how to
obtain additional information. Despite minor differences,
both frameworks assert that illness representations serve
several functions, including organizing information about
health problems, helping individuals plan and implement
treatment strategies, and serving as schemas to guide the
recognition and interpretation of new information (Jorm,
2000; Leventhal et al., 1984). As a result, they may
inﬂuence whether people notice health-relevant information (e.g., low body weight), interpret it as indicative of a
health problem (e.g., connect it with AN), and respond to it
in an appropriate manner (e.g., encourage a friend to see a
doctor).1
To date, eight studies have assessed some aspect of lay
people’s mental models of eating disorders (Butler, Slade,
& Newton, 1990; Chiodo, Stanley, & Harvey, 1984;
Furnham & Hume-Wright, 1992; Huon, Brown, & Morris,
1988; Lee, 1997; Mond, Hay, Rodgers, Owen, & Beumont,
2004a–c; Murray, Touyz, & Beumont, 1990; Smith, Pruitt,
Mann, & Thelen, 1986). Typically, these studies have
measured people’s ability to recognize accurate information about AN or BN, for example, by labeling statements
as true or false. Results indicate that the majority of lay
people believe that excessive dieting is the primary
characteristic of AN, and binge eating and purging is the
primary characteristic of BN (Huon et al., 1988; Murray et
al., 1990; Smith et al., 1986). They also believe that
psychological factors (e.g., emotional problems), and social
factors (e.g., pressure to be slim) can lead to eating
disorders (Chiodo et al., 1984; Furnham & Hume-Wright,
1992; Huon et al., 1988; Lee, 1997; Mond et al., 2004b,
Smith et al., 1986). They think BN can be treated by
counselors, general practitioners, self-help groups, and
better nutrition. Finally, lay people appear to be more
knowledgeable about AN than BN, but few report detailed

Over the lifespan, AN is diagnosed in approximately
0.5–1% of the population and BN is diagnosed in
approximately 1–4% of the population (American Psychiatric Association [APA], 2000; Fairburn, Hay, & Welch,
1993; Hsu, 1996; Wakeling, 1996). According to the DSMIV-TR (APA, 2000), there are four diagnostic criteria for
AN: (1) failure to sustain a minimally normal weight, (2)
extreme fear of weight gain, (3) distorted body image or
excessive emphasis on weight in self-evaluation, and (4)
amenorrhea (i.e., absence of menstruation). BN has ﬁve
criteria: (1) repeated occurrences of binge eating, (2)
repeated instances of compensatory behaviors (e.g., purging, laxative abuse) to prevent weight gain, (3) episodes of
binge eating and compensatory behaviors at least twice per
week for 3 months, (4) excessive emphasis on weight in selfevaluation, and (5) disordered eating behaviors that occur
separately from periods of AN.
Epidemiological research indicates that a much larger
portion of the population regularly engages in disordered
eating behaviors, such as intentional starvation and
purging (French, Perry, Leon, & Fulkerson, 1995;
Heatherton, Nichols, Mahamedi, & Keel, 1995; Serdula
et al., 1993; Story, French, Resnick, & Blum, 1995). For
example, approximately 12% of teenagers report chronic
dieting or purging to lose weight (Ackard, NeumarkSztainer, Hannan, French, & Story, 2001; Story et al.,
1995). Although many individuals who report dysfunctional eating may not have full-blown eating disorders,
they still may require medical and/or psychological
intervention to restore healthy eating and bodily functioning (Pritts & Susman, 2003).
Notably, eating disorders often go undetected (Hay,
Marley, & Lemar, 1998; King, 1989; Whitehouse, Cooper,
Vize, Hill, & Vogel, 1992) due to factors such as lack of
familiarity among physicians, the ambiguity of related
symptoms (e.g., fatigue), and the presence of comorbid
conditions (Blumenthal, Gokhale, Campbell, & Weissman,
2001; Pritts & Susman, 2003). A key factor may involve the
unwillingness of many individuals with AN and BN to seek
treatment (Becker et al., 1999; Pritts & Susman, 2003), thus
requiring another lay person, such as a friend or family
member, to intervene (Campbell & Roland, 1996; Suls et
al., 1997; Tsogia et al., 2001). School counselors have
reported that students with eating disorders often come to
their attention through referrals by other students,
teachers, or parents (Price & Desmond, 1990). Likewise,
interviews with family members may constitute an important source of information for physicians to diagnose
eating disorders (Pritts & Susman, 2003). However, for
such lay referral to occur, people need to be well-informed

Lay knowledge about eating disorders

1
Although mental health literacy is a somewhat broader concept than
mental models of illness, the current article focuses on features shared by
both frameworks (e.g., knowledge about the nature of an illness and its
consequences and treatments). Thus, for sake of simplicity, from this point
forward, we will use the term, mental models, to refer to research from
both traditions.
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knowledge about either disorder (Chiodo et al., 1984;
Huon et al., 1988; Murray et al., 1990; Smith et al., 1986).
Together, these ﬁndings suggest that lay people have some
basic information about eating disorders and may be able
to recognize them if they see dysfunctional eating (e.g.,
bingeing and purging); however, they may lack the
knowledge to recognize less obvious indicators of AN
and BN (e.g., dental erosion).
In addition, mental models of eating disorders may
contain beliefs about the groups of people who are
likely to experience them. Speciﬁcally, lay people commonly believe AN occurs more frequently in women and
adolescents than in men and people of other ages
(Furnham & Hume-Wright, 1992; Lee, 1997; Mond
et al., 2004b, Root, 1990). These beliefs may play an
important role in lay referral. Because people may be more
likely to attribute symptoms to a health problem when an
individual belongs to an associated group (Martin,
Gordon, & Lounsbury, 1998; Wrobel, 1993), they may be
more likely to recognize eating disorders when the
symptomatic individuals are young, upper-class, White
women. In fact, two studies have shown that, holding
symptoms constant, minimal eating is more likely to be
seen as an indicator of an eating disorder when performed
by a White woman than in an African-American or
Latina woman (Gordon, Perez, & Joiner, 2002; Hunt &
Rothman, 2004). Thus, a systematic assessment of lay
people’s knowledge about eating disorders needs to address
beliefs about which groups of people are most likely to
develop them.
Current research
Although some research has investigated lay people’s
knowledge about AN and BN, those studies have several
important limitations. First, previous research was not
designed to provide a comprehensive assessment of all of
the components of mental models. Second, prior studies
typically have measured the ability to recognize rather than
generate information about eating disorders. Because lay
referral depends on the ability to identify possible
symptoms in everyday contexts, it is necessary to assess
knowledge that is salient and can be freely generated by lay
people. Third, research has not systematically assessed
beliefs about the occurrence of eating disorders in different
gender and race groups, which may play an important role
in lay referral.
The current study systematically examines knowledge
about AN and BN in a group that may be especially likely
to encounter them: college students. To address the
limitations of previous research, the present study includes
questions about all components of mental models, uses
qualitative measures to determine what information about
AN and BN is most salient to lay people, and systematically assesses associations between eating disorders,
gender, and race. Because lay beliefs often differ from
professional knowledge (Jorm et al., 1997), we also
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compare participants’ descriptions of AN and BN to
clinical diagnostic criteria (APA, 2000). We hypothesized
that most college students would possess basic knowledge
about AN and BN’s identity, causes, consequences,
duration, and cures; however, substantially fewer students
would have detailed knowledge (e.g., information about
speciﬁc physiological consequences). Consistent with prior
research, we predicted that students would know more
about AN than BN (Chiodo et al., 1984, Huon et al., 1988;
Lee, 1997; Murray et al., 1990; Smith et al., 1986), and
women would know more about both eating disorders than
would men (Lee, 1997; Smith et al., 1986). Finally, we
hypothesized that students would believe that young White
women are more likely than other groups to have eating
disorders (Furnham & Hume-Wright, 1992; Lee, 1997;
Mond et al., 2004b).
Method
Participants
Participants were 106 students (57 women, 49 men) from
lower-level psychology classes at a large university in the
midwestern United States. The majority of participants
were not psychology majors, so the sample was highly
representative of the university as a whole. Participants’
ages ranged from 17 to 55 years (M ¼ 22:9). The majority
self-identiﬁed as White (79.2%), with others identifying as
African-American (5.7%) or Asian-American (7.5%). Six
women and one man reported having a diagnosed eating
disorder, and one woman indicated an undiagnosed eating
disorder. Most participants (76.2%) knew someone with an
eating disorder.2
Procedure
Participants were recruited for a study on health beliefs.
They were randomly assigned to complete a questionnaire
assessing their knowledge and beliefs about either AN
or BN in small group sessions. To encourage complete,
honest answers, the experimenter emphasized that the
2
The fact that the majority of participants knew someone with an eating
disorder is consistent with other research showing that most lay people
know at least one person with a mental health condition (e.g., Wolff,
Pathare, Craig, & Leff, 1996). Further, personal experiences with
individuals with different conditions are an important source of
information for mental models (Wolff et al., 1996). In our sample,
however, there was only one signiﬁcant effect of eating disorder experience
across all of the primary analyses. Speciﬁcally, there was a signiﬁcant
eating disorder condition x participant gender x experience interaction for
including physical characteristics in overall descriptions of AN and BN,
F ð1; 96Þ ¼ 6:87, po:01. This interaction indicated that women who knew
someone with an eating disorder provided more physical characteristics
for both AN and BN, whereas men who knew someone with an eating
disorder provided fewer physical characteristics for AN and a similar
number of physical characteristics for BN. Because this was the only
signiﬁcant effect, personal experience with eating disorders will not be
discussed further.
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questionnaire was not a test and all responses would
remain anonymous.
Measures
We constructed a questionnaire consisting of qualitative
and quantitative measures of eating disorder knowledge,
using items that were similar in structure to items used in
research on mental models of illness (Lau & Hartman,
1983; Meyer, Leventhal, & Gutmann, 1985). The subject of
the questions was AN in one version and BN in the other.
Participants focused on one eating disorder to facilitate
complete reports of their knowledge rather than comparisons between the conditions.
Participants ﬁrst answered seven open-ended and three
yes–no questions about either AN or BN. These questions
included (1) How would you describe AN (BN) to a fellow
student who had never heard of the problem?, (2) What
would you say are the primary characteristics of AN (BN)?,
(3) What do you think is the average age at which a person
develops AN (BN)?, (4) How long do you think people
tend to have AN (BN)?, and (5) What treatments are
available for someone who has AN (BN)? In addition,
participants were asked to list the short- and long-term
consequences of having AN (BN) and to describe the
type(s) of people who are most likely to develop AN (BN).
The three yes–no questions included (1) whether biological
or genetic factors contribute to the development of AN
(BN), (2) whether social factors contribute to the development of AN (BN), and (3) whether AN (BN) is curable.
Participants who answered yes to the ﬁrst two questions
were asked to describe speciﬁc factors that may contribute
to AN (BN).
Next, participants rated the likelihood that a person with
AN or BN would engage in speciﬁc behaviors (i.e., exercise
excessively, date actively, do well in school) or have speciﬁc
characteristics (i.e., be dissatisﬁed with their body, have
other psychiatric problems, have a family history of eating
disorders, be popular with peers, feel in control of their life)
on a 9-point scale from 1 (not at all likely) to 9 (extremely
likely). Participants then completed two matrices in which
they estimated the percentage of individuals in various
social groups who would develop AN and BN at some
point during their lives. Each matrix had two columns for
gender (women, men) and ﬁve rows for racial background
(African-American, Asian-American, Hispanic, Native
American, White), resulting in estimates for 10 gender X
race groups. Finally, participants answered demographic
questions, including items about personal experience with
eating disorders.
Coding
A coding taxonomy was developed for each open-ended
question. Each response was divided into distinct pieces of
information (e.g., each consequence). An initial coder
sorted the information into categories that reﬂected

dominant themes; two additional coders then reviewed
and further reﬁned the category assignments. For example,
short-term consequences were divided into categories of
physical, psychological, and social consequences, and then
into subcategories such as poor health, depression/unhappiness, and relationship problems.3 Responses were considered general information if they referred to deﬁning
characteristics of AN or BN (e.g., ‘‘Eating very little,’’
‘‘Throwing up after eating to not get the calories’’) or
alluded to a broad category of antecedents or consequences
(e.g., ‘‘Damages your body’’). Responses were considered
specific information if they described a particular antecedent, consequence, or other aspect of AN or BN that
belonged to a subcategory (e.g., ‘‘Yellow teeth caused by
acid from stomach’’).
Reliability was assessed by having another researcher
code 10% of the responses. The overall concordance was
.90. Coders were blind to participant gender and eating
disorder condition (although responses sometimes indicated condition). Responses that ﬁt into more than one
category (e.g., ‘‘poor mental and physical health’’) were
included in all relevant categories, and disagreements were
resolved through discussion.
Results
Overview and analytic strategy
Results are organized around four questions that
encompass mental models of eating disorders: (1) What
are people with eating disorders like? (identity), (2) Who
develops eating disorders? (group associations), (3) What
happens to people with eating disorders? (consequences,
duration, cure), and (4) What causes eating disorders?
(cause). In addition, we addressed the question, how do lay
people’s beliefs compare to DSM-IV-TR diagnostic criteria?, to examine similarities and differences between the
factors inﬂuencing lay referrals and clinical diagnoses.
Our analytic approach tested for differences in responses
as a function of eating disorder (AN vs. BN) and
participant gender. We used analysis of variance (ANOVA) to examine the use of different types of information
(e.g., behavioral versus physical characteristics) and loglinear analysis to evaluate the use of speciﬁc categorical
items. For sake of parsimony, log-linear analyses are
reported only when they relate to primary hypotheses.
What is a person with an eating disorder like?
To determine what characteristics of AN and BN are
salient to college students, we asked participants two
questions: (1) How they would describe AN (BN) to a
fellow student who had never heard of the problem and (2)
3

For sake of parsimony, we only report subcategories mentioned by at
least 10% of participants in one condition. A complete list of categories
can be obtained from the authors.
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what they considered to be the primary characteristics of
AN (BN). Response elements were classiﬁed as behavioral,
psychological, physical, or social group characteristics and
collapsed across the two questions for analysis.
Almost all participants (91.4%) mentioned at least one
behavioral characteristic. As seen in Table 1, in the AN
condition, 89.5% of participants mentioned restricted food
intake, and in the BN condition, 89.6% of participants
mentioned bingeing and purging. A smaller number
mentioned excessive exercise. Psychological characteristics
were mentioned by 65.7% of participants; common
responses included distorted body image, excessive concern
about weight and appearance, psychological problems such
as depression, and low self-esteem. In addition, 59% of
participants mentioned at least one physical characteristic,
including changes in hair or skin, weakness or lack of
energy, and general poor health. Two physical characteristics were mentioned disproportionately for one condition:
thinness for AN and damage from vomiting for BN.
Finally, 16.2% of participants mentioned group membership. These responses focused on gender, with the majority
stating that they tend to occur in women (12.3% AN,
8.3% BN).
To analyze response patterns, we used a three-way mixed
model ANOVA with eating disorder and participant
gender as between-participant factors and response category as a within-participant factor. Overall, participants
generated a mean of 3.58 ðSD ¼ 1:80Þ characteristics.
Behavioral elements were most commonly mentioned
ðM ¼ 1:34Þ, followed by psychological ðM ¼ 1:08Þ, and
physical ðM ¼ 1:02Þ elements, then social group elements
ðM ¼ 0:14Þ, F ð3; 300Þ ¼ 38:32, po:001. This pattern supports the prediction that participants would generate more
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general knowledge (e.g., primary behavior patterns) than
speciﬁc information (e.g., concrete psychological characteristics). Contrary to predictions, the amount of information participants provided did not vary by eating disorder
or participant gender, F ’sð1; 100Þo2:3; p’s4:13.
Likelihood of specific characteristics
To supplement their open-ended descriptions, participants rated the likelihood that individuals with AN or BN
would have speciﬁc characteristics that might serve as cues
for lay referral. The items were rated on scales from 1 to 9,
with 9 indicating very likely. Participants indicated that
individuals with AN and BN were likely to be dissatisﬁed
with their bodies and appearance (M ¼ 7:85), to have other
psychiatric problems (M ¼ 7:16), and to exercise excessively (M ¼ 7:03). They expected that them to be somewhat likely to be popular with peers (M ¼ 5:95), to be
actively dating (M ¼ 4:81), to be doing well at school
(M ¼ 4:75), and to have a family history of eating
disorders (M ¼ 5:39). Finally, they believed that individuals with AN and BN were not likely to feel in control of
their lives (M ¼ 3:84). A multivariate analysis of variance
(MANOVA) indicated that these expectations did not vary
as a function of eating disorder or participant gender,
F ’sð8; 95Þo1; 67, p’s4:11.
Who develops eating disorders?
Age
Participants’ estimates of the average age for developing
an eating disorder showed a strong consensus that AN and
BN typically arise during the teenage or young adult years.
The mean for quantitative estimates was 14.81 years

Table 1
Characteristics associated with eating disorders.
Anorexia (N ¼ 56)
Percent (N)

Bulimia (N ¼ 48)
Percent (N)

Behavioral
Restricted food intake
Bingeing and purging or other compensatory behavior
Excessive exercise

89.5 (51)
14.0 (8)
10.5 (6)

18.8 (9)
89.6 (43)
8.3 (4)

Psychological
Distorted body image
Excessive concern about weight gain and appearance
Psychological problems
Low self-esteem

54.4
26.3
17.5
12.3

(31)
(15)
(10)
(7)

25.0
12.5
31.3
16.7

(12)
(6)
(15)
(8)

Physical
Thinness
Changes in hair or skin
Poor health
Weakness or lack of energy
Damage from vomiting

54.4
17.5
17.5
10.5
3.5

(31)
(10)
(10)
(6)
(2)

18.8
14.6
14.6
12.5
16.7

(9)
(7)
(7)
(6)
(8)

Group membership
Women

12.3 (7)

Note: Only response categories used by more than 10% participants are included.

8.3 (4)
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Table 2
Descriptions of the type(s) of people most likely to develop anorexia and bulimia as a function of participant gender and eating disorder
Anorexia

Bulimia

Overall (N ¼ 57) Women (N ¼ 35) Men (N ¼ 22) Overall (N ¼ 48) Women (N ¼ 22) Men (N ¼ 26)
Percent (N)
Percent (N)
Percent (N)
Percent (N)
Percent (N)
Percent (N)
Group membership
Women
54.4 (31)
Race, nationality, or socioeconomic status 12.3 (7)
Social roles (e.g., models, dancers)
19.3 (11)

45.7 (16)
20.0 (7)
22.9 (8)

68.2 (15)
0 (0)
13.6 (3)

50.0 (24)
8.3 (4)
16.7 (8)

31.8 (7)
4.5 (1)
9.1 (2)

65.4 (17)
11.5 (3)
23.1 (6)

Psychological and social
Low self-esteem
Concerned with weight and appearance
Social problems or insecurities
Family problems
Psychological problems

33.3
10.5
21.1
12.3
10.5

31.4
8.6
14.3
14.3
17.1

36.4
13.6
31.8
9.1
0.0

35.4
16.7
14.6
4.2
31.3

45.5
18.2
18.2
9.1
45.5

23.1 (6)
15.4 (4)
11.5 (3)
0 (0)
19.2 (5)

Other
Overweight

10.5 (6)

(19)
(6)
(12)
(7)
(6)

(11)
(3)
(5)
(5)
(6)

5.7 (2)

(8)
(3)
(7)
(2)
(0)

18.2 (4)

(17)
(8)
(7)
(2)
(15)

14.6 (7)

(10)
(4)
(4)
(2)
(10)

13.6 (3)

15.4 (4)

Note: Only response categories used by more than 10% participants are included.

(SD ¼ 2:13; N ¼ 68), which did not differ by eating
disorder or participant gender, F ’sð1; 64Þo1:4, ns. Thirtyﬁve of the 37 (94.6%) qualitative responses indicated that
eating disorders develop during adolescence or young
adulthood.
What types of people develop eating disorders?
Participants described the types of people who are most
likely to develop eating disorders. Overall, they generated a
mean of 1.88 responses, which did not differ by eating
disorder or participant gender, F ’sð1; 101Þo1:2, ns.
Many responses focused on group membership. As seen
in Table 2, approximately half of participants stated that
women are most likely to develop eating disorders, with
many specifying particular subgroups of women (e.g.,
young women, White women). More men (66.7%) than
women (40.4%) listed women as an at-risk group,
DL2 ð1Þ ¼ 7:34, po:01; L2 ð4Þ ¼ 4:46, ns. A smaller number
of participants (10.5%) made reference to race, nationality,
and/or socioeconomic status (e.g., Whites, Westerners,
upper-middle class). Women were more likely to mention
race in the AN than BN condition, whereas men listed race
only in the BN condition, DL2 ð1Þ ¼ 6:70, po:01. Finally,
some participants mentioned social roles, such as models
and dancers.
Certain psychological and social characteristics also were
associated with eating disorders. Approximately one-third
of participants stated that people with low self-esteem are
more likely to have eating disorders. Other responses
included people concerned with their weight and appearance and people with social problems or family problems.
Participants also mentioned several psychological problems associated with eating disorders (e.g., depression);
those responses occurred more frequently in the BN than
AN condition and in female than male respondents,
DL2 sð1Þ ¼ 9:97, 8.21, respectively; both p’so:005;
L2 ð1Þ ¼ 1:94, ns. Finally, 12.4% of participants indicated

that people who are overweight are more likely to develop
eating disorders.
Lifetime incidence of eating disorders
Participants estimated the percentage of women and
men in different race and ethnic groups who will develop
AN and BN during their lifetimes. We analyzed these
lifetime incidence estimates using a four-way mixed
model ANOVA with participant gender as a betweenparticipant factor and eating disorder, target gender, and
target race as within-participant factors. There was a
signiﬁcant participant gender X target gender X target race
interaction, F ð4; 88Þ ¼ 2:77, po:04.4 As seen in Table 3,
participants considered women and Whites to be more
likely to develop eating disorders than men and nonWhites, respectively, but disproportionately high estimates
were generated for White women. This pattern was
especially pronounced in female participants. There also
was a signiﬁcant two-way interaction between target
gender and eating disorder, F ð1; 91Þ ¼ 8:88, po:005.
Whereas estimates for males did not differ by eating
disorder (M’s ¼ 6%), females were considered more likely
to develop AN (M ¼ 19%) than BN (M ¼ 17%),
tð96Þ ¼ 2:97, po:005.
What happens to people with eating disorders?
Short-term consequences
Participants listed short- and long-term consequences of
AN or BN. Overall, they generated 2.42 short-term
consequences, which were categorized as physical, psychological, or social. Nearly all participants (90.7%) listed
at least one physical consequence. As seen in Table 4,
responses included weakness, malnourishment, weight
loss, damage from vomiting, and general poor health.
4

The order of the matrices did not affect responses, F ð1; 89Þo1, ns.
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Table 3
Lifetime incidence estimates for anorexia and bulimia as a function of participant gender, target gender, and target race
Target group

Anorexia
Women

Bulimia
Men

Women

Men

Women
African-American
Asian-American
Hispanic
Native American
White

17.14
15.60
17.98
14.42
41.48

(13.35)c
(13.89)b,c
(14.72)c
(13.35)b,c
(23.21)d

13.42
12.29
11.61
11.22
28.13

(11.37)b
(9.47)b
(11.23)b
(11.39)b
(20.42)c

16.36
13.05
14.63
11.88
36.26

(14.08)d
(13.23)c,d
(12.01)c,d
(12.27)b,c
(22.13)e

14.68
11.98
10.68
9.47
26.09

(13.83)c
(10.97)b,c
(10.07)b,c
(8.42)a,b
(16.98)c

Men
African-American
Asian-American
Hispanic
Native American
White

5.22
5.17
5.16
5.27
10.37

(9.06)a
(8.76)a
(9.53)a
(10.36)a
(13.18)a,b

5.13
4.35
3.89
3.73
8.52

(7.37)a
(4.94)a
(4.71)a
(5.20)a
(8.52)a,b

5.29
5.28
4.77
4.54
9.20

(11.31)a,b
(11.93)a,b
(10.12)a
(10.76)a
(12.21)a,b,c

6.07
6.04
3.30
3.17
8.85

(10.39)a,b
(11.92)a,b
(4.09)a
(4.43)a
(10.61)a,b,c

Note: Different superscripts denote signiﬁcant differences (po:05) within participant gender and eating disorder conditions. Participants provided
estimates for both eating disorders.

Some women, but no men, mentioned amenorrhea and
changes in hair or skin. Fewer participants mentioned
psychological (41.2%) or social (27.8%) consequences.
Psychological consequences included negative emotions,
depression, low self-esteem, and poor body image. Social
consequences included relationship problems and poor
social functioning. A mixed model ANOVA indicated
that participants generated more physical (M ¼ 1:61)
than psychological (M ¼ :52) or social consequences
(M ¼ :30), F ð2; 186Þ ¼ 74:18, po:001. Contrary to predictions, there were no differences for participant gender or
eating disorder, F ’sð1; 93Þ ¼ 3:02, 2.63, p’so:09, .11,
respectively.
Long-term consequences
Participants generated a mean of 2.65 long-term
consequences. Nearly all participants (86.3%) listed at
least one physical consequence, such as malnourishment,
heart problems, bone or muscle problems, and stunted
growth (see Table 4). Participants in the BN condition
mentioned several problems related to repeated vomiting,
such as digestive problems, throat damage, and dental
damage. Again, only women mentioned reproductive
problems, such as amenorrhea. A number of participants
list death as a consequence; that response was more
frequent in the AN than BN condition, DL2 ð1Þ ¼ 4:55,
po:04; L2 ð4Þ ¼ 5:81, ns.
Approximately one-third (32.4%) of participants mentioned at least one long-term psychological consequence,
such as low self-esteem and negative emotions. A small
number (9.8%) mentioned long-term social problems,
particularly relationship difﬁculties. Again, a mixed model
ANOVA indicated that participants listed more physical
consequences (M ¼ 2:14) than psychological (M ¼ :41) or
interpersonal (M ¼ :10) consequences, F ð2; 196Þ ¼ 170:12,
po:001, with no differences by eating disorder or
participant gender, F ’sð1; 98Þo1:5, ns.

Duration of eating disorders
When estimating how long AN and BN tend to last, men
were signiﬁcantly more likely than women to report that
they last less than 5 years (63.0% vs. 32.1%, respectively),
DL2 ð1Þ ¼ 9:84, po:002; L2 ð4Þ ¼ 3:81, ns, whereas women
were signiﬁcantly more likely than men to assert that they
last at least ﬁve years or until treated (33.9% vs. 15.2%,
respectively), DL2 ð1Þ ¼ 4:83, po:03; L2 ð4Þ ¼ 4:72, ns.
Neither response differed by eating disorder. AN was
more likely than BN to be considered a lifelong or
recurring problem (25.5% vs. 6.4%, respectively),
DL2 ð1Þ ¼ 7:20, po:01; L2 ð4Þ ¼ 7:43, ns.
Treatment of eating disorders
Nearly all participants (98.0%) thought BN was curable;
however, only 82.1% of participants thought AN was
curable, DL2 ð1Þ ¼ 8:12, po:005; L2 ð4Þ ¼ 6:05, ns. This
pattern complements the previous ﬁnding that participants
considered AN more likely than BN to be fatal or a lifelong
problem. Participants were asked to list treatments
available for eating disorders. The majority (83.0% AN,
90.0% BN) referred to counseling or therapy; other
responses included hospitalization (30.2% AN, 22.5%
BN), medication (17.0% AN, 20.0% BN), nutrition/diet
counseling (11.3% AN, 15.0% BN), and social support
(11.3% AN, 7.5% BN).
What are the causes of eating disorders?
Participants indicated whether biological and/or social
factors inﬂuence the development of eating disorders.
Overall, 29.2% of participants thought that biological or
genetic factors contribute to eating disorders. More men
than women believed that biological factors were inﬂuential (40.8% vs. 19.3%, respectively), DL2 ð1Þ ¼ 5:93, po:02;
L2 ð4Þ ¼ 4:27, ns. Responses did not differ by eating
disorder. In a follow-up question, participants identiﬁed
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Table 4
Beliefs about the short- and long-term consequences of having an eating disorder
Anorexia

Short-term consequences
Physical
Weakness or lack of energy
Malnourishment
Weight loss
Damage from vomiting
Poor health
Amenorrhea
Changes in hair or skin
Psychological
Negative emotions
Depression
Low self-esteem/poor body-image
Social
Relationship problems
Poor social functioning
Long-term consequences
Physical
Malnourishment
Heart problems
Bone or muscle problems
Stunted growth
Digestive problems
Throat damage
Dental damage
Reproductive problems
Unspeciﬁed health problems
Psychological
Low self-esteem
Negative emotions
Social
Relationship problems
Other
Death

Bulimia

Overall (N ¼ 53)
Percent (N)

Women (N ¼ 33)
Percent (N)

Men (N ¼ 22)
Percent (N)

Overall (N ¼ 43)
Percent (N)

Women (N ¼ 19)
Percent (N)

Men (N ¼ 24Þ
Percent (N)

51.9
14.8
29.6
13.0
31.5
7.4
11.1

42.4
18.2
27.3
21.2
42.4
12.1
18.2

66.7
9.5
33.3
0.0
14.3
0.0
0.0

32.6
14.0
7.0
25.6
20.9
4.7
7.0

10.5
21.1
5.3
36.8
26.3
10.5
15.8

50.0
8.3
8.3
16.7
16.7
0.0
0.0

(28)
(8)
(16)
(7)
(17)
(4)
(6)

(14)
(6)
(9)
(7)
(14)
(4)
(6)

(14)
(2)
(7)
(0)
(3)
(0)
(0)

(14)
(6)
(3)
(11)
(9)
(2)
(3)

(2)
(4)
(1)
(7)
(5)
(2)
(3)

(12)
(2)
(2)
(4)
(4)
(0)
(0)

18.5 (10)
14.8 (8)
7.4 (4)

21.2 (7)
18.2 (6)
6.1 (2)

14.3 (3)
9.5 (2)
9.5 (2)

20.9 (9)
7.0 (3)
14.0 (6)

36.8 (7)
10.5 (2)
10.5 (2)

8.3 (2)
4.2 (1)
16.7 (4)

20.4 (11)
13.0 (7)

15.2 (5)
12.1 (4)

28.6 (6)
14.3 (3)

18.6 (8)
7.0 (3)

15.8 (3)
10.5 (2)

20.8 (5)
4.2 (1)

23.2
12.5
14.3
12.5
10.7
3.6
7.1
7.1
55.4

20.6
14.7
11.8
11.8
8.8
2.9
8.8
11.8
55.9

27.3
9.1
18.2
13.6
13.6
4.5
4.5
0.0
54.5

17.4
10.9
6.5
4.3
23.9
21.7
21.7
4.3
34.8

19.0
14.3
0.0
4.8
33.3
28.6
33.3
9.5
38.1

16.0
8.0
12.0
4.0
16.0
16.0
12.0
0.0
32.0

(13)
(7)
(8)
(7)
(6)
(2)
(4)
(4)
(31)

(7)
(5)
(4)
(4)
(3)
(1)
(3)
(4)
(19)

(6)
(2)
(4)
(3)
(3)
(1)
(1)
(0)
(12)

(8)
(5)
(3)
(2)
(11)
(10)
(10)
(2)
(16)

(4)
(3)
(0)
(1)
(7)
(6)
(7)
(2)
(8)

(4)
(2)
(3)
(1)
(4)
(4)
(3)
(0)
(8)

14.3 (8)
17.9 (10)

11.8 (4)
14.7 (5)

18.2 (4)
22.7 (5)

15.2 (7)
21.7 (10)

4.8 (1)
33.3 (7)

24.0 (6)
12.0 (3)

8.9 (5)

8.8 (3)

9.1 (2)

6.5 (3)

4.8 (1)

8.0 (2)

53.6 (30)

47.1 (16)

63.6 (14)

32.6 (15)

23.8 (5)

40.0 (10)

Note: Only response categories used by more than 10% participants are included.

genetic predisposition (50.0% AN, 76.9% BN) the primary
biological factor affecting eating disorders.
A higher percentage (97.1%) of participants believed
that social factors affect the development of eating
disorders. One hundred percent of women, compared with
93.8% of men, believed in social causation, DL2 ð1Þ ¼ 4:80,
po:03; L2 ð4Þ ¼ 3:53, ns. Responses did not differ by eating
disorder. A follow-up question revealed that participants
believed societal standards of beauty (41.1% AN, 50.0%
BN), the media (44.6% AN, 28.3% BN), peer and
romantic pressure (37.5% AN, 39.1% BN), and family
issues (19.6% AN, 17.4% BN) contribute to eating
disorders.
Comparison of lay beliefs and diagnostic criteria
To investigate how students’ beliefs about AN and BN
compare to clinical diagnostic criteria, we assessed how

many DSM-IV-TR (APA, 2000) criteria were present in
participants’ initial descriptions of AN and BN. Participants in the AN condition mentioned an average of 1.63 of
the 4 diagnostic criteria. Most mentioned refusal to
maintain a healthy body weight (97.1% women, 95.5%
men) and distorted body image/excessive concern about
weight (68.6% women, 40.9% men), whereas very few
mentioned fear of weight gain (8.6% women, 0% men) or
amenorrhea (5.7% women, 0% men). Participants in the
BN condition generated an average of 1.90 of the 4
diagnostic criteria.5 The majority mentioned binge eating
(81.8% women, 65.4% men) and compensatory behaviors
(90.9% women, 84.6% men), but far fewer mentioned
5
The DSM-IV-TR (APA, 2000) lists a ﬁfth diagnostic criterion which
states that bulimic behaviors should not occur exclusively during periods
of AN. We did not code for this criterion, as participants were asked only
to describe BN.
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excessive inﬂuence of weight on self-evaluation (27.2%
women, 30.8% men). No one indicated that cyclic eating
needs to occur semiweekly for 3 months. Overall,
participants in the BN condition generated a greater
number of diagnostic criteria than did participants in the
AN condition, F ð1; 100Þ ¼ 4:79, po:04, perhaps due to the
more concrete nature of the BN criteria. In addition,
women mentioned more diagnostic criteria for both
conditions than did men (M’s ¼ 1:88, 1.60, respectively),
F ð1; 101Þ ¼ 5:03, po:03.
Discussion
Knowledge about eating disorders may affect lay
people’s ability to recognize individuals with AN or BN
and refer them to treatment. In this study, we used
qualitative and quantitative questions to conduct a
comprehensive assessment of mental models of AN and
BN in a group that may be particularly likely to encounter
them, college students. We found that the vast majority of
students believed that the primary characteristic (identity)
of AN is restrained eating and the primary characteristic of
BN is cyclic eating. Regarding cause, they believed that AN
and BN are more likely to stem from psychological or
social factors than from biological factors. Most participants were able to list some physical consequences of AN or
BN, with approximately one-third also generating psychological and/or social consequences. Women were more
likely than men to believe AN and BN have a lifelong
duration, and BN was perceived as a more transient
condition than AN. The majority of participants believed
that AN and BN can be cured, usually through counseling
or therapy. Thus, overall, lay knowledge about AN and
BN, particularly about symptoms and consequences, tends
to be consistent with clinical data. However, the aspects of
AN and BN that are most salient to lay people tend to be
behavioral and physical and differ somewhat from the
DSM-IV-TR’s (APA, 2000) diagnostic criteria (Jorm et al.,
1997).
This study replicates some previous ﬁndings regarding
lay people’s knowledge about eating disorders, but
challenges other ﬁndings. We replicated the ﬁnding that
lay people know more general (e.g., dominant behavior
patterns) than speciﬁc (e.g., concrete physiological consequences) information about AN and BN. In contrast,
there was only weak evidence that women know more than
men about eating disorders (Lee, 1997; Smith et al., 1986).
In some instances, women generated more and/or unique
information (e.g., about reproductive effects) compared to
men. However, these effects were small and inconsistent,
perhaps reﬂecting differences across samples or perhaps
suggesting that heightened awareness of eating disorders
has diminished gender differences in knowledge. In
addition, this study did not ﬁnd consistent evidence that
lay people know more about AN than BN (Chiodo et al.,
1984; Huon et al., 1988; Lee, 1997; Murray et al., 1990;
Smith et al., 1986). This difference may reﬂect a growing
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awareness of BN as a unique condition from AN. Finally,
although this study replicated the ﬁnding that counseling is
considered the primary treatment for eating disorders
(Mond et al., 2004a), it showed less support for social
support and nutrition and more support for hospitalization
than found in previous research.
In addition, the current study revealed several new
aspects of lay mental models about AN and BN. First,
college students consider AN to be a more serious health
problem than BN, asserting that AN lasts longer, is less
likely to be cured, and is more likely to be fatal. Second,
students tend to believe that psychological and social
factors (e.g., media, peer pressure) are more likely to cause
AN and BN than are biological factors (cf. Mond et al.,
2004b). Women, however, place relatively greater emphasis
on psychological and social factors, whereas men place
relatively greater emphasis on biological factors.
Third, college students appear to overestimate the rate of
AN and BN relative to clinical data. Although clinical data
suggest a prevalence of approximately 0.5–4% (APA, 1994;
Fairburn et al., 1993; Hsu, 1996; Wakeling, 1996),
participants’ estimates of the lifetime incidence of eating
disorders ranged from 3% to 41%, depending on demographic group. Similarly, in another study (Mond et al.,
2004c), Australian women indicated that approximately
30% of women experience some form of bingeing and
purging. Lay people’s estimates may reﬂect inﬂated
estimates of AN and BN in the popular press (e.g., Wolf,
1991). They also may reﬂect a tendency to rely on
behavioral rather than clinical deﬁnitions of AN and BN.
Notably, estimates of AN and BN among our sample of
college students resembled epidemiological data for dysfunctional eating behaviors such as bingeing in younger
populations (i.e., their peers; French et al., 1995; French et
al., 1996; Heatherton et al., 1995; Serdula et al., 1993; Story
et al., 1995). This pattern suggests that lay people rely on
observations of dysfunctional eating when making judgments about possible eating disorders.
Associations between eating disorders and social groups
We assessed an additional component of mental models:
beliefs about the groups of people who develop particular
health problems. Both qualitative and quantitative responses reveal that college students have a distinct image of
a person with AN or BN as an adolescent or young adult
White woman. This belief is fairly consistent with clinical
data, which indicate that the vast majority of people
diagnosed with AN and BN are White women (APA, 1994;
Fairburn et al., 1993; Hsu, 1996; Wakeling, 1996), but does
not seem to reﬂect awareness of the relatively high rate of
dysfunctional eating in racial minorities and men found in
epidemiological research (e.g., Gross & Rosen, 1988;
McNulty, 1997; Serdula et al., 1993; Story et al., 1995).
Differences between clinical and epidemiological estimates may reﬂect several factors, including severity of
condition, access to care, and diagnostic bias. However, as
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discussed earlier, even individuals who do not meet the full
diagnostic criteria for AN and BN may experience serious
health outcomes and beneﬁt from treatment (Pritts &
Susman, 2003). Thus, it is important to consider how
participants’ belief that eating disorders occur primarily in
young White women might affect lay referrals. Speciﬁcally,
associations between eating disorders and White women
may make people more sensitive to dysfunctional eating or
other indicators of eating disorders when they occur in
White women rather than minority women or men
(Gilbert, 2003; Root, 1990; Silber, 1986). Consistent with
this prediction, experimental research has shown that lay
people are more likely to suspect an eating disorder when a
woman who engages in minimal eating behavior is
described as White rather than African-American or
Latina (Gordon et al., 2002; Hunt & Rothman, 2004).
Thus, given the role of lay referral as an avenue to
treatment, it appears that lay people may beneﬁt from
increased awareness of disordered eating in men and racial
minorities.
Implications for eating disorder prevention
For lay people to recognize eating disorders in others,
they must have accurate, accessible knowledge about the
behaviors, symptoms, and other characteristics of AN and
BN. The current study suggests that overt eating behaviors
are the most salient aspects of AN and BN for college
students. Thus, students may be relatively well-equipped to
make inferences about eating disorders when they are able
to see that someone is engaging in restrained and/or cyclic
eating. However, given that individuals with AN and BN
often are secretive about their eating behaviors (APA,
2000; Pritts & Susman, 2003), knowledge of other
indicators of eating disorders may be helpful for lay
referrals. However, relatively few participants were able to
generate information about speciﬁc physical, psychological, or social indicators of AN and BN, such as damage
from repeated vomiting, dry skin, lanugo, and social
difﬁculties (APA, 2000; Becker et al., 1999; Fairburn &
Harrison, 2003; Treasure & Szmukler, 1995; Pritts &
Susman, 2003). In addition, few participants indicated
awareness of distortion in body image or fear of weight
gain, both of which are important, although difﬁcult to
observe, indicators of eating disorders (APA, 2000; Pritts &
Susman, 2003).
These results indicate a need for additional education on
eating disorders, particularly among populations likely to
encounter them, such as high school and college students.
Evaluations of eating disorder education programs show
that they lead to increased knowledge, although usually not
major changes in body image or eating behavior (Littleton
& Ollendick, 2003). Although these ﬁndings suggest that
education may have limited efﬁcacy in terms of prevention,
they indicate that it may be a valuable tool for promoting
eating disorder recognition. 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 (Gilbert, 2003; Gross & Rosen, 1988;
McNulty, 1997; Serdula et al., 1993; Story et al., 1995).
Limitations and future directions
The present study has some limitations that point to the
need for additional research on mental models of AN and
BN. The current study involved a predominantly White
American sample with relatively high levels of education
and income. This sample may have had more knowledge
about AN and BN and/or different associations with
demographic groups than would more diverse, less afﬂuent,
or international samples. Future research should assess
beliefs about AN and BN across diverse and international
samples.
Another potential limitation is that participants’ responses may have been somewhat constrained by assumptions about social communication. Research on survey
responses indicates that people often try to avoid being
redundant (e.g., by repeating responses) when completing
questionnaires (Schwarz, Groves, & Schuman, 1998). This
response bias may have led participants to omit certain
answers. For example, they may not have listed a particular
outcome as both a short- and long-term consequence
because they wanted to provide novel information. Likewise, some participants may not have listed ‘‘White
women’’ as the type of person most likely to develop AN
or BN because they considered that response to be the
‘‘default’’ and thus uninformative. Consistent with this
analysis, when speciﬁcally asked about demographics, over
91% of lay people indicate that the ‘‘typical person’’ with
AN and BN is a White woman under the age of 30 (Hunt,
Iyer, McGorty, & Rothman, 2003). As a result, this study
may provide a slightly conservative estimate of college
students’ knowledge and beliefs about AN and BN.
Despite these limitations, we believe that our study has
important implications for research and practice. People’s
beliefs about illnesses inﬂuence the way they interpret and
respond to potential symptoms (Leventhal et al., 1984;
Martin et al., 1998; Meyer et al., 1985). As a result, illness
knowledge is likely to be an important predictor of lay
referrals, in which lay people encourage others to seek
professional care for potential health problems (Campbell
& Roland, 1996; Suls et al., 1997; Tsogia et al., 2001).
Because lay referrals may be a primary avenue through
which individuals with AN and BN enter treatment (Price
& Desmond, 1990; Pritts & Susman, 2003), it is critical for
future research to test the effects of eating disorder
knowledge and beliefs on lay people’s ability to identify
AN and BN. It also is important to continue developing
effective methods of disseminating information about
eating disorders to lay people. We believe that our analysis
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of college students’ mental models of AN and BN provides
the groundwork for research examining how lay people
recognize and respond to eating disorders, as well as for
educational programs that can increase knowledge and
recognition of eating disorders.
Acknowledgments
The authors gratefully acknowledge the research assistance of Kara Mickelson, Anne Stephanson, Jolene
Wirkus, and Abby McLaughlin. Marc Kiviniemi, David
DiLillo, Simone French, and Marti Hope Gonzales
provided helpful feedback on earlier versions of this article.
This research was supported in part by a National Science
Graduate Research Fellowship to the ﬁrst author.
References
Ackard, D. M., Neumark-Sztainer, D., Hannan, P. J., French, S., & Story,
M. (2001). Binge and purge behavior among adolescents: Associations
with sexual and physical abuse in a nationally representative sample.
Child Abuse and Neglect, 25, 771–785.
American Psychiatric Association. (2000). Diagnostic and statistical
manual of mental disorders DSM-IV-TR. Washington DC: American
Psychiatric Press.
Becker, A. E., Grinspoon, S. K., Klibanski, A., & Herzog, D. B. (1999).
Eating disorders. New England Journal of Medicine, 340, 1092–1098.
Blumenthal, D., Gokhale, M., Campbell, E. G., & Weissman, J. S. (2001).
Preparedness for clinical practice: Reports of graduating residents at
academic health centers. Journal of the American Medical Association,
286, 1027–1034.
Butler, N., Slade, P., & Newton, T. (1990). Attitudes towards anorexia
nervosa and bulimic disorders: Expert and lay opinion. British Review
of Bulimia and Anorexia Nervosa, 4, 61–69.
Campbell, S. M., & Roland, M. O. (1996). Why do people consult the
doctor? Family Practice, 13, 75–83.
Chiodo, J., Stanley, M., & Harvey, J. H. (1984). Attributions about
anorexia nervosa and bulimia. Journal of Social and Clinical
Psychology, 2, 280–285.
Fairburn, C. G., & Harrison, P. J. (2003). Eating disorders. Lancet, 361,
407–416.
Fairburn, C. G., Hay, P. J., & Welch, S. L. (1993). Binge eating and
bulimia nervosa: Distribution and determinants. In C. G. Fairburn, &
G. T. Wilson (Eds.), Binge eating: Nature, assessment, and treatment
(pp. 123–143). New York: Guilford Press.
French, S. A., Perry, C. L., Leon, G. R., & Fulkerson, J. A. (1995).
Dieting behaviors and weight change history in female adolescents.
Health Psychology, 14, 548–555.
Furnham, A., & Hume-Wright, A. (1992). Lay theories of anorexia
nervosa. Journal of Clinical Psychology, 48, 20–36.
Gilbert, S. C. (2003). Eating disorders in women of color. Clinical
Psychology: Science and Practice, 10, 444–455.
Gordon, K. H., Perez, M., & Joiner, T. E., Jr. (2002). The impact of racial
stereotypes on eating disorder recognition. International Journal of
Eating Disorders, 32, 219–224.
Gross, J., & Rosen, J. C. (1988). Bulimia in adolescents: Prevalence and
psychosocial correlates. International Journal of Eating Disorders, 7,
51–61.
Hay, P. J., Marley, J., & Lemar, S. (1998). Covert eating disorders: The
prevalence, characteristics, and help-seeking of those with bulimic
eating disorders in general practice. Primary Care Psychiatry, 4, 95–99.
Heatherton, T. F., Nichols, P., Mahamedi, F., & Keel, P. (1995). Body
weight, dieting, and eating disorder symptoms among college students.
American Journal of Psychiatry, 152, 1623–1629.

299

Hsu, L. K. G. (1996). Epidemiology of the eating disorders. Psychiatric
Clinics of North America, 19, 681–700.
Hunt, J. S., Iyer, S. N., McGorty, E. K., & Rothman, A. J. (2003).
Schematic associations between demographic groups and health problems. Unpublished data, University of Nebraska-Lincoln.
Hunt, J. S., & Rothman, A.J. (2004). What does eating light mean? How
illness schemas influence health judgments. Manuscript under review.
Huon, G. F., Brown, L., & Morris, S. (1988). Lay beliefs about disordered
eating. International Journal of Eating Disorders, 7, 239–252.
Jorm, A. F. (2000). Mental health literacy: Public knowledge and beliefs
about mental disorders. British Journal of Psychiatry, 177, 396–401.
Jorm, A. F., Korten, A. E., Jacomb, P. A., Rodgers, B., Pollitt, P.,
Christensen, H., et al. (1997). Helpfulness of interventions for mental
disorders: Beliefs of health professionals compared with the general
public. British Journal of Psychiatry, 171, 233–237.
King, M. B. (1989). Eating disorders in a general practice population:
Prevalence, characteristics, and follow-up at 12–18 months. Psychological Medicine Supplement, 14, 1–34.
Lau, R. R., & Hartman, K. A. (1983). Common sense representations of
common illnesses. Health Psychology, 2, 167–185.
Lee, S. (1997). How lay is lay? Chinese students’ perceptions of anorexia
nervosa in Hong Kong. Social Science and Medicine, 44, 491–502.
Leventhal, H., Nerenz, D. R., & Steele, D. J. (1984). Illness representations and coping with health threats. In A. Baum, S. E. Taylor, & J.
Singer (Eds.), Handbook of psychology and health, Vol. 4 (pp. 219–252).
Hillsdale, NJ: Erlbaum.
Littleton, H. L., & Ollendick, T. (2003). Negative body image and
disordered eating behavior in children and adolescents: What places
youth at risk and how can these problems be prevented? Clinical Child
and Family Psychology Review, 6, 51–66.
Martin, R., Gordon, E. E. I., & Lounsbury, P. (1998). Gender disparities
in the attribution of cardiac-related symptoms: Contribution of
common sense models of illness. Health Psychology, 17, 346–357.
McNulty, P. A. F. (1997). Prevalence and contributing factors of eating
disorder behavior in active duty Navy men. Military Medicine, 162,
753–758.
Meyer, D., Leventhal, H., & Gutmann, M. (1985). Common-sense models
of illness: The example of hypertension. Health Psychology, 4,
115–135.
Mond, J. M., Hay, P. J., Rodgers, B., Owen, C., & Beumont, P. J. V.
(2004a). Beliefs of the public concerning the helpfulness of interventions for bulimia nervosa. International Journal of Eating Disorders, 36,
62–68.
Mond, J. M., Hay, P. J., Rodgers, B., Owen, C., & Beumont, P. J. V.
(2004b). Beliefs about women concerning causes and risk factors for
bulimia nervosa. Australian and New Zealand Journal of Psychiatry,
38, 463–469.
Mond, J. M., Hay, P. J., Rodgers, B., Owen, C., & Beumont, P. J. V.
(2004c). Beliefs about women concerning the severity and prevalence
of bulimia nervosa. Social Psychiatry and Psychiatric Epidemiology, 39,
299–304.
Murray, S., Touyz, S., & Beumont, P. (1990). Knowledge about eating
disorders in the community. International Journal of Eating Disorders,
9, 87–93.
Price, J. A., & Desmond, S. M. (1990). School counselors’ knowledge of
eating disorders. Adolescence, 25, 945–957.
Pritts, S. D., & Susman, J. (2003). Diagnosis of eating disorders in primary
care. American Family Physician, 67, 297–304.
Root, M. P. P. (1990). Disordered eating in women of color. Sex Roles, 22,
525–536.
Schwarz, N., Groves, R. M., & Schuman, H. (1998). Survey methods. In
D. T. Gilbert, S. T. Fiske, & G. Lindzey (Eds.), The handbook of social
psychology, Vol. 1 (pp. 143–179). Boston: McGraw-Hill.
Serdula, M. K., Collins, M. E., Williamson, D. F., Anda, R. F., Pamuk,
E., & Byers, T. E. (1993). Weight control practices of US adolescents
and adults. Annals of Internal Medicine, 119, 667–671.
Silber, T. J. (1986). Anorexia nervosa in Blacks and Hispanics.
International Journal of Eating Disorders, 5, 121–128.

ARTICLE IN PRESS
300

J.S. Hunt, A.J. Rothman / Appetite 48 (2007) 289–300

Smith, M. C., Pruitt, J. A., Mann, L. M., & Thelen, M. H. (1986).
Attitudes and knowledge regarding bulimia and anorexia nervosa.
International Journal of Eating Disorders, 5, 545–553.
Story, M., French, S. A., Resnick, M. D., & Blum, R. W. (1995). Ethnic/
racial and socioeconomic differences in dieting behaviors and body
image perceptions in adolescents. International Journal of Eating
Disorders, 18, 173–179.
Sullivan, P. F. (1995). Mortality in anorexia nervosa. American Journal of
Psychiatry, 152, 1073–1074.
Suls, J., Martin, R., & Leventhal, H. (1997). Social comparison, lay
referral, and the decision to seek medical care. In B. P. Buunk, & F. X.
Gibbons (Eds.), Health, coping, and wellbeing: Perspectives from social
comparison theory (pp. 195–226). Mahwah, NJ: Erlbaum.
Treasure, J., & Szmukler, G. (1995). Medical complications of chronic
anorexia nervosa. In G. Szmukler, C. Dare, & J. Treasure (Eds.),
Handbook of eating disorders: Theory, treatment, and research
(pp. 195–220). Chicester NY: Wiley.

Tsogia, D., Copello, A., & Orford, J. (2001). Entering treatment for
substance misuse: A review of the literature. Journal of Mental Health,
10, 481–499.
Wakeling, A. (1996). Epidemiology of anorexia nervosa. Psychiatry
Research, 62, 3–9.
Whitehouse, A. M., Cooper, P. J., Vize, C. V., Hill, C., & Vogel, L. (1992).
Prevalence of eating disorders in three Cambridge practices: Hidden
and conspicuous morbidity. British Journal of General Practice, 42,
57–60.
Wolf, N. (1991). The beauty myth: How images of beauty are used against
women. New York: William Morrow and Company, Inc.
Wolff, G., Pathare, S., Craig, T., & Leff, J. (1996). Community knowledge
of mental illness and reaction to mentally ill people. British Journal of
Psychiatry, 168, 191–198.
Wrobel, N. H. (1993). Effect of patient age and gender on clinical
decisions. Professional Psychology: Research and Practice, 24,
206–212.

