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Abstract
Ekeroth, K. (2005). Psychological problems in adolescents and young women with 
eating disturbances. Department of Psychology, Göteborg University, Sweden

This thesis investigated general psychopathology in adolescent and young adult female 
patients with eating disorders (ED) and in women from the general population with 
or without self-reported eating problems. First, an overview of different approaches for 
assessing and classifying psychopathology is presented. The thesis continues with a gene-
ral description of eating disorders and co-morbidity in eating disorder patients.

Since no appropriate standardized self-report measure of general psychopathology for 
adolescents was available in Sweden, study I provides normative data for the Youth Self-
Report (YSR) when completed by Swedish adolescents and tests the impact of various 
demographical variables. In Study II, the YSR was used to assess general psychopatho-
logy and competencies in female adolescent ED patients compared to matched controls. 
Results showed that girls with ED reported less competence and more problems com-
pared to controls. Patients with bulimia nervosa (BN) scored higher than both patients 
with anorexia nervosa (AN) and those with an eating disorder not otherwise specified 
(EDNOS) on most problem scales, and AN-bingers/purgers scored higher than pure 
restrictors on externalizing behaviors. About twice as many patients with BN and the 
binging/purging type of AN scored in the clinical range on total problems compared 
to pure restricting AN patients and EDNOS patients. Study III compared young adult 
women with EDs with controls from the general population with and without self-re-
ported eating problems on general psychopathology, using the Symptom Check-List-90 
(SCL-90). Results showed that controls with self-reported eating problems reported as 
many emotional and behavior problems as patients with ED. In study IV, a three-year 
follow-up was obtained on young adult patients and controls concerning eating related 
problems and general psychopathology. Results showed that after three years, patients 
with ED did not differ significantly from controls, while the elevated problem scores 
in women with self-reported eating problems from the general population, remained. 
Findings are discussed in relation to diagnosis, prevention and treatment.
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Abbreviations
AN  Anorexia Nervosa

AN-b/p  Anorexia Nervosa - binging/purging type

AN-r   Anorexia Nervosa - restricting type

ASEBA   Achenbach System of Empirically Based Assessment

ASR Adult Self-Report

BN   Bulimia Nervosa

CBCL     Child Behavior Check List 

CBT Cognitive-Behavioral Therapy

EDI-2 Eating Disorder Inventory-2

EDNOS Eating Disorder Not Otherwise Specified

IPT Interpersonal Psychotherapy

OCD Obsessive-Compulsive Disorder

SCL-90 Symptom Check List-90

SES Socio-economic Status

TRF  Teacher Report Form

YSR  Youth Self-Report
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Introduction
Experts warn about the growing number of obese children and adolescents 
in western countries, and at the same time more attention is directed to the 
problem of eating disorders especially among female adolescents and young 
adults. Young people are exposed to an enormous quantity of unhealthy food 
and snacks, but to fewer “natural” opportunities for exercise (like walking or 
biking to school). Combining this reality with the picture portrayed in media, 
that being thin and fit is the way to a happy life and a good career, makes for 
a truly contradictory message. Feelings of dissatisfaction, frustration and des-
peration stemming from this “mission impossible”, is common among young 
females. Fortunately, even though a large number of adolescents and young 
adults are dissatisfied with their bodies and try out various methods for con-
trolling weight, far from all are affected by an eating disorder. Why is that and 
what differentiates clinical eating disorders from non-clinical eating problems? 
Are individuals with eating problems also affected by other emotional and be-
havioral problems?

Health and ill-health
Many definitions of what constitutes health, both mental and physical, have 
been suggested. However, since both types of health are strongly related, they 
probably should be understood from the same dimensional constructs (Brülde, 
1998). According to the World Health Organization, the definition of health 
is “a state of complete physical, mental, and social well-being and not merely 
the absence of disease or infirmity”. The word “complete” makes the definition 
seem much like a Platonian ideal, probably not reachable by many people. 
From this point of view health is valued as a final or intrinsic goal, good to have 
in itself, and not merely as a means for a good life (Brülde, 1998). A more func-
tional perspective on health is proposed by Nordenfelt (1995), claiming that a 
person is healthy if she is in a physical or mental state that enables her to fulfill 
all her vital goals considering standard conditions. Pörn (1995) defines health 
as a person’s ability to act in accordance with her life plan, and the balance be-
tween a person’s ability and her plans. Brülde (1998) suggests a heterogeneous, 
multi-factorial definition of health made up of several factors or dimensions. 
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According to his definition, a person’s health is composed of her clinical sta-
tus, functional health (performance, abilities, competencies), and physical and 
psychological well-being. This definition views health both as a means (clinical 
status and functional health) and as a goal (well-being). 

Even if many people agree that health is not equal to the absence of clinical 
ill-health, this is not always regarded in health research. Many studies and in-
struments claiming to measure health status, in fact rather measure ill-health or 
disturbances (Antonovsky, 1991; Seedhouse, 1987). Even if we cannot meas-
ure or state a bad clinical status, neither physical nor mental, we cannot con-
clude that the person is healthy or is feeling well. A person’s health is definitely 
influenced by her clinical status, but this is only one dimension or aspect of 
the health construct. According to Antonovsky (1991) it is important to study 
both what is necessary for developing good health and to study the develop-
ment of psychopathology. Since those constructs are not each other’s oppo-
sites, different criteria and perspectives are needed (Antonovsky, 1991). Psy-
chological disturbance is however one important aspect of health. According 
to DSM-IV (1994) a mental disorder is “a clinically significant behavioral or 
psychological syndrome or pattern that occurs in an individual and that is as-
sociated with present distress or disability or with a significantly increased risk 
of suffering death, pain, disability, or an important loss of freedom” (American 
Psychiatric Association, 1994, pp xxi-xxii). Achenbach (1995) broadly defines 
psychopathology to encompass persistent behavior, thoughts, and emotions 
that are likely to impede the accomplishment of developmental tasks necessary 
for long-term adaptation.

This thesis investigates general psychopathology in adolescent girls and young 
women with eating disturbances, i.e. we do not claim to assess health. The 
thesis begins with a description of common approaches for measuring and clas-
sifying psychological disturbance, and continues with a description of eating 
disorder diagnoses and related co-morbidity. The thesis is based on four stud-
ies, where the first (study I), is a standardization of an instrument for measur-
ing competence and general psychopathology in adolescents, which is there-
after used for assessing competence and psychopathology in teenage girls with 
eating disorders (study II). Study III continues with an assessment of general 
psychopathology in young adult women with ED and women from the general 
population with and without self-reported eating problems. Finally, study IV 
investigates eating related problems and general psychopathology from a lon-
gitudinal perspective.
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Approaches for classifying psychological 
disturbances
The debate on how to assess and classify psychopathology has confounded 
psychologists and psychiatrists for decades, and there has been a polarization 
between various standpoints (Jensen, Brooks-Gunn, & Graber, 1999). There 
are two main approaches for classification of psychological disorders, one theo-
retical and one phenomenological/descriptive. The theoretical approach tries 
to understand the underlying causes for a disorder, while the descriptive ap-
proach aims to describe the phenomena as they appear and are experienced. 
The phenomenological/descriptive approach can utilize clinical (categorical) 
or empirical dimensional methods. 

Theoretical approach
Theoretical approaches for classification have emanated from different tradi-
tions, but all agree to the assumptions about how intrapsychological events 
and personality processes are believed to cause psychological disorders. The 
foremost advocate for this approach was Sigmund Freud. Freud’s psychoana-
lytic theory was primarily based on his clinical work with adults and he did not 
include observations of normal children as an empirical base for his theory of 
early development. Anna Freud brought further the theoretical assumptions on 
how children develop psychopathology. Among other things, she constructed 
a special developmental profile grounded in psychoanalytically based observa-
tions of children (Freud, 1965). The only systematic effort to classify develop-
mental psychopathology came in 1966 from the Group for the Advancement of 
Psychiatry (GAP; 1966). This effort resulted in eight categories based on psy-
choanalytic terms and presumptions. Supporters of the theoretical approaches 
claim that by paying attention to the underlying personality processes, from 
where the disorders are thought to emerge, we will have better opportunities to 
formulate treatment and interventions. Theoretical approaches are helpful for 
the clinician when trying to understand and help patients. Disadvantages and 
constraints with this method for classification are that the theories are based 
on presumptions and hypotheses not shared by all (Volkmar, 1991), and that 
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the subjective interpretations make it difficult for clinicians to agree about the 
diagnosis of a disorder (Weiner, 1992). 

Phenomenological/Descriptive approach

Clinical/Categorical approach
The clinical approach to classification is based on observations looking for 
similarities between various symptoms and manifestations shown in different 
disorders. Repeated patterns of symptomathology are thought of as a group 
constituting or representing a syndrome or a diagnosis. Theoretical specula-
tions about causes of the disorder are secondary to the process of establishing 
a syndrome and its manifestations clinically (Weiner, 1992). American Psy-
chiatric Association’s (1994) Diagnostic and Statistical Manual of Mental Dis-
orders (DSM) and the schema developed by the World Health Organization 
(WHO) International Classification of Diseases (ICD; 1992) are examples of 
classification based on clinical observations as those mentioned above. When 
it comes to the validity for children and adolescents, all upgradings have con-
tained additions and changes as knowledge has expanded and inadequacies 
have been observed. Before the 1968 version of the DSM (DSM II) there were 
only two categories of psychopathology for children and adolescents; Adjust-
ment Reaction of Childhood and Schizophrenic Reaction, Childhood Type. In 
later versions, categories have been added and specified, but critics claim that 
those categories have not been derived from empirical studies, neither have 
they been calibrated from one version to another (Achenbach, 1995). The ap-
proach is based on the assumption that a disorder is either present or absent. 
Either you fulfill the criteria for a conduct disorder or you do not. Today, both 
DSM and ICD have been tested in empirical field trials, but those studies have 
presupposed what was to be proven, namely that psychiatric dichotomies do 
exist (Achenbach, 1995) The clinical syndromes have not been derived from 
empirical studies; on the contrary the empirical investigation has been the sec-
ond procedure in the process. The categorical method of classification also has 
reliability problems concerning overlapping syndromes that contain common 
or similar symptoms, which make it difficult for clinicians to agree about the 
actual disorder. A problem concerning validity is that the categorical models of 
classification do not take into consideration that the same disorder can mani-
fest itself differently at different occasions and under different circumstances.

A methodological problem following from the clinical approach concerns 
treating continuous variables as categorical and thereby reducing them, even 
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though they would better be described as continuous. Dichotomizing an in-
herently continuous variable leads to a substantial loss in power. Some psycho-
pathological problems/aspects are not well described as either present or ab-
sent, but can manifest themselves in various degrees and in different ways, not 
least due to the development in childhood and adolescence. By treating them 
as dichotomous, we risk ignoring important information about the syndrome. 
Following from the above is the problem about what to do with the false-posi-
tive (individuals that score high on a screening or symptom instrument but not 
meet the criteria for a formal diagnosis), and subthreshold cases (Helmchen, & 
Linden, 2000; Jensen et al., 1999). However, despite its limitations, the clini-
cal/categorical approach is most advantageous in facilitating decision-making 
in clinical practice. Also, new empirical research adds valuable knowledge, con-
tinually improving comprehension of the categories and diagnoses. 

Empirical/dimensional approach
The dimensional approach for classifying psychopathology has been derived 
from experimental trials or procedures (Weiner, 1992). Data about behavioral 
and emotional problems have been collected from big representative samples 
and have been analyzed, using multivariate statistical methods, to identify syn-
dromes of co-occurring problems. Also, by analyzing separate groups with dif-
ferent characteristics, such as sex and age, one is allowed to take into account 
the variations in problems and symptoms. Comparisons between groups can 
then be made to reveal similarities and differences in problem patterns, which 
are related to different characteristics (Achenbach, 1995). One apparent prob-
lem with this approach is that you cannot derive anything beyond what is in 
the data. Odd and rare symptoms might never be clustered and thereby not 
included in the instrument, leading to loss of important aspects of psychopa-
thology.

One empirically derived procedure for collecting data about psychopathol-
ogy in children and adolescents is behavior-rating scales. They are typically 
composed of standardized instructions and answers, and individual scores are 
added to give quantitative indications on how the individual functions in some 
areas. The questionnaires contain items concerning problems and/or compe-
tencies. Standard scores are calculated from normative samples and scale scores 
are tested for validity and reliability. The advantage of using rating scales is that 
quantitative scores often are more reliable methods for measuring children’s 
psychological adjustment than projective tests or subjective judgments. It is 
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also easier to say something about the child’s deviant behavior when he or she is 
compared to a normative sample. Many questions covering a wide spectrum of 
relevant behaviors can point towards problems other than those that were the 
reason for referral. Moreover, it is an effective and economical procedure for 
collecting data, which gives the researcher or clinician an opportunity to spend 
more resources on other important sources of information that are not covered 
by the questionnaire (McConaughy, 1993). 

Taken together, all of the approaches have contributed to the understanding of 
developmental psychopathology. Different approaches and methods for clas-
sification are needed in different situations and since none of them are superior 
in all contexts, they should rather be seen as complementary to each other.

Different dimensional methods
Children and adolescents have not always been seen as reliable and important 
sources of information about their own emotions and behaviors. During the 
last decades there has been an increasing development and refinement of be-
havioral rating scales, including children and adolescents’ self-reports (Hart, & 
Lahey, 1999). Reliability and validity tests have been of great concern, which 
has increased the utility and usefulness of the instruments in both research 
and clinical practice. Measurement of behavioral and emotional problems can 
be made using both broad generic rating scales and more narrow scales deve-
loped for assessing specific symptoms or syndromes (Hart, & Lahey, 1999). 
Examples of instruments developed for specific internalizing symptoms are the 
Beck Depression Inventory (BDI) (Beck et al., 1981) and its downward exten-
sion Children’s Depression Inventory (CDI) (Kovacs, 1992), the Depression 
Self-Rating Scale (DSRS) (Birleson, 1981), the Revised Children’s Manifest 
Anxiety Scale (RCMAS) (Reynolds, & Richmond, 1978), and the State-Trait 
Anxiety Inventory for Children (STAIC) (Spielberger, Edwards, Montuori, & 
Lushene, 1973). For externalizing type of behavior (especially attention deficit, 
hyperactivity, and oppositional defiant behavior) most existing instruments are 
parent and teacher reports. One example of self-reports covering externalizing 
behavior is the Self-Report Delinquency (SRD; Hinshaw, & Nigg, 1999). 

Examples of well-developed broad or generic instruments offering self- 
reports are the Behavior Assessment System of Children (BASC; Hart, & La-
hey, 1999), the Strength and Difficulties Questionnaire (SDQ; Goodman, 
Meltzer, & Bailey, 1998), and the Achenbach System of Empirically Based 



Swedish studies of psychological ill-health i adolescents

15

Assessment (ASEBA; Bérubé, & Achenbach, 2000), all of which offer a multi-
informant approach.

When to use generic versus specific rating scales depends largely upon the 
purpose and context. Specific scales are in general less time consuming, and 
sometimes needed for a more detailed assessment and analysis, but consider-
ing the frequent overlap between externalizing and internalizing problems and 
the importance of assessing co-morbid psychopathology, broader instruments 
are often preferred and advisable, not least at the initial phase. The use of a 
narrow symptom list can result in a failure to notice important associated be-
haviors. Individuals with the same type of externalizing behavior can differ in 
significant ways depending on the profile on other types of scales (Hinshaw, & 
Nigg, 1999). In Sweden, no standardized, generic self-report questionnaire for 
adolescents existed in 1998 when the work on this study began.

Swedish studies of psychological ill-health in adolescents
Several studies have been conducted concerning health status among Swedish 
children and adolescents, looking at the influence of important factors, such as 
social differences, unemployment, living conditions, habits, drugs, and school 
environment (for an overview, see Alsterdal, 1996). However, one difficulty 
with these studies concerns the problem of comparing them and looking at 
them over time, due to the various methods used (Alsterdal, 1996). This points 
to the need for developing appropriate methods for measuring health problems 
in Swedish adolescents. Another issue worth addressing is the increased focus 
on differences between health problems in boys and in girls (Alsterdal, 1996; 
Wångby, 1997). For example Wångby (1997) noted the apparent lack of data 
based on adolescent girls. Using data from the longitudinal Swedish research 
program “Individual Development and Adjustment” (IDA), Wångby and col-
leagues (Bergman, & Wångby, 1995; Wångby, 1992; Wångby, Bergman, & 
Magnusson, 1999) investigated externalizing and internalizing adjustment 
problems in girls. Both a dimensional variable approach and a person-oriented 
approach were used at different stages in the research (Wångby, 1997). The 
authors found that in early adolescence externalizing and internalizing prob-
lems seem to be independent phenomena, but from middle adolescence, girls 
showing externalizing problems are at a higher risk of also developing inter-
nalizing problems. They also found that somatic complaints appear to be an 
important factor, which could be seen as a general sign of maladjustment, in-
dependent of type of problems (Wångby, 1997).
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Achenbach System of Empirically Based Assessment  
(ASEBA)
One of the most widely used and quoted examples of an empirical approach for 
classification and assessment of psychopathology in adolescents is the Achen-
bach System of Empirically Based Assessment (ASEBA; Bérubé, & Achen-
bach, 2000). This “family” of instruments offers tools for assessing adaptive 
and maladaptive functioning from 1.5 to 90+ years of age. For children aged 
1.5-5 years there exists a questionnaire for ratings by daycare providers and 
teachers, the Caregiver-Teacher Report Form (C-TRF/1½-5) and by parents, 
the Child Behavior Checklist (CBCL/1½-5). For ages 4-18 there is a parent 
report, the Child Behavior Checklist (CBCL/4/18) and a teacher report form, 
the Teacher Report Form (TRF/5/18). For the same age span there also exists a 
Direct Observation Form (DOF) and a Semistructured Clinical Interview for 
Children & Adolescents (SCICA). The Youth Self-Report is a self-report ques-
tionnaire for children and adolescents between 11-18 years (YSR/11-18). For 
adults there are two self-report questionnaires, the Adult Self-Report (ASR/18-
59) and the Older Adult Self-Report (OASR/60-90+). For parents, partners, or 
others who know the person well, there are two corresponding questionnaires: 
the Adult Behavior Checklist (ABCL/18-59) and the Older Adult Check List 
(OACL/60-90+). A central aim of the questionnaires is to measure competence 
and psychopathology using dimensions, and an important consequence of this 
is that the child/adolescent does not have to be placed in a category, which 
means to have or not have a certain disorder. His/her problems are free to vary 
on different scales and to have the main emphasis on one or more of these. 
The ASEBA approach permits the user to find out if the adolescent primarily 
has internalizing problems, externalizing problems, or both types of problems. 
Even though there is a positive relation between these two dimensions, some 
adolescents may have elevated problems on one dimension only, and since 
children and adolescents that have either of these types of problems can differ 
in critical and significant ways, information about this pattern can be valuable 
from several aspects, for example concerning the development of treatment 
plans, for grouping adolescents with similar problems for group therapy, for 
interventions, for parent training groups, when making hypotheses about etio-
logy etc. (Achenbach, 1991a). The ASEBA questionnaires also make it possible 
to look at the specific problem profile for an adolescent. On the CBCL, TRF, 
and YSR an adolescent’s raw score can be entered on a profile sheet and be 
compared to normalized T-scores and percentiles from a normative sample of 
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adolescents of the same sex, which gives a lucid graphic picture of the adoles-
cent’s profile (Achenbach, 1991a,b,c). 

Multi-informant assessment
The ASEBA approach is a multi-informant assessment tool. Studies that have 
investigated the agreement between different informants point at the impor-
tance of collecting data from different sources. Results from studies of cross-
informant agreement between the YSR, CBCL and TRF show low to moder-
ate agreement (Achenbach, 1991d; Baruch, Fearon, & Gerber, 1999; Phares, 
Compas, & Howell, 1989; Sawyer, Baghurst, & Clark, 1992; Seiffge-Krenke, 
& Kollmar, 1998; Stanger, & Lewis, 1993; Treiber, & Mabe, 1987; Verhulst, 
& van der Ende, 1992). The comparatively large disagreement between dif-
ferent informants does not mean that some of the informants must be incor-
rect or that they lack in reliability and validity. Instead, the lack of agreement 
points at the importance of multiple informants when assessing psychological 
problems, since the adolescents behave differently in different situations and in 
relation to different people (Achenbach, 1991a; Phares et al., 1989). Together, 
various sources of information can give a more complete picture and a better 
understanding of the specific problems that exist in various situations. The 
YSR should therefore be thought of as one component in a multiaxial assess-
ment approach, i.e., one instrument among others to measure behavior and 
competencies in adolescents (Achenbach, 1991a; McConaughy, 1993). The 
level of agreement between different informants is valuable information when 
making conclusions about the seriousness of the problems. When there is a 
high agreement, the problems can more confidently be generalized to various 
contexts and a more intensive treatment can be used, while a low agreement 
can show that some problems are specific to particular situations and environ-
ments (Martens, 1993).

In the present thesis, two self-report measures of broad, general psychopathol-
ogy were used. In study I and II, the YSR was used on adolescent populations, 
and for assessment in young adults, the Symptom Check List-90 (SCL-90) was 
chosen for study III and IV.
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Eating disorders
Eating disorders are among the most common severe disorders in girls and 
young women (Whitaker, 1992). The western culture’s ideal of beauty and 
slimness is one of the factors that is said to strongly influence girls’ and wom-
en’s perception of their bodies and of how they ought to be and not to be 
(Stice, & Whitenton, 2002; Tiggemann, & Pickering, 1996). The theoretical 
models that have been advocated about the causes for different eating disor-
ders have, because of the complexity of the phenomenon, been multi-factorial; 
from biological, psychoanalytical, and psychodynamical models to feminist, 
historical, capitalistic/political, and evolutionary models (Banks, 1992; Lee, 
1995). Moreover, eating disorders have for a long time been thought of as a 
culture-bound syndrome concerning white, middle class women, and often 
have not been thought to exist in other societies or cultures. However, studies 
show that eating disorders are present also in non-western societies, though not 
as prevalent (Al-Subaie, 2000; Lee, 1993; Oyewumi & Kazarian, 1992a,b). In 
a recent review, Keel and Klump (2003), suggest that BN is a culture-bound 
syndrome, while AN is not. On the other hand, the concept of culture is diffi-
cult to define. We can for example, in a broad sense, talk about western culture 
versus eastern culture, but none of these cultures is homogeneous. Instead both 
contain an array of ethnicities and subcultures, for example Swedish, Ameri-
can, or Italian culture. In addition, these cultures in turn contain subcultures 
such as Afro American, Latin American or Sami culture. By culture one can 
also refer to different social classes, or like feminists, talk about the different 
cultures of men and women. The westernized, industrialized culture is often 
thought of as one important factor, giving rise to the form of eating disorders 
we see today, but are there any differences within the western society? Studies 
have found differences between the USA and western Europe on eating disor-
ders and disturbed body-image with a higher proportion of problems in the 
USA than in Europe (Mangeweth, Pope & Hudson, 1994; Raich et al., 1992). 
However, these differences have in some cases been explained by variations in 
diagnostic praxis rather than in true cultural differences. Mautner, Owen, and 
Furnham (2000) did not find any differences in relations between body-image 
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disturbance and related factors, such as self-esteem, obesity, social comparison, 
maturational status, teasing, and sociocultural influence in Italian, American, 
and English female university students. However, the result might indicate the 
similarity between female university students rather than cultural similarities.

Like many other syndromes, eating disorder diagnoses have been defined in 
Western societies from Western criteria and values, and thereafter been applied 
to other cultures. The same also holds for the methods of assessment that have 
been used for studies of representation and manifestation of eating problems. 
Obviously, this can strongly influence and affect the results of cross-cultural 
comparisons and the conclusions made from those studies. In other cultures, 
eating disorders might have grounds and manifestations that are not discovered 
and noted when applying western-derived diagnoses and instruments on these 
cultures.

Diagnostic criteria according to DSM-IV 
According to DSM-IV criteria, there are two main diagnoses for disturbed eat-
ing behaviors: anorexia nervosa (AN) and bulimia nervosa (BN), plus a third 
category: eating disorders not otherwise specified (EDNOS), containing pa-
tients who do not completely fulfill any of the two principal diagnoses (see 
Table 1, 2, and 3). AN is characterized by a strongly restricted food intake 
and BN is characterized by periods of binge eating which are compensated for 
by different inappropriate compensatory behaviors, such as vomiting, use of 
laxatives, excessive training etc. The criteria for eating disorder diagnoses have 
changed and developed with different versions of the diagnostic manuals. 
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Table 1  Diagnostic criteria for Anorexia Nervosa according to DSM-IV-TR (2000)

Anorexia Nervosa
a) Refusal to maintain body weight at or above a minimal normal weight for age and 

height (e.g., weight loss leading to maintenance of body weight less than 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). 

b) Intense fear of gaining weight or becoming fat, even though underweight. 
c) Disturbance in the way in which one’s body weight or shape is experienced, un-

due influence of body weight or shape on self-evaluation, or denial of the serious-
ness of the current low body weight.

d) In postmenarcheal females, amenorrhea, i.e., the absence of at least three consecu-
tive menstrual cycles. (A woman is considered to have amenorrhea if her periods 
occur only following hormone, e.g., estrogen administration.)

Specify type:
Restricting Type: during the current episode of Anorexia Nervosa, the person has not 
regularly engaged in binge-eating or purging behavior (i.e., self-induced vomiting or 
the misuse of laxatives, diuretics, or enemas).
Binge-Eating/Purging Type: during the current episode of Anorexia nervosa, the per-
son has regularly engaged in binge-eating or purging behavior (i.e., self-induced vomit-
ing or the misuse of laxatives, diuretics, or enemas.

Table 2  Diagnostic criteria for Bulimia Nervosa according to DSM-IV-TR (2000)

Bulimia Nervosa
a) Recurrent episodes of binge eating. An episode of binge eating is characterized by 

both of the following:
 (1) eating, in a discrete period of time (e.g., within any 2-hour period), an 

amount of food that is definitely larger than most people would eat during a 
similar period of time and under similar circumstances,

 (2) a sense of lack of control over eating during the episode (e.g., a feeling that 
one cannot stop eating or control what or how much one is eating)

b) Recurrent inappropriate compensatory behavior in order to prevent weight gain, 
such as self-induced vomiting; misuse of laxatives, diuretics, enemas, or other 
medications; fasting; or excessive exercise.

c) The binge eating and inappropriate compensatory behaviors both occur, on aver-
age, at least twice a week for 3 months.

d) Self-evaluation is unduly influenced by body shape and weight.
e) The disturbance does not occur exclusively during episodes of Anorexia Nervosa.

Specify type: 
Purging Type: during the current episode of Bulimia Nervosa, the person has regularly 
engaged in self-induced vomiting or the misuse of laxatives, diuretics, or enemas.
Nonpurging Type: during the current episode of Bulimia Nervosa, the person has 
used other inappropriate compensatory behaviors, such as fasting or excessive exercise, 
but has nor regularly engaged in self-induced vomiting or the misuse of laxatives, di-
uretics, or enemas.
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Table 3  Diagnostic criteria for Eating Disorder Not Otherwise Specified according  
  to DSM-IV-TR (2000)

Eating disorder not otherwise specified
This is a diagnostic group for patients who do not fulfill the criteria for AN or BN.
1. For females, all of the criteria for AN are met except that the individual has regu-

lar menses.
2. All of the criteria for AN are met except that, despite significant weight loss, the 

individual’s current weight is in the normal range.
3. All of the criteria for BN are met except that the binge eating and inappropriate 

compensatory mechanisms occur at a frequency of less than twice a week or for 
duration of less than 3 months.

4. The regular use of inappropriate compensatory behavior by an individual of nor-
mal body weight after eating small amounts of food (e.g., self-induced vomiting 
after the consumption of two cookies).

5. Repeatedly chewing and spitting out, but not swallowing, large amounts of 
food.

6. Binge eating disorder: recurrent episodes of binge eating in the absence of the 
regular use of inappropriate compensatory behaviors characteristic of BN.

Prevalence and incidence
How common are eating disorders in the population? In epidemiological re-
search a distinction is made between prevalence and incidence. Prevalence refers 
to the total number of cases in the population. Incidence on the other hand 
refers to the number of new cases in a particular population during a spe-
cific time period, and is commonly reported as the number of new cases per 
100 000 in the population per year (Hoek, & van Hoeken, 2003).

Epidemiological research on ED is problematic for several reasons. Firstly, the 
definition of cases varies, both due to different diagnostic systems, and also 
because the diagnostic systems have changed over time. Also, especially con-
cerning the EDNOS diagnosis, inclusion and exclusion criteria are vague. Sec-
ondly, the prevalence of ED is relatively low, which makes statistical power a 
methodological problem; and thirdly, there is a tendency of individuals with 
ED to hide their illness and to avoid seeking treatment, which makes the real 
number of affected individuals difficult to estimate (Engström, 2002; Hoek, 
& van Hoeken, 2003). Preferably, studies investigating the epidemiology of 
eating disorders should be population based and use a two-stage design, i.e. a 
screening procedure is followed by clinical interviews of individuals found to 
be at risk through the screening.
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Several reviews on prevalence and incidence have been conducted, and the 
prevalence of AN among young women has been estimated to 0.2 – 0.4 %, and 
1-2 % for BN (Engström, 2002, Hoek, & van Hoeken, 2003). The prevalence 
of individuals with an EDNOS diagnosis is much more difficult to estimate 
and valid research is lacking. According to Engström (2002), EDNOS is likely 
to be three to four times as common as AN and BN. The female to male ra-
tio for EDs is approximately 10:1 (Engström, 2002; Hoek, & van Hoeken, 
2003). The incidence of AN appears to be about 10 to 40 new cases/100 000 
women/year (Engström, 2002), and for BN, which is much less investigated 
than AN, it varies between 5 and 65 new cases/100 000/ year. In a recent re-
view, Hoek and van Hoeken (2003) found the incidence for AN and BN to 
be 8 and 12 per 100 000 population/year respectively. However, the authors 
assume that even the most rigorous case-finding methods will underestimate 
the true incidence in the population. For the city of Göteborg, it would mean 
that as a minimum, there are approximately 20 new cases of AN and 30 new 
cases of BN each year. 

Treatment and outcome
There is no simple and universal treatment for EDs. The choice of treatment 
depends on factors such as kind and severity of problems, age of the patient, 
and additional problems. In treating AN, the primary goal is always to restore 
a healthy body weight. Not until then is it meaningful to work therapeutically 
with other psychological problems. In cases of severe ED, inpatient treatment 
can be necessary. Therapy and treatment can be given both individually and in 
groups. Especially for BN, group therapy has shown to be effective. The group 
format offers the patient a possibility to get feedback and to discuss problems and 
strategies with other patients and to work with their interpersonal difficulties.

Psychoeducation is an important part of treatment and is usually incorporated 
in treatment independently of “therapeutic school”. It can be given individu-
ally as well as in family and groups. The aim of psychoeducation is to correctly 
inform about eating disorders and their multifactorial nature. It should contain 
information about causes, maintaining factors and physical complications. It 
should also include information about nutrition, healthy eating and exercising, 
effects of various weight controlling behavior, the theory of set-point, treat-
ment strategies, and techniques for preventing relapses. Psychoeducation has 
more or less become a standard component in cognitive-behavioral therapy 
(CBT) for ED (Garner, & Needleman, 1997; Nevonen, 2002).
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Family therapy is recommended for young patients still living with their parents 
(or other caretakers). It has been argued that ED often reflects certain conflicts, 
dysfunctional alliances and interaction patterns within the family, which can 
be manifested in different ways. Moreover, parents and other family members 
need support and assistance in dealing with the disordered young patient (Gar-
ner, & Needleman, 1997).

Cognitive-behavioral therapy (CBT) is most often the choice of treatment for 
BN, and to a large part also for AN, even though there are some differences in 
their strategies. A common ground is to work with the patient’s dysfunctional 
thoughts and attitudes about weight and shape as a foundation for feelings of 
self-worth and personal value. Another important component in CBT is the 
emphasis on self-monitoring of food intake, binging, and purging, and what 
kind of thoughts and feelings that trigger and follow from these behaviors. 
Also important in the therapy is to normalize the disordered eating patterns 
(Garner, & Needleman, 1997).

In contrast to CBT, interpersonal therapy does not have its main focus on ED 
symptoms; instead the attention is focused on interpersonal and relational 
problems and how to modify them. According to Fairburn (1997), interper-
sonal therapy includes three stages where the first stage focus on identifying the 
problems that have caused and maintain the disturbed eating behavior. In the 
second stage the patient takes a more active role in working with these issues 
and problems. In the last stage, attention is on the future, and how to prevent 
relapses.

Psychopharmacological treatment is sometimes recommended as a supplement 
to other forms of treatment for BN patients. Generally, the medication consists 
of antidepressants, most often a SSRI (Selective Serotonin Reuptake Inhibi-
tor). For AN patients, support for pharmacological therapy is limited and it is 
generally not recommended (Garner, & Needleman, 1997; Hägglöf, 2002). 

Sequenced therapy: Lately, several attempts have been undertaken with the in-
tention to integrate different forms of therapy. The idea is that it is advan-
tageous to include a broader scope of target areas in the treatment. At the 
Anorexia and Bulima Unit at Queen Silvia Children’s Hospital in Göteborg, a 
sequenced group therapy, consisting of CBT (ten sessions) and IPT (thirteen 
sessions) has been in use since 1998. The intention is to integrate treatment 
of symptoms and interpersonal difficulties. Two studies comparing sequenced 
therapy in group versus individually for patients with BN and EDNOS (type 
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three), have been completed (Nevonen, & Broberg, 2005; Nevonen, & Bro-
berg, submitted). 

When it comes to treatment outcome, it has been estimated that approximate-
ly 50 % of ED patients fully recover, about 30 % partially recover, while 20 % 
do not respond well to treatment (Fisher, 2003; Keel, & Mitchell, 1997; Stein-
hausen, 2002). The mortality in AN is estimated to be 5 to 10 %, including 
suicide (Steinhausen, 2002). In a meta-analysis on treatment outcome, Fisher 
(2003) concludes that treatment outcome is slightly better among adolescents 
compared to adults. Likewise, long duration of illness has been found to have a 
negative effect on outcome (Pirke, 1998; Reas, Williamson, Martin, & Zucker, 
2000; Steinhausen, 2002).

Type of treatment can also influence outcome. To date, CBT has been shown to 
be the most effective treatment for BN (Fairburn, & Harrison, 2003), but also 
IPT has proven to be effective (Agras, Walsh, Fairburn, Wilson, & Kraemer, 
2000). Controlled treatment studies are fewer for AN and EDNOS patients. 
Important to bear in mind though, is that there seems to be a better outcome 
for treatments given in treatment studies, compared to the “ordinary” treat-
ments given in treatment facilities. Perhaps the study situation itself makes 
participants, both patients and clinicians, more motivated and focused. Also, 
it is not always the case that the treatment under study is the treatment usually 
offered at the unit doing the research. 

Continuity/Discontinuity hypothesis
One important question that has come to light from the discussion of diagno-
sis and etiology is how clinical ED differs from other forms of eating problems 
or disturbances. There is no clear and simple answer to this question but there 
are mainly two theories that have been advocated: the continuity hypothesis 
and the discontinuity hypothesis. The continuity hypothesis claims that eat-
ing disorders fall on a continuum from mild to severe, and what mainly dis-
tinguishes clinical ED from non-clinical eating behavior disturbances is the 
severity of problems (both eating related and general problems). From this 
perspective, the same variables that distinguish clinical ED from subthreshold 
ED, should also distinguish subthreshold ED from nondeviant eating (Fitzgib-
bon, Sánchez-Johnsen, & Martinovich, 2003). The discontinuity hypothesis 
views ED as something qualitatively different from milder eating problems. 
It is not only a matter of degree, but also a matter of type. As an example 
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McLaren and co-workers (2001) argue that what distinguishes ED from the 
non-clinical variants is the elevated general psychopathology found in ED pa-
tients. However, this argument raises several questions. Is it not possible to 
have a clinical ED if you are not also showing high general psychopathology? 
How much and what kind of psychopathology do you need to show? If what 
makes clinical ED something qualitatively different from sub-clinical ED is 
the increased general psychopathology, then someone not showing this, but 
still fulfilling all diagnostic criteria, cannot have an ED. Furthermore, if clini-
cal ED is in fact qualitatively different from sub-clinical eating problems, then 
studies of eating problems and weight concerns in non-clinical samples might 
generate information which is not relevant for theories of ED, since it will be 
information about a different phenomenon (Williamson, Gleaves, & Stewart, 
2005). However, as is usually the case, there exists a third possibility, which is a 
combination of the continuity and discontinuity approaches. Support for this 
perspective was found by Williamson and co-workers (2005) who reviewed the 
literature on ED taxonomy and found preliminary support for the idea that 
binge eating (and possibly purging) does not exist on a continuum, but that 
the restricting form of AN can be seen as something varying in degree from 
normalcy. 

Co-morbidity and general psychopathology 
Many patients with eating disorders suffer from co-morbid psychiatric disor-
ders or show other concurrent psychological symptoms. In the following, the 
term co-morbid psychopathology will be used for conditions that have been 
given a formal psychiatric diagnosis (according to for example e.g. the DSM 
system), while general psychopathology will refer to psychological problems in 
a more general sense.

Depression
One often reported co-existing form of co-morbid psychopathology is depres-
sion (Casper, 1998; Halmi et al., 1991; Pollice, Kaye, Greeno, & Weltzin, 1997; 
Herzog, et al., 1992a). However, it is important to be aware that symptoms 
of starvation closely resemble symptoms of primary depressive disorder and 
might influence depression ratings, especially by underweight AN patients, but 
also among normal weight BN patients (Casper, 1998). Self-reported scores 
of depression, anxiety and obsessive-compulsive behavior have been found to 
be elevated in AN patients during the underweight state and to improve with 
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weight restoration (Pollice et al., 1997). Important though, is that there existed 
significantly elevated scores also after long-term weight restoration compared 
to healthy women. Corcos and co-workers (2000) found AN patients to have 
higher depression and anxiety scores on Hospital Anxiety and Depression Scale 
compared to BN patients, even though both patient groups scored higher than 
controls. Hertzog and co-workers (1992a) found affective disorders to be the 
most frequent co-morbid disorder at intake. Major depression, which was most 
common, was present in 53 % of the AN patients seeking treatment. In a 
Swedish study, Ivarsson and colleagues (2000) investigated depressive disorders 
in AN patients longitudinally over a ten-year period. The authors found that 
a depression diagnosis (major depression or dysthymia) existed in more than 
four of five patients with teen-age onset AN within a ten year period after onset 
of the eating disorder. 

Anxiety disorders
Among the anxiety disorders, several studies have reported an elevated fre-
quency of social phobia, both in AN and BN (Brewerton et al., 1995; Godart, 
Flament, Lecrubier, & Jeammet, 2000; Halmi, et al., 1991; Kaye et al., 2004). 
Godart and colleagues (2000) found social phobia to be the most common 
co-morbid anxiety disorder in both AN and BN. In 75 % of AN patients 
and 88 % of BN patients the anxiety disorder had predated the eating disor-
der. Halmi and co-workers (1991) found that 33.9 % of the AN patients at 
sometime had been affected by social phobia. Brewerton and colleagues (1995) 
studied a group of 59 BN patients, where ten (17 %) were found to meet the 
criteria for social phobia (not related to fear of eating in public) and in all 
cases the onset of the phobia predated the onset of BN. In addition, the same 
ten patients also had a history of major depression. Brewerton and co-workers 
argue that these findings point at etiological associations between eating disor-
ders, affective disorders, and social phobia. More support for the co-existence 
of eating disorders and social phobia was found in a study of social phobia, in 
which four of twenty-one (20 %) phobic women met the criteria for an eating 
disorder (2 AN, 2 BN) (Van Ameringen, et al., 1991). 

Godart and co-workers (2000) assessed lifetime prevalence of seven anxiety dis-
orders and the age of onset compared to the onset of the eating disorder. Among 
AN and BN patients, 83 % and 71 % respectively, had at least had one anxiety 
disorder diagnosis during their lifetime. Social phobia was the most common 
diagnosis for both patients with anorexia and bulimia. The only significant dif-
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ference between AN and BN patients was for Obsessive-Compulsive Disorder 
(OCD), where 21 % of AN and none of the BN patients had had such a diag-
nosis. Among those with a co-morbid anxiety disorder, the anxiety disorder 
had predated the eating disorder in 75 % of the AN patients and 88 % of the 
BN patients. Among BN patients, OCD has been reported to range from 3 % 
- 80 % (Herzog, Nussbaum, & Marmor, 1996; Kaye et al., 2004; Matsunaga 
et al., 1999). At a six-year follow-up of AN patients, Råstam, Gillberg, and 
Gillberg (1995), found that 31 % had at some time in their life met the criteria 
for OCD and that 20 % met the criteria for OCD at the time of follow-up. In 
BN, OCD symptoms have been found to be persistent after recovery, possibly 
indicating that the behavior is trait-related (von Ranson, Kaye, Weltzin, Rao, 
& Matsunaga, 1999). Davis and Claridge (1998) found AN patients to report 
themselves to be more obsessive-compulsive and socially conforming than BN 
patients. Especially in AN, many of the core symptoms could be thought of as 
obsessional (body-image distortion, pathological feeding, calorie counting, and 
exercise) which is important to remember when studying obsessive-compulsive 
symptoms in AN (Kaye, Weltzin, & Hsu, 1993). Excluding the obsessions “in-
herent” in AN, orderliness, symmetry, cleanliness, and perfectionism have been 
the obsessions of particular concern for AN patients (Goodman et al., 1989a, 
1989b; Matsunaga, et al., 1999; Rothenberg, 1986; von Ranson et al., 1999).

Personality disorders 
Personality disorders have been reported for both AN and BN patients (Herzog 
et al., 1992b; Diaz-Marsa, Carrasco, & Saiz, 2000; Rosenvinge, Martinussen, 
& Ostensen, 2000). In DSM-IV, personality disorders are coded on axis II. 
Based on descriptive similarities, they are divided into three clusters; A, B, and 
C. Cluster A contains paranoid, schizoid, and schizotypal personality disorders; 
cluster B contains antisocial, borderline, histrionic, and narcissistic personality 
disorders; and cluster C contains avoidant, dependent, and obsessive-compul-
sive personality disorders. Among AN patients, avoidant and obsessive-com-
pulsive personality disorders (cluster C) seem to be the most common (Herzog, 
et al., 1992b; Gillberg, Råstam, and Gillberg, 1995; Diaz-Marsa et al., 2000; 
Rosenvinge et al., 2000). Bulimic AN patients have been found to more likely 
to have a cluster B personality disorder compared to restrictors (Braun, Sunday, 
Halmi, 1994; Hertzog et al., 1992b). Among BN patients, cluster B personal-
ity disorders are frequently reported, with borderline personality disorder be-
ing the most prevalent (Rosenvinge et al., 2000). Diaz-Marsa and colleagues 
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(2000) found borderline personality disorder to be most common among BN 
patients and patients with AN-b/p. For BN patients, personality disorders in 
cluster C have been reported to be as common as for AN patients (Rosenvinge 
et al., 2000). Råstam and co-workers (1995) and Gillberg and co-workers 
(1995) noted a considerable overlap between axis I and axis II disorders, and 
that a co-morbid personality disorder was a significant predictor for poor out-
come in AN-patients. However, in a fresh, well-conducted, longitudinal study, 
Rø, Martinsen, Hoffart, and Rosenvinge (2005), question earlier studies re-
porting very high frequencies of personality disorders among ED patients. In 
their study, the frequency of PD decreased from 77 % at admission to 54 % 
at 2-year follow-up. Patients in remission at follow-up had significantly lower 
prevalence of personality disorders (21 %). Nevertheless, it is still unclear if the 
personality disorder disappears when the ED disappears or if recovery rates are 
higher in patients without a personality disorder. 

Substance abuse disorders
Eating disorder patients have in several studies been found to have substance 
abuse disorders. In AN patients, lifetime substance abuse has been found to 
be moderate, with higher rates for bulimic AN patients than for restrictors. 
For BN patients, higher rates of substance dependence has been reported (9 % 
- 55 %) (Beary, Lacey, & Merry, 1986; Hertzog et al., 1996). Alcohol abuse 
was found to be more prevalent for patients with bulimia compared to sub-
syndromal bulimics and controls (Garfinkel et al., 1995). In addition, elevated 
rates of eating disorders have been found among substance abusers (Beary et 
al., 1986; Jonas et al., 1987). Both AN and BN patients have been reported 
to score high on the addiction scale on the Eysenck Personality Questionnaire 
(Davis, & Claridge, 1998), and one study found BN patients to score higher 
on the addiction scale and to be more similar to drug addicts compared to AN 
patients (de Silva and Eysenck, 1987). Bulik, Sullivan, Carter, and Joyce (1997) 
found bulimics with a concurrent alcohol misuse to show a higher frequency 
of suicidal behavior, anxiety disorders, higher misuse of other drugs, conduct 
disorders and personality disorders (especially borderline and histrionic). They 
also had higher scores on novelty seeking, impulsivity, and immature defense. 

Impulsivity disorders
As several studies have reported a higher frequency of suicidal behavior, drug 
use, and stealing in girls with BN (Baum, & Goldner, 1995; Garfinkel, Mol-
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dofsky, & Garner, 1980; Garner, Garfinkel, & O’Shaughnessy, 1985), there has 
been an increased interest in the constructs of impulsivity and aggression, and 
their importance for, and relation to, eating disorders. Bulimic behavior is of-
ten thought of as an expression or manifestation of a failure to control impulses 
to eat, and to get rid of the food afterwards. In addition, earlier studies have 
found that girls with bulimia not only have lower impulse control and elevated 
rates of impulsive behavior but also express more aggression compared to girls 
with AN (Fahy & Eisler, 1993; Keel et al., 2000; Mitchell, Hatsukami, Pyle, 
& Eckert, 1985). Some authors have suggested the existence of a subgroup of 
bulimics with multi-impulsive BN, where the weak impulse control is the fun-
damental or basic psychopathology (Fichter, Quadflieg, & Rief, 1994; Lacey, 
& Evans, 1986). In combination with BN the patient should also exhibit prob-
lems with stealing, alcohol or drug misuse, overdoses, repeated self-harm, or 
sexual disinhibition. Each of those behaviors should also be accompanied with 
a feeling of dyscontrol. The definitions of multi-impulsive BN diverge some-
what, which makes comparisons between studies difficult. Some authors have 
meant that one of these behaviors plus BN are enough for multi-impulsive BN, 
while others say that three of these behaviors are necessary. Moreover, another 
important difference concerns the type of sample used. Clinical samples prob-
ably contain patients with more co-morbid psychopathology than non-clinical 
samples. Irrespective of if there exists such a subgroup or not, many patients 
with BN seem to have disinhibitory problems. Some studies have found re-
stricting AN patients to be less impulsive than AN-b/p patients (Garfinkel et 
al., 1980; Garner et al., 1985; Diaz-Marsa et al., 2000). It has been suggested 
that patients with bulimic behavior, regardless of weight, show types of psy-
chopathology that resemble each other, and that this seems to be qualitatively 
different and more severe than that of non-bulimic AN-patients (Garfinkel et 
al., 1980; Sohlberg, Norring, Holmgren, & Rosmark, 1989). This view con-
trasts somewhat with the idea that eating disorders are strongly related since 
many patients have both AN and BN symptoms and even change diagnosis or 
symptoms over time (Harper-Giuffre, 1992). 

Aggressive behavior
Even though aggressive behavior is not necessarily studied as a psychopatholo-
gical state and often lacks a proper definition of aggression, studies have found 
differences in aggressiveness not only compared to controls but also between 
ED diagnoses. Fava and co-workers (1995) found more aggression attacks in 
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patients with eating disorders compared to matched controls, and a non-signif-
icant trend for BN patients to report more aggression attacks than AN patients 
and patients with both disorders (a diagnosis of both AN and BN was possible 
according to the DSM-III-R criteria). Tiller, Schmidt, Ali, and Treasure (1995) 
compared patients with eating disorders and controls on the Hostility and Di-
rection of Hostility Questionnaire. Results showed that patients with eating 
disorders scored significantly higher on hostility and were more intrapunitative 
compared to controls. Outwardly directed hostility was higher in BN patients 
and patients with both disorders, compared to AN patients and controls. BN 
patients also reported more general hostility than AN patients. Extrapunitive-
ness has been suggested to be a trait, while intrapunitiveness is thought to be 
more state dependent (Farmer, 1987 ref. in Tiller et al., 1995). Monteleone 
and co-workers (1998) found BN patients to report significantly higher scores 
on six of eight subscales plus total aggressiveness on Buss-Durkee Hostility 
Inventory compared to healthy matched controls. 

Neurobiological aspects on psychopathology and  
eating disorders
An eating disorder almost always begins with dieting behavior. Diet or semi-
starvation has been shown not only to influence mood lability, but also to 
perturb different psychoneuroendocrinological systems. Above all, it is the 
serotonergic system that has been the target for biochemical and psychobio-
logical investigations. Serotonin (5-hydroxytryptamine: 5-HT) has been found 
to be involved in depression, anxiety, aggression, impulsiveness, and addictive 
behavior (Brewerton, 1995; Lee, & Coccaro, 2001). It has also been shown to 
influence eating behavior, such as impaired satiety function and inhibition of 
appetite, which has been a link to BN and AN respectively (Blundell, 1986; 
Brewerton, 1995; Leibowitz, & Shor-Posner, 1986). On the other hand, se-
rotonin can also be linked to eating disorders through its relation to other 
psychiatric symptoms. Serotonin activity has been proposed both to increase 
(McBride, Anderson, Khait, Sunday, & Halmi, 1991) and to decrease (Smith, 
Fairburn, & Cowen, 1999; Steiger et al., 2001) in patients with eating disor-
ders, and some have suggested that it is increased in AN (Kaye et al., 1993) and 
decreased in BN (Smith et al., 1999; Steiger et al., 2001). This line of argu-
ment gets problematic considering the number of AN patients who also show 
bulimic behavior. Brewerton (1995) argues that it would be more appropriate 
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to speak about a dysfunctional system that is far more complex. It does not 
merely concern the types of receptors involved, but also where they are located 
– both on the neuron and within the neural systems. Several studies have found 
relations between BN, a dysfunctional serotonergic system, and impulsiveness 
(Steiger et al., 2001; Verkes et al., 1996). However, if the serotonergic dysfunc-
tion is primary or secondary to the eating disorder is still an open question, and 
authors have argued different directions of the association. 

Summary 
To sum up, several studies have pointed to the importance of concurrent psy-
chopathology in patients with eating disorders. The direction of the relation 
between eating disorders and co-morbid psychopathology is however, unclear. 
Effects of starvation or semi-starvation might influence symptom expression 
and studies have found biological similarities between eating disorders, affec-
tive disorders, anxiety disorders, and lack of impulse control (Laessle, Platte, 
Schweiger, & Pirke, 1996). Studies have shown that some psychopathology 
exists even after recovering from the eating disorder (Kaye et al., 1998; Pollice 
et al., 1997; von Ranson et al., 1999; Wentz Nilsson, Gillberg, Gillberg, & 
Råstam, 1999), and that other types of psychopathology precede the eating 
disorder (Brewerton et al., 1995; Smith, Feldman, Nasserbakht, & Steiner, 
1993). Knowledge about co-morbidity such as for example depression, aggres-
sion, and impulsivity is important not least since studies have found those 
factors to be essential for treatment outcome (Keel, et al., 2000; Smith et al., 
1993; Sohlberg et al., 1989). Depression, OCD, and social phobia seem to be 
prevalent both in AN and BN patients. Especially among BN patients, disor-
ders concerning impulsive behavior and substance abuse have been frequently 
reported. Regarding co-morbid personality disorders, disorders in cluster C 
(see p. 27) have been reported for both AN and BN patients, while disorders 
in cluster B seem to be more frequent in bulimic patients, and among AN pa-
tients with bulimic symptoms. In addition, there seems to be psychobiological 
data supporting at least some relation or linkage between eating disorders and 
general psychopathology, possibly also related to type of diagnosis. However, 
even though many studies have found several forms of co-morbidity in ED 
patients, it is important to note that most of this research has been conducted 
on young adults and age-mixed samples and might not necessarily be transfer-
able to teenage girls. 
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Competence
An important area to consider when discussing the development of psychopa-
thology is its relation to competence and abilities. Several models have been 
proposed when discussing this relation, such as shared stressors and risk factors, 
shared vulnerability, that competence problems lead to psychopathology, that 
psychopathology undermines competence, etc. Generally, individuals with in-
ternalizing problem profiles have showed relatively good competence, except 
for peer social problems. Children with externalizing problem profiles have 
shown less academic and social competence. Children showing both internaliz-
ing and externalizing problems have most problems with competence (Masten, 
& Curtis, 2000). What then, has been reported about competencies in patients 
with eating disorders?

Patients with eating disorders often have conflicted relations to friends and 
family, and tend to withdraw from social interaction (Grissett, & Norvell, 
1992; Toro et al., 1995). On the other hand especially girls with AN can be ac-
tive and perform very well in school and sports (Davis et al., 1997; Toro et al., 
1995). In comparison to emotional problems and problem behavior, relatively 
few studies have investigated competencies and skills in patients with eating 
disorders. Feelings of competence could be an essential factor influencing cop-
ing possibilities and strategies. Knowing more about competence and skills in 
these patients would be important and could give valuable information when 
considering risk and treatment factors.

Bers and Quinlan (1992) compared AN patients to a psychiatric control group 
and a non-clinical control group on The Interest and Abilities Questionnaire. 
They found that AN patients, like non-clinical controls, were interested in a 
variety of activities, but just as the clinical controls, they rated their abilities 
significantly lower than non-clinical controls. The disparity between interest 
and perceived abilities – perceived competence deficit (PCD), was significantly 
higher for AN patients compared to the other two groups. The difference was 
not related to level of depression. Grissett and Norwell, (1992) studied quality 
of relationships, perceived social support, social skills, and psychopathology 
in 21 girls with BN and 21 controls. They found that BN girls reported less 
received support from friends and family, had more negative interactions and 
conflicts, and had less social competence compared to controls. 
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Concluding remarks
Despite the large amount of research on eating disorders, many questions re-
main unanswered or have generated contradicting results. For example, there 
is still large uncertainty about the relevant distinction between AN-r, AN-b/p, 
and BN. Few studies contain large enough samples to allow the dividing up of 
AN into subtypes, without substantial loss of statistical power. Also, we know 
that concurrent psychopathology is commonly reported in patients with ED, 
but few studies have directly compared general psychopathology between pa-
tients and women from the general population with and without self-reported 
eating problems. There is also a lack of research on the course and outcome 
of young women with sub-clinical eating problems not showing up at treat-
ment facilities. Furthermore, much research is based on age-mixed samples 
(adolescents/adults), which confounds interpretation of results. Based on the 
abovementioned, the studies in this thesis try to extend the knowledge in the 
field of ED and related psychopathology. 
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Empirical studies

General aim
The overall aim of this thesis was to investigate eating related problems and 
general psychopathology in adolescent girls and young women with eating dis-
turbances using a dimensional perspective. However, since there did not exist 
an appropriate instrument that was standardized for Swedish adolescents, to 
establish such an instrument became necessary for achieving the aim of this 
thesis. In that respect Study I did not add knowledge on specific ED topics, but 
was an important and necessary means to accomplish reliable data for Study 
II. Since the YSR measures a wide spectrum of competencies and problems it 
can be a valuable instrument in clinical practice and shed light upon important 
issues such as treatment and research about general psychopathology in adoles-
cents with eating disorders. The relation and interaction between competence 
and psychopathology has been rather ignored in developmental research. The 
YSR could be an opportunity to look into this relation from a dimensional per-
spective. Study III and Study IV have their focus on young adult women, both 
women from the general population with self-reported eating problems as well 
as patients with an ED diagnosis. For this age group, standardized instruments 
existed. Based on abovementioned circumstances, Study I and II are presented 
first and are followed by Study III and IV. In the general discussion, findings 
from all studies are discussed in relation to each other.

Study I and II

Aims

STUDY I
The basic aim of this study was to present/provide normative data for the self-
report questionnaire YSR when completed by 13- 18 year olds. We also wanted 
to investigate the impact of gender, age, and demographic factors such as re-
gion and parents’ socio-economic status (SES) on YSR scores. 
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STUDY II
The aim of study II was to investigate if girls with eating disorders (AN, BN, 
and EDNOS) differ from controls with regard to self-reported competence 
and general psychopathology. We also wanted to find out if there were any 
differences between eating disorder subgroups, and if girls with different types 
of AN (restrictors versus bingers/purgers) differed on competence and general 
psychopathology. A final aim was to find out which proportion of patients and 
controls that scored over the cut-off point, indicating severe enough problems 
to be of clinical significance. Four hypotheses were tested:

1. Girls with eating disorders report significantly more internalizing prob-
lems than normal controls.

2. Girls with BN report significantly more externalizing problems than girls 
with AN.

3. AN-purgers/bingers report significantly more externalizing problems than 
restrictors.

4. Girls with eating disorders report lower competence than control girls.

Method

MEASURE

The Youth Self-Report (YSR) – a measure of competencies and emotional/behavio-
ral problems
The Youth Self-Report (YSR) is a standardized self-report questionnaire for 
adolescents between 11-18 years (Achenbach, 1991a). It contains questions 
about competence as well as problems. The competence section is made up 
of seven items that concern hobbies, jobs, academic performance, family, and 
friends. The problem section consists of 119 items. Of those items, 16 are 
about social desirability and are not counted when constructing an individual 
profile for the problem scales. The adolescent is asked to describe or rate his or 
her thoughts, emotions and behavior now and/or during the past six months 
on a three point scale by circling 0 if the item or statement is not true, 1 if it is 
somewhat or sometimes true, and 2 if it is very true or often true.

The problem items make up eight narrow-band syndrome scales and two 
broadband dimensions. The narrow-band scales are: withdrawn, somatic com-
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plaints, anxious/depressed, social problems, thought problems, attention prob-
lems, delinquent behavior, aggressive behavior, self-destructive/identity prob-
lems (a syndrome for boys only). The broadband dimensions are internalizing 
and externalizing. Items that are not included in any of the eight syndromes are 
collected under the heading ‘other problems’, but this is not a syndrome scale. 

The YSR has 102 questions in common with CBCL and 89 are common for 
all three instruments (YSR, CBCL, and TRF; Achenbach, 1991a). The ratings 
are added for every syndrome to give a raw score for each dimension. The sum 
of the scores for all 103 problem items forms a total problem score. To be able 
to say something about an individual’s problems and deviant behavior, he or 
she is compared to individuals of the same sex and age in a national normative 
sample. From this normative sample percentiles and standardized T-scores have 
been calculated for every syndrome and dimension and are used for compari-
sons with the adolescent’s score. The profile shows the problem pattern and if 
the adolescent’s behavior and emotions lie within the normal variation or not 
(Achenbach, 1991a). 

Cross-informant syndromes
By factor analyzing a large clinical sample separately for each sex and age, 
and for different informants (adolescents, parents, and teachers), eight core 
syndromes were constructed. Items that occurred on at least two of the three 
informant versions made up eight cross-informant syndromes constructs, which 
means that the syndromes are also representative for the CBCL and the TRF. 
Withdrawn did not turn out to be a syndrome when analyzing the YSR data, 
but became a cross-informant syndrome when taking the CBCL and the TRF 
into account. It is included as a scale in the current YSR profile (Achenbach, 
1991a).

Internalizing – Externalizing
By performing a second order factor analysis on the eight syndromes, separate 
for boys and girls in each age interval, it was found that withdrawn, somatic 
complaints and anxious/depressed made up one distinct group and that delin-
quent behavior and aggressive behavior made up another. These two broad-
band dimensions were named internalizing and externalizing. Attention prob-
lems, social problems, and thought problems did not get high enough loadings 
on any of the two broadband dimensions to be included. A score for those 
dimensions is calculated by summing the syndrome scores for their subscales 
(Achenbach, 1991a). 
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Borderline/Clinical range
In the YSR, cut-off points are based on standardized T-scores that have shown 
to discriminate between clinical and non-clinical populations. There are two 
‘cut-off levels’ on the YSR, where borderline clinical range indicates that the 
adolescent is not clearly in the normal range, nor clearly in the clinical range, 
while clinical range indicate more clearly deviant behavior. The cut-off points 
are separate for boys and girls (Achenbach, 1991a). 

Several studies have investigated the psychometric properties of the YSR. Re-
sults have shown good test-retest reliability and stability (Achenbach, 1991a; 
Achenbach, Howell, McConaughy, & Stanger, 1995; Verhulst, Prince, Ver-
vuut-Poot, & de Jong, 1989; Verhulst & van Wattum, 1993), internal consist-
ency (Achenbach, 1991a; Kvernmo, & Heyerdahl, 1998; Slobodskaya, 1999; 
Song, Singh, & Singer, 1994), and validity (Achenbach, 1991a; Belter, Foster, 
& Imm, 1996; Gould, Bird, Staghezza Jaramillos, 1993; Ivarsson, Gillberg, 
Arvidsson, & Broberg 2002; Rey, & Morris-Yates, 1992; Thurber, & Hollings-
worh, 1992). 

Utilities of the YSR
The YSR has been used in clinical/medical settings, school settings, and as a 
screening instrument in general population studies. If the YSR is used in gen-
eral populations, using the various subscales can be unreliable since the total 
scale scores are relatively low. Scores on the internalizing, externalizing, and 
total problems are more reliable. In a clinical context it can aid the clinician 
to find important issues needing special attention, for planning interventions, 
for making assessments during and after interventions etc. In research it can 
be used for identifying risk factors or problem patterns associated with vari-
ous conditions, for epidemiological research, outcome studies etc (Achenbach, 
1991a). 

The YSR describes psychopathology from a dimensional perspective. The two 
broadband dimensions indicate if the youth has problems of the internalizing 
type, externalizing type, or both. The YSR also encompasses three scales that 
do not count as either internalizing or externalizing problems (social problems, 
attention problems, thought problems). Internalizing and externalizing prob-
lems can occur more or less independently but have been reported to correlate 
relatively highly (Achenbach, 1991a). Among patients with eating disorders, 
who often show concurrent general psychopathology and co-morbidity, pa-
tients with anorexia nervosa are often described as introvert, rigid and showing 
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high levels of internalizing problems, while patients with bulimia nervosa are 
commonly described as having more pronounced externalizing problems, such 
as impulsivity, aggressiveness, and delinquency. Considering the broad general 
scope and well-studied psychometric properties, the YSR has the possibility of 
being a properly suited instrument for measuring competencies and problems 
in girls with eating disorders. 

Participants

STUDY I 

The sample consisted of 2 522 adolescents between 13 and 18 years (1 222 
boys and 1 274 girls, 26 did not fill in which sex they were). The adolescents 
answered the YSR class by class, with a research assistant present to explain the 
purpose of the test and to answer any questions that might arise. Almost every 
student/pupil present filled in the YSR, but as one has to account for a normal 
absence due to illness, etc., the dropout was estimated to 15 %.

The socio-economic status (SES) of the parents was assessed using the Hollings-
head index (Hollingshead, 1975). Unfortunately SES was available for only half 
of the sample (51 % of the mothers and 52 % of the fathers). Data attrition 
was due to failure to give the right instruction at some sites, not to adolescent 
refusal to answer the questions. Mean SES score was 4.9 for mothers and 5.2 
for fathers on a 9-point scale. SES scores did not differ significantly compared 
to a recent population based study of parents of children and adolescents with 
developmental disabilities and normal controls (Olsson, & Hwang, 2001).

STUDY II

The patient data was collected in six special units for treating patients with 
eating disorders in child and adolescent psychiatric clinics in Sweden. Patients 
filled in the YSR at the treatment unit at the start of treatment. Patients were 
included if they were between 13-18 years, were assessed as having an eating 
disorder according to DSM-IV, and had an intent to treat. The patient group 
consisted of 211 girls between 13 and 17 years (M = 15.48, SD = 1.31). Three 
DSM-IV diagnoses were represented; anorexia nervosa (n = 93), bulimia ner-
vosa (n = 25), and eating disorder not otherwise specified (n = 93).

The control group consisted of 211 girls matched for age and geographical 
area/region (M = 14.70, SD = 1.21). Data was drawn from the Swedish norma-
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tive sample (study I) and were from the same geographical areas as the patient 
groups. Individuals were not screened for eating disorder symptoms.

Parents’ socio-economic status (SES) was measured using the Hollingshead 
nine-point scale (Hollingshead, 1975). Mean SES for the patient group was 
6.2 and for the control group 5.7 when using the parent with the highest SES. 
Since this difference was significant at p = 0.028; F = 4.88, we controlled for 
SES in the analyses. Unfortunately, SES data was missing for 36 % of the con-
trol sample, because of a failure to give the right instructions at some sites and 
not depending on the girls’ refusal to answer the questions.

Results

STUDY I

Competence scales 
Data was reported for three age groups (13-14, 15-16, 17-18 years) for boys 
and girls respectively. A significant main effect of gender was found for social 
competence, where boys rated themselves higher than girls did. Also, main ef-
fects for age were found for the activity and the total competence scales. Older 
adolescents scored higher on the activity scale. Likewise, the oldest adolescents 
(17-18 years) rated themselves significantly higher than the younger ones (13-
14 and 15-16 years) on the total competence scale. There were no interaction 
effects for gender and age. All effects were small according to Cohen’s (1988) 
criteria for effect sizes (η2 = .016 - .033).

Problem scales 
Significant main effects for gender were found for most syndromes except for 
social problems, thought problems, aggressive behavior and the externalizing 
dimension. Boys scored higher on delinquent behavior and girls on the re-
maining scales. All effects were neglible or small according to Cohen’s (1988) 
criteria for effect sizes (η2 = .004 -.052)

There were relatively small differences between the three age groups (13-14, 
15-16, 17-18) for both boys and girls. However, significant main effects of 
age were found for somatic complaints, social problems, delinquent behavior, 
self-destructive/identity problems, and total problems. The oldest adolescents 
(both boys and girls) had lower scores on the problem scales, while 15 and 16-
year-olds most often scored highest. Even though there were some significant 
differences between age groups, only social problems reached the lower limit 
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for a small effect according to Cohen’s criteria. There were no interaction ef-
fects for age and gender.

Differences due to demographic factors

Residence 
We found significant main effects for region for all competence scales and most 
problem scales, but the effect sizes of these differences were very small. Only 
the effects for activity scale, total competence, social problems, delinquent be-
havior, internalizing, and total problems reached even the lower limit for a 
small effect size (1%) according to Cohen’s criteria. Adolescents living in a city 
scored higher on both competence scales and on the externalizing problem 
scales compared to adolescents living in smaller towns. However, as in the case 
with region, all effects were small and only the activity scale, total competence, 
and delinquent behavior reached the lower limit for a small effect (1%). We 
found no interaction effects between region and city/town.

SES
Small effects of SES were found for the competence scales but not for the prob-
lem scales. Adolescents with mothers from the lowest SES group scored signifi-
cantly lower than other adolescents on the activity and total competence scales. 
Adolescents with mothers from the highest SES group scored high compared 
to adolescents from the two other groups on social competence. For fathers, a 
small but significant difference was found for total competence. As in the case 
of mothers, adolescents with fathers from the lowest SES group scored signifi-
cantly lower than adolescents with fathers from middle and high SES groups. 

Co-occurrence of internalizing and externalizing problems
The correlations between the internalizing and externalizing dimensions were 
0.51/0.49 (boys/girls), and for anxious/depressed, and aggressive behavior the 
correlations were 0.49/0.45 (boys/girls). Moreover, self-destructive/identity 
problems correlated high with anxious/depressed (r = 0.78/0.82 boys/girls) as 
well as with the internalizing dimension (r = 0.77/0.78 boys/ girls). 

Relationships between competence and problems
The relation between adolescents’ ratings of their competence and their prob-
lems was small. Total competence had correlation coefficients below 0.15 with 
the internalizing and externalizing dimensions, as well as with the total prob-
lem scores (boys r = -0.13, 0.04, and -0.04; girls r = -0.13, 0.03, and -0.06). 
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For both boys and girls, the strongest correlations were found between social 
competence and withdrawn (r = -0.27 / -0.21 boys/girls) and social problems 
(r = -0.23 / -0.21 boys/girls).

STUDY II

Problems
Result showed that girls with ED reported significantly more problems than 
controls on all scales except for social problems, thought problems, delinquent 
behavior, aggressive behavior and the externalizing dimension.

BN patients scored higher than both AN and EDNOS patients on somatic 
complaints, attention problems, delinquent behavior, aggressive behavior, ex-
ternalizing, and total problems. Patients with BN also reported more problems 
than AN patients on other problems, and more problems than EDNOS pa-
tients on anxious/depressed, self-destructive/identity problems and internal-
izing. Analyses also showed that AN-bingers/purgers scored higher than AN-
restrictors on somatic complaints, delinquent behavior and the externalizing 
dimension. In addition, there was no significant difference between AN-b/p 
and patients with BN.

Competence
ED patients reported significantly poorer competence than controls. There 
were no differences between eating disorder subgroups. Pearson correlations 
between the competence and problems scales were quite small for both patients 
and controls, but they were generally higher for patients. 

Percent of patients scoring over borderline/clinical range
We used the Swedish normative sample as reference data (study I). The BN and 
AN-b/p groups had most girls scoring in the clinical range compared to the 
other groups, except for total competence. On the total problem score about 
39 % of the BN group, 21 % of the AN-r group, 41 % of the AN-b/p group, 
20 % of the EDNOS, and 14 % of the control group scored in the clinical 
range. 

Discussion
Study I aimed at providing a Swedish standardization of the YSR. The Swedish 
total problem scores were fairly similar to adolescents’ ratings in the US, Nor-
way, and Germany (Achenbach, 1991; Kvernmo, & Heyerdahl, 1998; Lösel et 
al., 1991). 
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Like most other studies we found girls to score higher on emotional prob-
lems and boys on behavioral problems. We also found girls to have a higher 
total problem score than boys, which is in line with some studies (Achenbach, 
1991a; Kvernmo, & Heyerdahl, 1998; Roussos, et al., 2001), but in contrast 
to others (Fitzpatrick, & Deehan, 1999; Slobodskaya, 1999; Verhulst et al. 
1993; Verhulst et al., 1989). Noteworthy is that results from a Norwegian 
study showed gender differences on the same syndromes and dimensions and 
in the same direction (Kvernmo, & Heyerdahl, 1998). 

Most previous studies have not found age effects on total problems. However, 
our finding that 15 to 16 year-olds reported more problems than both younger 
and older youths is well in line with the common idea that these years can be 
rather turbulent. The only SES effect found showed that adolescents reporting 
low parental SES scored lower on competence than adolescents with higher 
parental SES, which is also supported by the US norm sample (Achenbach, 
1991a). 

The significant correlation between the internalizing and externalizing dimen-
sions has been reported in other studies as well (Achenbach, 1991a; Roussos, 
et al., 2001). This result do not have to be an indication of low discrimination 
between different types of problems, but instead indicate that individuals can 
have a complex problem profile, with both behavioral and emotional problems 
being present at the same time. This explanation might be even more probable 
when studying clinically referred adolescents. In clinical practice, information 
about the problem profile can be important for the choice of treatment. An 
individual with antisocial behavior also reporting internalizing problems can 
need completely different interventions than an individual who is “only” an-
tisocial. 

Also, the weak relation between competence scores and problem scores is 
supported by studies in the US (Achenbach, 1991a; Talbott, & Lloyd, 1997) 
and in Greece (Roussos et al., 2001). The significant negative correlations be-
tween social competence and both withdrawn and social problems, supports 
the validity of those scales. Notably though, is that previous studies on deve-
lopmental psychopathology have found strong relations between competence 
and psychopathology (Masten, & Curtis, 2000). Studies on different forms of 
competence (academic performance, activities, social competence) and their 
relation to psychopathology will add essential information about risk and pro-



Study I and II

43

tective factors. For this aim, both prospective, longitudinal population studies 
and studies on clinical samples would be valuable.

In conclusion: even though we found some effects due to age, gender, and 
demographic factors, the magnitudes of those effects were small and the indi-
vidual variation was much larger. This supports the robustness of the YSR and 
points at its capability of being a useful instrument measuring self-reported 
competence and problems among adolescents.

Study II compared self-reported competence and problems in girls with eating 
disorders to a control group. As hypothesized and in accordance with other 
studies (Brewerton et al., 1995; Casper, 1998; Godart et al., 2000; Halmi, et 
al., 1991; Herzog et al., 1996; Matsunaga et al., 1999; Pollice et al., 1997; Rå-
stam et al., 1995), we found patients with ED to score higher on internalizing 
problems, especially on the withdrawn and anxious/depressed problem scales. 
Support was also found for the second hypothesis. We found BN patients to 
report a higher degree of externalizing problems compared to AN patients, 
especially concerning delinquent behavior, which is in line with other stud-
ies (Baum, & Goldner, 1995; Davis, & Claridge, 1998; Fahy & Eisler, 1993; 
Garfinkel et al., 1995; Garfinkel et al., 1980; Garner et al., 1985; Keel et al., 
2000; Mitchell, et al., 1985). Studies that do not differ between the two types 
of AN might blur the picture concerning differences between BN and AN. 
The fact that AN patients with bulimic behavior reported more delinquent 
behavior and externalizing problems than restrictors did (supporting the third 
hypothesis), could indicate similarities with normal-weight bulimic patients. 
It further suggests that it would be more relevant to draw the diagnostic line 
between bulimic/non-bulimic behavior. Perhaps a difference in the underlying 
personality makes some AN patients more vulnerable to externalizing prob-
lems and to loss of control in eating behavior than others. 

In line with the fourth hypothesis we found that girls with ED scored signifi-
cantly lower on competence compared to controls. Feelings of self-competence 
and having close and good relations to family and peers might be important 
factors influencing coping potential and treatment outcome. Information 
about these aspects can be of great importance when planning treatment. 
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Study III and IV

Aims 

STUDY III
The aim of the study was to compare self-reported psychopathology in three 
groups of young women: (1) eating disorder patients, young women (2) with 
or (3) without self-reported eating disorder problems. Another aim was to in-
vestigate differences between eating disorder patient subgroups (AN, BN, ED-
NOS). Finally, we wanted to investigate the three study groups with regard 
to the percentage of patients scoring over the clinical cut-off score for general 
psychopathology on the SCL-90. Based on earlier research on psychopathology 
in eating disorders we hypothesized that:

1. Patients with eating disorders report significantly more problems com-
pared to controls 

2. Young women with self-reported eating problems report more problems 
compared to controls with no eating problems 

3. Patients with BN report higher scores on externalizing problems (hostility 
scale) and on general psychopathology compared to AN patients.

STUDY IV
The over all aim was to do a longitudinal study on general psychopathology 
and eating related problems in young women with an ED diagnosis and nor-
mal controls with and without self-reported eating problems. The study speci-
fically aimed to investigate if there was a change in psychopathology and eating 
related problems among ED patients between pre-treatment and a follow-up 
36-month later, and if so, if a comparable change could also be seen in con-
trols. This question is grounded on the possibility that an individual’s problem 
level decreases by itself when leaving the period of “adolescent turmoil” behind 
and reaching the early twenties and being more mature. If that turns out to 
be the case, such a tendency must be taken into account when interpreting a 
decrease in patients’ problem scores during this period. Another important aim 
was to investigate if there was a change in reported psychopathology among 
controls with self-reported eating problems. Finally, we wanted to see if pa-
tients changed differently depending on diagnosis and if changes were stable 
over time. 



Study III and IV

45

Following questions were analyzed:

• Is there a significantly different change in reported problems between 
young adult patients in treatment for their ED and normal controls over a 
three-year period?

• Do eating disorder patients score and change differently compared to con-
trol women with self-reported eating problems?

• Does type of diagnosis affect psychopathology and eating related problems 
in a longitudinal perspective?

Method

MEASURES

Rating of Anorexia and Bulimia Interview, revised version (RAB-R) 
 The RAB-R is a semi-structured interview for eating disorder psychopathology, 
through which the patient receives a DSM-IV diagnosis (Nevonen, Broberg, 
Clinton, & Norring, 2003). It has shown good psychometric properties, equal 
to other comparable interviews like the Eating Disorder Examination (EDE; 
Cooper, Cooper, & Fairburn, 1989), and the Clinical Eating Disorder Rating 
Instrument (CEDRI; Palmer, Christie, Cordle, Davies, & Kendrick, 1987). 

The Symptom Check List-90 (SCL-90) (Study III and IV)
The Symptom Check List-90 (SCL-90) and its revised version is a well-known 
and commonly used instrument for measuring general distress or psychopa-
thology. It contains 90 problem items comprising 9 sub-scales, which are la-
beled: somatization, obsession-compulsion, interpersonal sensitivity, depres-
sion, anxiety, hostility, phobic anxiety, paranoid ideation, and psychoticism. 
Seven items do not belong to any of the sub-scales, but are accounted for 
under the heading “additional items”. The SCL also contains three global in-
dices of distress: the Global Severity Index (GSI), the Positive Symptom Dis-
tress index (PSDI), and the Positive Symptom Total (PST). The GSI, which 
is the most commonly used index, is the sum of each raw score divided by the 
number of answered questions/items. Items are rated on five-point scales (0 
to 4), ranging from “not at all” to “extremely”. The individual is asked to rate 
how much each described problem has bothered or distressed him/her during 
the last seven days (Derogatis, 1992). Both internal consistency and validity 
have been shown to be satisfactory for the SCL-90 and later versions (Deroga-
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tis, 1992; Holi Sammallahiti, & Aalberg, 1998; Don Morgan, Wiederman, 
& Magnus, 1998; Peveler, & Fairburn, 1990; Schmitz et al., 2000; Schmitz, 
Kruse, Heckrath, Alberti, & Tress, 1999), and it has been validated in Sweden 
(Malling-Andersen, & Johansson, 1998)

The Eating Disorder Inventory-2 (EDI-2) (Study IV)
The EDI-2 is a widely used self-report questionnaire designed to measure prob-
lems associated with eating disorders. The questionnaire contains 91 items and 
provides standardized scale scores on eleven sub-dimensions. The first three 
scales concern eating disorder symptoms (Drive for Thinness, Bulimia, Body 
Dissatisfaction) and the other sub-scales tap more general psychopathological 
traits or problems (Ineffectiveness, Perfection, Interpersonal Distrust, Intero-
ceptive Awareness, Maturity Fears, Asceticism, Impulse Regulation and Social 
Insecurity (the last three are considered provisional subscales). The answers are 
rated on a six-point scale from “always” to “never”. The EDI also provides a to-
tal index for the symptom scales (scales 1-3) and for the general problem scales 
(scales 4-11), as well as a total EDI score summing all items (Garner, 1991). 
The EDI has been shown to have good validity and reliability (McCarthy, 
Simmons, Smith, Tomlinson, & Hill, 2002) and has been validated in Swedish 
populations (Nevonen, & Broberg, 2001; Norring, & Sohlberg, 1988).

Background questionnaire (Study III and IV)
A questionnaire containing background information was given to both patients 
and controls. For the present study we used items concerning age, occupation, 
and parents’ occupations. SES was measured using Hollingshead’s nine-point 
scale (1 = lowest and 9 = highest) of occupational status (Hollingshead, 1975; 
Broberg, 1992) based on the information provided in the background ques-
tionnaire. 

Eating disorder problems: The background questionnaire also contained an 
item reading as follows “Have you, according to your own understanding, had 
eating disorder problems, i.e. engaged in self-starvation or binge eating?” If 
answering Yes to this question, they were also asked to describe the type of 
problems (self-starvation and/or binge eating) and when they had occurred 
(now, previously, now and previously). There was also a question asking if they 
had had any professional contact due to their eating problems, and if so, if they 
still had this contact or when it had ended.
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PARTICIPANTS

Participants in study III and IV are from the same data collection. Study III is 
based on “baseline” (controls) or pre-treatment (patients) data, while study IV 
also includes follow-up data.

Patients
At pre-treatment (T1), the patient group consisted of 96 patients (Study III) 
between 18 and 24 years (M = 21.6, SD = 2.0) with a DSM-IV confirmed ED 
diagnosis (24 AN, 41 BN, and 31 EDNOS). The patients had all agreed to 
participate in an evaluative and follow-up program at the Anorexia and Buli-
mia Unit at the Queen Silvia Children’s Hospital in Göteborg. Two women 
with binging/purging type of AN were omitted in order to get a homogenous 
AN group containing only the restricting type. Data was collected at three 
times: Pre-treatment (T1), after 18 months (T2), and after 36 months (T3). 
The examination consisted of a semi-structured interview (Rating of Anorexia 
and bulimia interview, revised version (RAB-R); Nevonen, Broberg, Clinton, 
& Norring, 2003) and a battery of self-report questionnaires. In study IV data 
were available for 70 patients (18 AN, 28 BN and 24 EDNOS; Mean age = 
21.8, SD = 2.0 at T1).

Controls
Women asked to participate in the control group were randomly chosen from 
the County civic register in the city of Göteborg. The questionnaires were 
mailed, and two reminders were sent out if necessary. Data was gathered at two 
times; at “baseline” (T1) and at a 36-months follow-up (T3). Only women 
participating at T1 were asked to participate in the follow-up. Because too 
many questionnaires to answer might have a negative effect on the response 
rate, the control group was divided into two groups, answering either the SCL-
90 or the EDI-2, plus a background questionnaire. 

In study III, the control group consisted of 265 young women (M = 21.0, SD 
= 2.0) who had answered the SCL-90. In all, 315 women were asked to partici-
pate, setting the response rate to 84 %. However, the response rate varied be-
tween over 90 % among Swedish citizens in well-to-do areas and 59 % among 
immigrants in less prosperous areas. A consequence of this selective attrition is 
that our SES data for the control group may be somewhat skewed towards the 
higher end compared to a normative control sample.
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In study IV, data from both the EDI-2 and SCL-90 were analyzed. In the EDI 
group 188 women and 207 in the SCL group filled in the instrument both at 
T1 and T3. For both the EDI and SCL group the response rate was 60 % at T3 
if counting the original T1 sample. Mean age at T1 was 20.9, (SD = 2.0) in the 
EDI group and 21.0, (SD = 2.0) in the SCL group (only counting the women 
who also participated in the follow-up at T3). 

Attrition
The only significant difference between patients and controls answering at T3 
and those not answering, was a significant SES effect for patients. Patients not 
participating at T3 had parents with a somewhat lower SES compared to those 
who participated in T3 (M = 6.6, SD = 2.2 versus M = 5.5, SD = 2.2; F = 4.64, 
p = .034). There was no significant difference on any problem index or in self-
reported eating problems either among controls or patients.

Results 

STUDY III
In the control group 65 (24.5 %) individuals reported problems with either 
starving or binging. Among these women, 47 (17.7 %) reported previous prob-
lems and 18 (6.8 %) current problems (data was missing for two women). 

Results showed that control women without any eating problems scored sig-
nificantly lower than the other three groups on all scales, except for phobic 
anxiety, where they only scored lower than the ED group. Also, no significant 
differences were found between the ED group and controls with current eating 
disorder problems on any sub-scale or on the GSI. Women reporting previ-
ous eating disorder problems scored significantly lower than the ED group on 
interpersonal sensitivity, depression, anxiety, psychoticism, additional items, 
and on the GSI. We found no significant differences between different types 
of self-reported problems (i.e. binge-eating, self-starvation, or both types of 
problems). 

Using Kruskal-Wallis, we found no significant differences between eating dis-
order diagnoses for any of the sub-scales or for the GSI. To test for differences 
between as pure diagnostic groups as possible, AN-patients (all restrictors) were 
compared with BN-patients. This analysis revealed only one significant dif-
ference, for the sub-scale psychoticism (p = 0.049; Z = 1.97), and one almost 
significant difference, for depression (p = 0.052). In both cases BN-patients 
scored higher than AN-patients.
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Percent over clinical range 

In the patient group, about 58 % with BN and EDNOS, and 46 % with AN, 
scored above the cut-off point for caseness on the GSI or on two or more sub-
scales. For controls with current problems, previous problems, and no eating 
problems, the percentages were 61, 30, and 12 for each group respectively. 
Women with no eating disorder problems differed significantly from all other 
groups. Women with self-reported previous eating disorder problems scored 
less often in the clinical range compared to women with current eating disorder 
problems and compared to the ED group.

STUDY IV
In all, 87 (22%) of the control women in the longitudinal sample reported ei-
ther current or previous eating problems at T1 (6.3 % with current problems). 
Among these, 66 (76 %) had never sought any kind of professional help for 
their problems, 18 (21 %) had ended any contact, and 3 (3 %) reported that 
they still had some kind of professional contact.

Patients versus controls

The EDI-2
Significant differences in change scores were found between patients and con-
trols on all three indexes. Patients’ scores decreased significantly more than 
controls’. Also, controls reporting current eating problems at T1 scored signifi-
cantly higher than ED patients at T3 on the EDI symptom index (t = -2.88, p 
= .005), the problem index 4-11 (t = -2.75, p = .021) and the EDI total score 
(t = -2.82, p = .006). In addition, there were no significant differences between 
patients and the complete control group at T3.

The SCL-90
Patients changed significantly more on the GSI compared to controls. The 
mean change between T1 and T3 was .48 in the patient group and .01 for con-
trols. Control women who reported either current or previous eating problems 
at T1, scored significantly higher than the patient group at T3 (t = 2.83, p = 
.006), but there was no significant difference between patients and the com-
plete control group at T3.
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Differences due to diagnosis

The EDI-2
Main effects for time as well as interaction effects (time*diagnosis) were found 
for all three EDI-2 indexes. BN patients changed significantly more compared 
to AN patients. The explained variance was large in every case, except for the 
linear interaction effect on the scale 4-11, which was a medium effect.

As a second step in the analysis we made a repeated measure ANOVA on group 
level, and Helmert’s contrasts showed that the significant effects were between 
T1 and T2/T3 for all diagnostic groups.

The SCL-90
There was no significant interaction effect on the GSI, but a linear main ef-
fect for time (F = 25.57, p < .001). The effect was large according to Cohen’s 
(1988) criteria (Partial η2 = 0.302).

Discussion
Study III: Results from this study confirmed earlier studies reporting higher 
psychopathology in patients with ED compared to controls from the general 
population (Fava et al., 1995; Halmi et al., 1991; Newton, Freeman, & Mun-
ro, 1993). In accordance with the first and second hypotheses, women without 
any eating problems scored significantly lower compared to the other groups. 
The second hypothesis was also supported by the fact that we did not find any 
significant differences between controls with current self-reported problems 
and ED patients, but did find significant differences between controls with 
previous eating problems and ED patients, which indicates that emotional and 
behavioral problems are related to the presence of eating problems rather than 
with being a psychiatric patient. Other studies have also reported relations 
between general psychopathology and eating behavior in non-clinical samples 
(Bushnell et al., 1994; Lewinsohn et al., 2000; Peñas Lledó, & Waller, 2001; 
Milligan, & Waller, 2000). The third hypothesis, stating that BN patients 
should report more externalizing problems and a higher total problem score 
compared to patients with AN was only supported to a small extent. In addi-
tion we did not find any differences between controls reporting binge eating 
and self-starvation.

Another important finding was that 60 % of the women from the general 
population with self-reported current eating problems scored over the clinical 
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“cut-off ”, which was in line with the proportions found for BN and EDNOS 
patients. The implication from this finding ought to be that greater attention 
is paid to this group of women and that efforts are made to change their/the 
situation. 

Study IV: An important finding from this study is the fact that among young 
women from the general population with self-reported eating problems, more 
than 75 % had never sought treatment for their problems and their high degree 
of general psychopathology still persisted at follow-up three years later. That 
insight, in addition to the improvement (and also stability in improvement) 
in the ED group, strongly pinpoints the need for effective strategies to locate 
this group of women and offer them adequate help. Muratori and co-workers 
(2004) found time prior to admission (more/less than one year) to be an im-
portant factor influencing psychopathology, which again points to the impor-
tance of convincing individuals with eating problems to seek treatment (and of 
course to have access to treatment). 

Another main finding was that the ED group changed to a normal level of 
problems, and that they at follow-up did not differ from the control group. 
However, the control group also included unhealthy women (since that is what 
a general population looks like), and patients might have differed from a group 
consisting of only “healthy” women. The result concerning the decrease in 
reported problems among patients is specially promising and indicates a good 
treatment outcome.
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General discussion
General psychopathology is commonly reported among individuals with eat-
ing disturbances. Despite this consensus in research, many questions still exist 
concerning kind, degree, causality et cetera. One confounding factor in much 
eating disorder research is the inclusion of both adolescents and adult persons 
in the same sample, which can be problematic for various reasons. Firstly, one 
cannot assume that adolescents’ and adults’ scores on a self-report measure 
are comparable to each other. Adolescence can be a rather unstable period, 
and there are many both physical and psychological changes taking place dur-
ing this time. Secondly, measures derived on adults might be inappropriate in 
targets/questions and language when used on adolescents. Thirdly, there can 
also be differences between adolescents and adults due to duration of illness. 
Following from these arguments, research would gain from studies made on 
different age groups. In this thesis adolescents and young women were studied 
separately, which makes the interpretations more reliable. Another important 
contribution with this thesis is the testing of hypotheses in the Swedish culture. 
Much research is based on other cultures, and even though Sweden counts as a 
western culture, there are several important and striking differences compared 
to for example the USA. To culturally validate both assessment tools and re-
search results is essential.

One puzzling finding is that we in study II, using the YSR, found clear differ-
ences between patients with bulimic behavior and patients with pure restrict-
ing behavior, which was not verified in study III, using the SCL-90 on young 
women. Why was this and how should it be interpreted? Except from chance, 
one reason could be that there in fact are differences between teenage girls and 
young adult women, and that the impulsive behavior is not that apparent in 
young adults. Another plausible explanation could be that the two instruments 
differ in what behavior they catch. For example, there are no questions con-
cerning delinquent behavior in the SCL-90. A recent Finnish study (Kaltiala-
Heino, Rissanen, Rimpelä, & Rantanen, 2003), found self-reported bulimic 
behavior to be associated to bullying, truancy, excessive drinking and sexual 
disinhibition among 14-16 years old boys and girls from the general popula-
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tion, which points to the relevance of questions about delinquent behavior. 
Bulimic behavior has been linked to impulsivity in earlier studies (Baum, & 
Goldner, 1995; Fahy, & Eisler, 1993; Fichter et al., 1994; Kaltiala-Heino et 
al., 2003). However, the definition of impulsivity is not clear-cut and simple. 
Fisher, Smith and Anderson (2003) suggest that impulsivity consists of two dif-
ferent aspects, lack of planning and urgency (the tendency to act rashly when 
experiencing negative affect), and that it is urgency, which is linked to bulimic 
behavior. Others have pointed at the distinction between internally and exter-
nally directed impulsive behavior, and suggest that general psychopathology is 
related to internally directed impulsivity (e.g. self-harm), while bulimic pathol-
ogy is more specifically associated to externally directed impulsivity (e.g. theft) 
(Peñas-Lledó, Vaz, Ramos, & Waller, 2002). Future research in this area would 
preferably be done using the Adult Self-Report (ASR), the upward extension 
of the YSR, which would permit comparisons of results found using the YSR. 
Unfortunately, neither the ASR nor its forerunner the Young Adult Self-Report 
(YASR) were available in Swedish when this study began. Today the ASR is 
translated into Swedish (Hägglöf, 2004). 

Nevertheless, the similarity found in study II among adolescents with bulimic 
symptoms, should be taken into consideration when discussing current diag-
nostic criteria, which base a large part of the diagnosis on weight, which is not 
a completely satisfactory criterion. It could point to the fact that the present di-
agnostic criteria in DSM-IV are not the most relevant. Our study indicates that 
adolescent patients with AN-b/p are more similar to patients with BN than to 
restricting AN patients. Perhaps a more relevant distinction would be between 
purging and non-purging behavior. The relatively high crossover between di-
agnoses makes the question of classification even more problematic. Herzog 
and co-workers (1999) prospectively followed treatment seeking women for 
7.5 years and found 16 % of patients diagnosed with AN-r to develop BN, 
and 7 % of patients with BN to develop AN. Also, 14 % of the women with 
AN-r had histories of prior BN, and 18 % of the women diagnosed with BN at 
intake had histories of AN episodes. It would be valuable to study how many 
ED patients that never exhibit any binging/purging behavior. It is possible that 
there is a special personality that ”succeeds” in being a restricting AN patient, 
who probably has a very high impulse control. The diagnostic categories of 
DSM-IV do not take into account that eating disorders vary in severity during 
the illness and maybe should be seen as a phase rather than a temporally stable 
disorder (Hertzog, & Delinsky, 2002). In this context, a follow-up on study II 
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would gain important data on how many of the patients with AN-r vs. AN-
b/p develop BN over time. For this kind of research, multi-center studies are 
required to attain large enough samples allowing the separation between AN-r 
and AN-b/p. Also important in the perspective of diagnosis and classification, 
is the highly understudied group of EDNOS patients. It is a very heterogene-
ous category, grouping together everything that is not AN or BN. This cat-
egory is also important because of the fact that it is thought to be three to four 
times as common as AN and BN (Engström, 2002). 

Another interesting result is the number of individuals scoring in the clinical 
range on the YSR (study II) vs. the SCL-90 (study III). In the adolescent study 
about 40 % of both BN and AN-b/p scored over the clinical cut-off (using the 
YSR), whereas 20 % of AN-r and EDNOS patients did the same. In the young 
adult study 60 % of BN and EDNOS patients scored in the clinical range 
(using the SCL-90), compared to 46 % of AN patients.1 In addition 60 % of 
the women from the general population with current eating problems scored 
in the clinical range. Twice as many young adults patients with AN-r scored in 
the clinical range compared to adolescent AN-r patients. One possible explana-
tion to this finding could be that young adult women diagnosed with AN are 
much worse off than adolescent girls with AN due to longer duration of illness. 
Also of course, these individuals can have been worse off from the beginning, 
which is why they are still ill in young adulthood. More patients with BN 
and EDNOS also scored in the clinical range in study III compared to study 
II. However, one should bear in mind that two different measures were used. 
Considering the above-mentioned, a follow-up of the samples in study II into 
young adulthood would generate important knowledge in this area. 

An important finding in this thesis is that young women with self-reported 
eating problems have emotional and behavioral problems as severe as have pa-
tients with ED, and that their problems are stable over time. However, there 
is one important distinction to keep in mind when interpreting the results 
concerning ED patients and women with self-reported eating problems, and 
that is to distinguish between clinical versus subclinical problems on the one 

1 In the study on adolescents (study II), the EDNOS group mostly consisted of girls 
not fulfilling all criteria for AN, whereas in the study on young adults (study III), it 
mostly contained women not fulfilling the criteria for BN. The reason for the divergent 
distribution o symptom “types” in the EDNOS groups is that BN generally tend to 
have a later onset than AN.
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hand, and ED patients versus individuals with eating disorders on the other. If 
we view women with self-reported eating problems as having subclinical eat-
ing problems, then the interpretation would be that women with subclinical 
ED have as much problems as have ED patients (who by definition are clinical 
because of their diagnosis). This would be in line with the continuity perspec-
tive on ED. If we on the other hand think of women with self-reported eating 
problems as persons who would fulfill the criteria for an ED diagnosis if they 
had sought help, then a plausible interpretation would be that these individu-
als have as much problems as have ED patients, which is to say that general 
psychopathology is not what distinguishes patients from non-patients. It seems 
plausible to assume that the group of women with self-reported eating prob-
lems in our study contains both individuals with subclinical eating problems 
and individuals who fulfill the criteria for an ED diagnosis. To find out, one 
would need to validate the self-report questions with a clinical interview, e.g. 
the RAB-R.

Regardless of interpretation, the big task/assignment will be to get in contact 
with those girls and young women at an early stage and be able to offer them 
appropriate interventions. In support for this statement are both the possibil-
ity of milder dietary behavior to escalate into more severe problems (Patton, 
Selzer, Coffey, Carlin, & Wolfe, 1999) and the more favorable prognosis for 
adolescents compared to adults (Fisher, 2003), and the advantage following 
from early interventions. Support for the latter was found by Muratori and 
collegues (2004) reporting that individuals seeking treatment within a year 
from problem onset, scored significantly lower on the YSR scales internalizing, 
externalizing, total problems, anxious/depressed, thought problems, and ag-
gressive behavior compared to individuals with more than one year of prob-
lems prior to admission. A forthcoming task will be to investigate the validity 
of the self-report questions about starvation and binge-eating that were used on 
controls in study III and study IV. If answers to these questions are validated 
against for example the Rating of Anorexia and Bulimia interview – revised 
version (RAB-R) (Nevonen, Broberg, Clinton, & Norring, 2003), these sim-
ple and straightforward questions could be useful and effective in screening 
for eating problems in school health services, occupational health service, and 
in public health care. Also, both because of the seriousness of eating disorders 
and the relatively high frequency of affected individuals (even though most of 
them do not seek treatment), prevention work must be given higher priority. 
Society today makes women insecure and self-dissatisfied by setting standards 
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more or less impossible to achieve. Both protective factors and risk factors ex-
ist on various levels; individual, relational (family, peers), and societal, which 
imply that preventions should be implemented on all levels. Besides the need 
of both primary and secondary prevention, the results from study III and study 
IV also call for studies on treatment-seeking behavior among individuals with 
distorted eating behavior. Following the theoretical framework on develop-
mental pathways and developmental psychology (Cicchetti, & Cohen, 1995), 
Hofstra, Van der Ende and Verhulst (2002), used the YSR and YASR for meas-
uring psychopathological pathways from adolescence into young adulthood. 
The authors found support for the view that the more persistent a deviant 
pathway is followed, the more difficult it is to return to a normal developmen-
tal course. They concluded that a constantly high level of psychopathology 
from adolescence into young adulthood will have negative consequences on 
many areas of functioning. They also found that individuals with high levels of 
psychopathology at adolescence but whose problems decreased by adulthood, 
were as healthy as individuals who never reported any severe psychopathology. 
Those findings clearly show the importance of early interventions.

Except from putting attention to the bad psychological status among women 
with problematic eating, this thesis also shows promising results concerning 
the effectiveness of treatment for individuals who search help in special ED 
units. The treatment studied in study IV is the ordinary treatment offered at 
this unit, and not a treatment used/tested just for the sake of research. The 
treatment focuses both on symptoms and interpersonal problems and appears 
to have a good effect on both areas of functioning. From this perspective an 
important question is what motivates or makes a person to seek, or not to seek, 
professional help. One possibility is that a high level of concurrent psychopa-
thology differentiates those who seek help from those who do not, and patients 
from non-patients. However, this thesis contradicts that thought, since it shows 
that women with eating problems from the general population (of which most 
of them had never sought professional help) had as much problems as clinical 
ED patients had. If additional psychological distress is not the main reason, 
what is? Perhaps a well functioning social network can act as a substitute for 
treatment, or maybe it is the opposite, that a supportive social network can 
encourage and motivate a person to seek help. This will be an important future 
question to research. 

Another common feature of persons with eating disorders seems to be a lack of 
self-competence. Like many other constructs, competence is not easily defined 
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and there are several aspects included within it, which can be relevant to eating 
psychopathology. In Study II it was found that girls with ED reported lower 
competence than controls. Research on resilience (the ability to cope with, or 
recover from, disadvantageous or stressful situations) has pointed out factors 
such as academic competence, social skills, and peer friendship networks to be 
important protective factors for general emotional and behavioral problems. In 
addition, regular sport participation has been found to have a protective func-
tion in relation to eating disorders (Fulkerson, Keel, Leon, & Dorr, 1999). Elite 
sport participation and sports stressing thinness (long distance runners, ballet 
dancers) have however been linked to increased risk for eating disturbances 
(Smolak, Murnen, & Ruble, 2000). All the abovementioned protective factors 
and risk factors are covered in the competence scales of the YSR, which under-
lines its relevance in research on psychopathology and eating disturbances. In 
general, competence seems to be an area of research that has been more or less 
forgotten in relation to eating disorders. The upward extension of the YSR, the 
Adult Self-Report, could be a valuable instrument covering both competence 
and problems in young adults. A Swedish standardization of the instrument 
would be highly valuable, since that would permit a longitudinal investigation 
from adolescence into adulthood, using the “same” instrument. Competence is 
an area that should be more deeply studied, not only in its own right but also 
regarding its relation to and interaction with psychopathology.

This thesis was based on self-report questionnaires only. Even though it is rea-
sonable to believe that the individual knows himself/herself best, several factors 
influence the reliability of self-ratings, for example the willingness to report 
about problems, social desirability, and the level of awareness of problem be-
havior. Consequently, even if it’s an important perspective, it is not the only 
perspective to consider. Parents, teachers, partners, peers, and treatment per-
sonnel, can also add valuable information. 
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Conclusions
• The YSR seems to be a fruitful instrument of studying important aspects of 

psychological problems in adolescents. Neither diagnostic categories, nor 
empirically derived syndromes and dimensions are completely satisfactory 
in their own right, but both can be needed depending on the situation and 
purpose. The YSR can be seen as a complement to DSM-diagnoses giving 
important information about psychological adjustment and functioning. 

• Current distinction between AN and BN should be questioned. Perhaps a 
more relevant criterion has to do with the presence or absence of binging/
purging behavior. More studies separating AN-r and An-b/p are needed.

• Adolescent girls and young women with eating disturbances have more 
emotional and behavioral problems than individuals without such prob-
lems. This was true both for ED patients and controls from the general 
population with self-reported eating problems. 

• Treatment based on CBT and IPT, carried out in a specialist unit, is ef-
fective. At three-year follow-up, patients did not differ significantly from 
normal controls on eating related problems and general psychopathology.

• Disturbed eating behavior is common among adolescent girls and young 
women and many of them do not show up at treatment facilities. This 
group of girls/young women shows psychopathology comparable to pa-
tients with ED and their problems persist if untreated. Both primary and 
secondary preventions are essential.

• More severe general psychopathology does not seem to be what differenti-
ates individuals who seek treatment from those who do not. Factors influ-
encing treatment-seeking behavior should be more deeply investigated.
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