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Social Profiles, Diet, and Prediction of Eating Disorders
in Urban Andalusian Adolescents

Eugenia Gil Garcia,? Teresa Ortiz G émez,” and Maria Luisa Fernandez Soto®

Objective. To know the social profile of
Andalusian urban adolescents and analyse the
similarities and differences they have with
those at risk of presenting with eating
disorders.

Design. Cross-sectional community study.
Stratified cluster sampling.

Setting. Public and private education
institutions in Andalusian cities with more
than 100 000 inhabitants (Sevilla, M alaga,
Granada, Cordoba, Cadiz, Huelva, Almeria,
Jaen, Algeciras, and Jerez).

Participants. Pupils from 12 to 16 years,
attending an academic course in the year
2002-2003 (N=1667).

Main measurements. To compare the results of
the sample with adolescents who are at risk of
presenting with eating disorders (those who
scored more than 20 in the 26-item Eating
Attitudes Test [EAT-26]) we used the 2 test
for the nominal variables and the Spearman
rho for the interval variables, with a
significance level of P=.05.

Results. There were no differences between
either group as regards family structure, friend
relationships, academic performance, and
sporting activities. The differences centred on
disciplinary practices, the number of friends
diagnosed with an eating behavioural disorder,
the objectives for practicing sports, and the
type of diet that they followed. The subjects
who scored highest on the EAT-26 were
those who had a higher body mass index and
a lower social status.

Conclusions. It appears that diet changes are a
response to certain social conditions. It would
be speculative to include subjects who obtain
high EAT-26 scores in the population at risk
of anorexia.
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PERFILES SOCIALES,
ALIMENTACION Y PREDICCION DE
TRASTORNOS DE LA
ALIMENTACION EN ADOLESCENTES
URBANOS ANDALUCES

Objetivo. Conocer el perfil social de los
adolescentes urbanos andaluces y analizar
las similitudes y diferencias que muestran
con los que estdn en riesgo de presentar
trastornos alimentarios.

Disefio. Estudio transversal, comunitario.
Muestra estratificada por conglomerados.
Emplazamiento. Centros educativos publicos
y privados de ciudades andaluzas de mds de
100.000 habitantes (Sevilla, M dlaga,
Granada, Cordoba, Cadiz, Huelva, Almeria,
Jaén, Algeciras y Jerez).

Participantes. Alumnado de 12 a 16 afios,
escolarizado en el curso académico 2002-
2003 (n = 1.667).

Mediciones principales. Para comparar los
resultados de la muestra con los
adolescentes que estdn en riesgo de
presentar trastornos alimentarios (los que
puntdan mas de 20 en la Escala de Actitud
Alimentaria 26 [EAT-26]) utilizamos el test
de la 2 para las variables nominales y la
correlaciéon de rho de Spearman para las
variables de intervalo, con un nivel de
significacién de p < 0,05.

Resultados. No hay diferencias significativas
entre ambos grupos con respecto a la
estructura familiar, la relacion de amistad,
el rendimiento académico y las practicas
deportivas. Las diferencias se centran en las
précticas disciplinarias, el nimero de amigos
y amigas diagnosticados de trastorno de la
conducta alimentaria, los objetivos para
practicar deporte y el tipo de dieta que
realizan. Las personas que puntian mds alto
en el EAT-26 son las que tienen mayor
indice de masa corporal y menor posicién
social.

Conclusiones. Es conveniente contemplar las
alteraciones alimentarias como una
respuesta a determinadas condiciones
sociales. Resulta aventurado considerar
como incluidas en poblacién de riesgo de
anorexia a las personas que obtienen altas
puntuaciones de la EAT-26.

Palabras clave: Anorexia. Bulimia. Perfil
social.
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ating behavioural disorders (EBD) are categorised

within the group of behavioural disturbances,
which vary as regards their expression, severity and
symptomatology. Socio-cultural factors have been
shown to be fundamental aetiopathogenic factors in
the origin of EBD and in the development of
associated psychiatric illnesses.! Among those factors
are mentioned; age,? body image,’ gender,* family
socioeconomic level,® diet habits and sports,6 and the
relationships and dynamics between family groups or
equals.” Recent epidemiological studies in Spain
estimate a high prevalence of EBD among women.
The tool used to measure this is the Eating Attitudes
Test (EAT) designed by Garner and Garfinkel in
1979, and validated in Spain by Castro et al in 1991.8
Although the original version of EAT contained 40
items, there is a shortened version, EAT-26, designed
by Garner et al® in 1982, whose authors maintain that
the reduction in items ‘“does not affect its validity as a
predictive element, since its robustness is maintained in
the correlation between EAT-40 and EAT-26 with
r=0.98."
The prevalence of anorexia nervosa in Spain is between
0.1% and 1.5%, and that of bulimia nervosa is between
0.5% and 1.5%?; the non-specific EBD are more
common, with an estimated prevalence of 1.7%-3.8%.'°
These figures have led to discussions on whether there is
an epidemic of EBD and the need to face up to the
challenge of prevention of the disease and plan health
resources. !
To design prevention and health promotion campaigns
and to plan care, the risk group and its social
characteristics have to be recognised, and the need to
establish to what extent it is similar or different from the
population. To contribute to this, our objective has been
to find out the social and cultural profile of Andalusian
urban adolescents, to detect the similarities and/or
differences they have compared to the population who
obtain high scores in the EAT-26 and to analyse the
EAT-26 as a predictive element of EBD.

Cross-sectional community study of a representative sample of
the population.

The study population was made up of adolescent schoolchildren
between 12 and 16 years old from the first to fourth year of
Obligatory Secondary Education (ESO) during the 2002-2003
academic year, residents of Andalusian cities of more than
100 000 inhabitants (Sevilla, Malaga, Granada, Cordoba, Cadiz,
Huelva, Almeria, Jaen, Algeciras, and Jerez). The size of the po-
pulation is 137 914 pupils of both sexes (list provided by the
Education Department of the Andalusian Autonomous Govern-
ment).
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Andalusian Urban Adolescent
Population: 137 914 ESO
Pupils From 10 Andalusian

Cities of More Than

100 000 Inhabitants
According to Centre Type
(Public, Private, and State

¢ Assisted) and City
2. Selection of the Same

Theoretical Sample: 1519 Pupils Number of Classes in Each
Margin of Error: +2.5% Year and the Questionnaire
Confidence Level: 95% Being Applied in Classes
That Taught Major

¢ Subjects
65 Group

39 Teaching Centres

10 Andalusian Cities

1667 ESO Pupils Interviewed
836 Females

805 Males

Stratification in Two Stages:

1. Proportional Allocation

Cross-sectional community study. Random sample
stratified by clusters.

A sample of 1667 pupils was selected, 836 females and 805
males, with an error margin of +2.5% and a 95% confidence le-
vel; there was no response in 26 cases.

Stratification by clusters was carried out in 2 phases:

— Phase 1: proportional random sample from the list of educa-
tion centres. They were arranged by city and type of centre (pri-
vate state assisted, private, and public).

- Phase 2: stratification by courses, ensuring the same number of
classes in each of the courses. The classes were selected at ran-
dom taking into account that they taught the major subjects. The
questionnaires were given out and self-administered during class
hours by all the pupils present in the class.

Tool

A questionnaire designed by the research team'“ was used,
which consisted of: a) demographic variables; b) clinical
variables (diagnoses of anorexia and/or bulimia mentioned
by the person interviewed); and ¢) social variables: family
structure, social status,!3 friend relationships, friends with a
diagnosis of anorexia and/or bulimia, academic perfor-
mance, and sports activity. To find out about the diet, we
constructed the “diet” interval variable from the frequency
of the consumption of 23 normal food products and
grouped them, taking into account the calorific value and
the frequency of weekly consumption. Eating attitudes were
analysed using the EAT-26, a scale validated in Spain.® The
authors proposed a score of 220 to describe a population at
risk of presenting with EBD.

We established 2 study groups: sample and group 20.

The sample group was the study population group, and the group
20 was the group of adolescents who scored 220 in the EAT-26.
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TABLE Family Structure

and Relationships

TABLE Distribution of Demographic
1 Variables in Percentiles*
Group 20 Sample Group
N=194 N=1667
Male Female Male Female
65(33%) 124 (64%) 805 (49.1%) 836 (50.9%)
Age percentiles, years
25 13 13 13 13
50 14 14 14 14
75 15 15 15 15
Weight percentiles
25 48 50 50 47
50 63 55 58 52
75 71.5 60 66 58
Height percentiles
25 1.56 1.59 1.63 1.59
50 1.68 1.63 1.70 1.63
75 1.78 1.67 1.77 1.67
BMI percentiles
25 19.2 18.8 18 17.9
50 22.0 20.6 20 19.5
75 24 22.6 22.2 21.7

“BMI indicates body mass index.

Statistical Analysis

The SPSS (version 10.0) statistics program was used. The statis-
tics tests used to compare the groups were the y?2 test for the
nominal variables and the Spearman rho rank order correlation
to find the relationship between the interval variables. Values of
P=.05 were considered significant.

D escriptive Analysis of the Groups

The sample was made up of 1667 adolescents, 836 females
(50.9%) and 805 males (49.1%). Group 20 was composed
of 124 females (64%) and 65 males (33%) (Table 1). Of
the sample group, 28 adolescents mentioned being diag-
nosed with anorexia and/or bulimia, 14 said with anorexia,
8 with bulimia, and 6 a joint diagnosis of anorexia and bu-
limia. In the group 20, the number of diagnosed subjects
was 14, of which 5 were anorexia, 4 bulimia, and 5 a joint
diagnosis of anorexia and bulimia.

Family Structure

The family structures were very similar between both
groups.

74.8% of the sample and 72.6% of the group 20 lived in
families with more than one child and 10.4% of the
sample and 12.8% of the group 20 were only children.
The relationships with parents were good or very good,
and in both groups better with the mother. On compar-
ing the results with the sample, we obtained significant
statistical differences in the relationships with the father
in the group 20 and in disciplinary practices. There were

Group 20 Sample Group
N=194 N=1667

Composition of the family
Only child 25 (12.8) 173 (10.4)
Nuclear family 121 (72.7) 1246 (74.8)
Extended family 8 (4.1) 176 (10.5)
Recombined families 8 (4.1) 65 (3.9)
Collective housing 2 (1.0 4(0.2)
Relationship with the mother
Very good or good 177 (91.2) 1532 (92.5)
Mixed 12 (6.2) 98 (5.9)
Poor or very poor 3(1.5) 17 (1.0)
No relationship 1(0.5) 8 (0.5)
Relationship with the father*
Very good or good 144 (75.8) 1358 (83.7)
Mixed 27 (14.2) 182 (11.2)
Poor or very poor 9 (4.7) 35 (2.1)
No relationship 10 (5.2) 48 (3.0)
Control the family exercises over different areast
Control in studies 4.1+0.9 4.0+0.9
Control in diet 4.1+0.9 4.1+0.9
Control in hours 3.7+0.3 3.6+1.0
Punishment 4.5+1.8 4117

Range of values 0 to 10

*The relationship is significant, P=.002, on comparing both groups.
TThese values are expressed as the mean + standard deviation.
The results are expressed in absolute values with the percentages in brackets.

no significant differences in the control the family exer-
cised on the diet, but we observed differences as regards
the disciplinary measures index. The group 20 lived in
families where stricter disciplinary practices were ob-
served (Table 2).

Social Status

We observed that the mothers occupied a status somewhat
inferior to the fathers and no significant differences were
seen between the 2 groups (Table 3).

Friendships

The friendships with people of the same sex as well as of
different sex were very fluid in both groups. The percent-
age with more than 7 friends was 84.7% in the group 20
and 82.7% in the sample. As regards the number of friends
of different sex, the percentages decrease, but without
reaching statistical significance. We found statistically sig-
nificant differences in the group 20 compared to the sam-
ple in greater contact with people diagnosed with eating
disorders. Of the group 20, 29% have or had friends with
anorexia as against 18% of the sample group (P=.000). Of
the group 20, 18.7% of have or had contact with someone
who had bulimia compared to 11.7% of the sample group
(P=.007).
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TABLE Social Position of the
3 Mother and the Father*
Group 20 Simple Group
N=194 N=1667

Mother Father Mother Father
Class 1 3(0.2) 8 (0.5)
Class 2 12 (6.2) 7 (3.6) 145 (8.7) 47 (2.8)
Class 3 20 (10.3) 8 (4.1) 141 (8.5) 57 (3.4)
Class 4 59 (30.4) 21 (10.8) 520 (31.2) 152 (9.1)
Class 5 37 (19.1) 48 (24.7) 254 (15.2) 444 (26.6)
Class 6 20 (10.3) 32 (16.5) 157 (9.4) 226 (13.6)
Class 7 9 (4.6) 17 (8.8) 160 (9.6) 193 (11.6)
Class 8 15 (7.7) 12 (6.2) 121 (7.3) 110 (6.6)
Class 9 5 (2.6) 8 (4.1) 35 (2.1) 87 (5.2)
Class 10 7 (3.6) 13 (6.7) 61 (3.7) 171 (10.3)

*Class 1 is the lowest and 10, the highest.
The results are expressed in absolute values with the percentages in brackets.

TABLE

Correlacion
entre variables
Prestigio ocupacion Dieta IMC EAT-26
padre

Mother job prestige 0.499f -0.138% -0.031 -0.040
Father job prestige -0.131% -0.072t  -0.083t
Diet -0.2461 -0.212%
BMI 0.111%
EAT-26 scale

*IMC indicates body mass index; EAT, Eating Attitudes Scale.

tThe correlation is significant with a two-tailed value of P=.05.
tThe correlation is significant with a two-tailed value of P=.01.

Academic Performance

There were no significant differences between the group
20 and the sample in the number of hours dedicated to
their studies or in academic performance evaluated using
the average marks from the previous year.

Sports

The 4 most practiced sports in both groups were gym-
nastics (19.4% in the sample compared to 29.9% in the
group 20), football (20.7% compared to 10.3%), running
(8.2% compared to 6.2%), and cycling (5.2% compared to
5.7%).

The objectives for carrying out the sport differed signifi-
cantly between the 2 groups (P=.000). The main reason for
practising sport in the sample and the group 20 was for
pleasure (56.4% compared to 28.9%), but in the group 20
the objective of losing weight (26.6% compared to 9.5%)
and to improve certain parts of the body, higher percent-
ages were obtained than in the sample (28.9% compared
to 17.6%).
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Eating Attitudes
The sample obtained a mean score of 9.04 with a standard
deviation (SD) of 8.6 and the group 20, mean 27.5+7.5.

Relationship Between Variables

There is a negative relationship between the diet the pupil
follows and the self-perceived body mass index (BMI)
(=0.246) and the score obtained in the EAT-26 (-0.212).
The EAT scores were positively associated with the BMI
(0.111) and negatively with social status of the father
(=0.083). This means that more low calorie diets are fol-
lowed in family structures with a higher social status.

On repeating the calculations of the bivariate correlation
coefficients with the group 20, no correlations were seen
between the diet, the self-perceived BMI, and the EAT-26
(Table 4).

In Andalusia, 11% of the urban adolescent population
scored more than 20 in the EAT-26, which is similar to
that obtained in other studies.!#-17

The social status of the father and/or the mother and
academic performance are no different from that of the
total population, data that questions the association be-
tween risk of EBD and social class.'® We have found
some distinguishing characteristics between the 2 study
groups, in that the group 20 were more dissatisfied with
their bodies, practised sport with the objective of im-
proving certain parts of the body and more often fol-
lowed a low calorie diet. These findings are in agreement
with other authors, who associated body dissatisfaction
with problematic behaviour and attitudes towards
food.!® Likewise, we observed that the group 20 live in
families with a stricter discipline, had more difficult re-
lationships with the father and established relationships
with people diagnosed with anorexia and/or bulimia
more often. These results appear to show anorexia and
bulimia as illnesses triggered by circumstances.?’ In our
opinion, people who score high on the scale, within their
system of social relationships, and consider diet changes,
should be considered as a response to certain social con-
ditions, as demonstrated by some feminist investiga-
tors.?!122

On looking at the scores obtained in the EAT-26 scale, of
the people who said they were diagnosed with anorexia
and/or bulimia, we observed that only one third of them
exceeded the cut off point. As regards the relationships be-
tween the EAT-26, BMI and diet, the results showed that,
as the scale scores increased, the BMI and the possibility
of following a low calorie diet increased. These findings
question the predictive value of the scale?® and indicates
the need to look in detail at the relationship of high EAT
scores with anorexia and bulimia.?* They demonstrate the
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