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ABSTRACT 

Objective:  We examined the prevalence, correlates, persistence, and treatment-seeking related 

to symptoms of eating disorders (EDs) in a random sample of college students. 

Participants:  We recruited a random sample of students at a large university for an Internet 10 

survey in fall 2005 and a follow-up survey in fall 2007.   

Methods: We measured ED symptoms using the SCOFF screen and adjusted for non-response 

using administrative data and a non-response survey.   

Results:  2,822 (56%) students completed the baseline survey.  Among undergraduates the 

prevalence of positive screens was 13.5% for females and 3.6% for males.  Among students with 15 

positive screens, 20% had received past-year mental health treatment.  In the follow-up sample 

(N=753), ED symptoms at baseline significantly predicted symptoms two years later. 

Conclusions:  Symptoms of EDs were prevalent and persistent among college students in this 

study.  These findings suggest that brief screens may identify a large number of students with 

untreated EDs. 20 

 

Key words: eating disorders, prevalence, correlates, survey 



 2

 
 Acknowledgements 

We are grateful for funding from the Blue Cross Blue Shield Foundation of Michigan and the 

following sponsors at the University of Michigan: the Comprehensive Depression Center 

(Innovation Fund), McNerney Award, School of Public Health, the Office of the Vice President 5 

for Research, and Rackham Graduate School. We thank Scott Crawford and the Survey Sciences 

Group for fielding and coordinating the survey. We thank Ezra Golberstein, Sarah Gollust, and 

Jennifer Hefner for helping to develop the Healthy Minds Study. We thank Jennifer Browne for 

helpful comments on our analysis.  Finally, we thank the many students, administrators, and 

researchers who provided feedback on the study, and we thank the students who participated in 10 

the survey. 

 



 3

Evidence from a variety of sources indicates that symptoms of eating disorders (EDs) are 

pervasive in college populations.  Prevalence estimates of current EDs among college students 

range from 8 to 17 percent.1-4  In a recent national survey of college students, 20% of 

respondents said they suspected that they had suffered from an ED at some point in their lives.5  

In the American College Health Association’s National College Health Assessment (ACHA-5 

NCHA), 3% of females and 0.4% of males reported ever receiving a diagnosis of anorexia, 2% 

of females and 0.2% of males reported a previous diagnosis of bulimia, and 4% of females and 

1% of males reported vomiting or taking laxatives to lose weight in the previous 30 days.6 

These studies highlight the significance of addressing eating pathology in college 

populations, particularly considering the many channels—residential life, academics, 10 

extracurricular activities, social networks, and health services—by which students can be 

reached. With the exception of a small number of studies such as the ACHA-NCHA, however, 

most studies with information related to EDs among college students have examined 

convenience samples (e.g., from psychology classes or certain residence halls) or specific groups 

(e.g. athletes).1, 2, 4  To complement these studies, it is also important to examine the distribution 15 

and characteristics of eating pathology throughout entire student populations.  This information 

can assist the development and implementation of effective campus-level prevention, detection, 

and intervention strategies.  Understanding populations who are not receiving clinical care is 

particularly important, as early detection and treatment of EDs greatly increases the chances of 

full recovery.7, 8  Additionally, longitudinal data are needed in order to understand the persistence 20 

and predictors of EDs, which can aid in identification and prevention efforts.   

 In this study, we investigated symptoms of EDs among college students using a randomly 

selected sample of students at a large, public university in the Midwestern United States.  
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Specifically we addressed four issues: 1) we estimated the prevalence of ED symptoms using a 

standardized instrument (the SCOFF) (see Methods section for explanation of acronym); 2) we 

estimated the extent to which these symptoms were associated with depressive and anxiety 

symptoms, sociodemographic characteristics, and health-related behaviors; 3)  we estimated the 

proportions of students with ED symptoms who received various forms of mental health 5 

treatment; 4) we used a two-year follow-up survey to examine the persistence and predictors of 

symptoms, as well as the persistence of apparent unmet need for services.  In sum, we aimed to 

improve understanding of the extent of ED symptoms among college students, which types of 

students are at higher risk, and the extent to which they are being treated, using a random, non-

clinical sample with measurements at two time points.  10 

 
METHODS 

 
Sample 

 15 
 Our sample was selected randomly from the population of students enrolled at a large, 

Midwestern, public university during the fall 2005 semester.  In terms of race, ethnicity, and sex, 

this student population approximates the demographic characteristics of the national population 

of college students,9.  On the other hand, students at this relatively competitive university are 

above average on academic measures such as admission test scores.   20 

Our sampling design for the initial survey was to select randomly 5,021 students (2,495 

undergraduates and 2,526 graduate students) who were at least 18 years old from the university’s 

full database of currently enrolled students.  These students were sent emails inviting them to 

complete the survey on a secure web site.  After reading an online consent form, participants 

could indicate consent by clicking to begin the survey.  The respondents to this survey 25 

constituted our fall 2005 baseline sample.  Two years later, in fall 2007, we recruited for a 
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follow-up survey the baseline respondents who were still enrolled at the university.  The study 

was approved by the university's Institutional Review Board. 

Measures 

 We collected information about a variety of potential correlates of eating disorders: 

sociodemographic characteristics including race/ethnicity, age, and academic level; health 5 

behaviors (self-injury, substance use, and exercise, as shown in Table 2); and several measures 

of mental health.  Specifically, symptoms of depression in the past two weeks were measured 

using the Patient Health Questionnaire-9 (PHQ-9), a screening instrument based on the nine 

Diagnostic and Statistical Manual (DSM)-IV criteria for a major depressive episode.10  We used 

the PHQ-9's standard algorithm to categorize people as screening positive for major depression, 10 

“other” depression (which includes dysthymia or depression not otherwise specified), any 

depression (either major or “other”), or neither.  The PHQ-9 has been validated as internally 

consistent and highly correlated with diagnoses by clinicians in a wide variety of age groups and 

racial/ethnic groups.11  In our sample the internal consistency was also high (Cronbach’s alpha 

equal to 0.84).  Symptoms of panic disorder and generalized anxiety disorder over the past four 15 

weeks were measured using screens from the PHQ anxiety module, which has also been 

validated in diverse populations.10  Suicidal ideation was measured using one item asking 

whether the participant had seriously thought about committing suicide during the past four 

weeks.  Participants were also shown a list of the most common types of mental health 

conditions (including EDs) and asked to note any of them for which they had ever been 20 

diagnosed by a health professional. 

We measured symptoms of EDs using the written U.S. version of the SCOFF screening 

instrument, a 5-item questionnaire designed to identify subjects likely to have an ED.12  The 
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wording of the items is shown in Table 1 (note that the acronym for this scale comes from words 

in the British version, which refers to “one Stone” rather than “14 lbs”: “Sick,” “Control,” “One 

Stone,” “Fat”, and “Food”).  A previous study of university students used 2 or more symptoms as 

the threshold for a positive SCOFF screen and found a sensitivity of 53%, specificity of 93%, 

positive predictive value of 67%, and negative predictive value of 89%.13  Another study with a 5 

university student population found a positive likelihood ratio of 11, when using three symptoms 

as the threshold for a positive SCOFF screen, as compared to a positive likelihood ratio of 6 

when using two symptoms at the threshold.14  Both of these studies validated the instrument 

using samples including both females and males.  In this study we adopted the more conservative 

threshold (which yields fewer false positives) of three or more symptoms.  Using this threshold, 10 

we would expect a higher positive predictive value (but lower negative predictive value), as 

compared to the study by Parker and colleagues (2005).13 

 Regarding help-seeking, we asked all participants about their perceived need for and 

utilization of mental health services, using items that were developed and validated in the 

national Healthcare for Communities study.15  In previous work using the baseline sample in the 15 

present study, we found strong associations between these measures of perceived need and 

service utilization, as well as mental health status.16  In the baseline survey we asked about help-

seeking in the previous year, whereas in the follow-up survey we asked about the time period 

since baseline (the previous two years). Perceived need for help was ascertained by the question, 

“In the past 12 months, did you think you needed help for emotional or mental health problems 20 

such as feeling sad, blue, anxious or nervous?”  Service utilization was indicated if participants 

reported receiving counseling or therapy for their mental or emotional health from a health 

professional (psychiatrist, psychologist, social worker, or physician), or if they had taken any 
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psychotropic medications, in the past year.  Finally, participants were asked if they had visited 

any health provider for any reason in the past year. 

Statistical analysis 

Because EDs are known to vary significantly by sex, we conducted all analyses 

separately by sex as well as combined.  We estimated the proportion of positive screens by sub-5 

groups defined by sex and academic level (undergraduate or graduate student), and also by sex 

and race/ethnicity for the three groups with sufficient sample sizes: white, non-Hispanic; black, 

non-Hispanic; and Asian/Asian-American.  We evaluated the significance of differences in 

measures across sub-groups using chi-square tests.  To investigate the co-occurrence of ED 

symptoms and other health measures, we estimated means of mental health indicators by whether 10 

individuals had positive or negative SCOFF screens.  Similarly, we investigated associations 

between ED symptoms and mental health care utilization. To assess independent associations 

between ED symptoms and potential correlates, we estimated multivariable logistic regression 

models and evaluated the significance of coefficients using two-tailed t-tests.   

All analyses were performed using Stata 9.2 and incorporated sample probability weights 15 

to adjust for survey non-response.  For the baseline sample we constructed these weights using 

methods analogous to those used by Kessler and colleagues (2004).17  To do this we used 

administrative data obtained from the university on several characteristics of all students 

randomly selected for the study (sex, race/ethnicity, year in school, nationality (U.S. or 

international), and grade point average) and data on depressive symptoms and mental health care 20 

utilization from an abbreviated follow-up survey of non-respondents to the main survey. A post-

stratification weight was also used to reflect the mix of undergraduates and graduate students 

(approximately 2:1) of the student population. More details on the weighting are available in the 
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appendix to Eisenberg et al (2007).16  For the follow-up sample (students who responded both at 

baseline and at follow-up), we constructed response propensity weights using mental health and 

other variables collected at baseline. 

 
RESULTS 5 

 
 The baseline survey was completed by 2,822 students, representing a 56.2% response 

rate.  Of these 2,822 students, 1,272 were still enrolled as of fall 2007 and were recruited for the 

follow-up survey.  Among these students, 753 completed the follow-up survey, representing a 

59% response rate.   10 

The baseline sample included 1,181 undergraduates and 1,662 graduate students, 

reflecting the higher response rate among the latter group (66%) as compared to the former 

(47%).  Among undergraduates, the demographic composition was the following: 50% female; 

68% white, 16% Asian or Pacific Islander, 7% black, 5% multiple categories, 3% Hispanic, and 

1% other categories; 94% ages 18-22, 4% ages 23-25, 1% ages 26-30, and 1% over 30.  Among 15 

graduate students, the demographic composition was the following: 44% female; 55% white, 

28% Asian or Pacific Islander, 6% black, 5% multiple categories, 4% Hispanic, and 2% other 

categories; 8% ages 18-22, 32% ages 23-25, 39% ages 26-30, and 21% over 30.   

Table 1 shows the estimated prevalence of ED symptoms at baseline, based on the 

SCOFF, by sex and academic level and by sex and race/ethnicity.  Using the threshold of 3+ 20 

symptoms on the SCOFF, we found positive screens for 13.5% of undergraduate females, 9.3% 

of graduate females, 3.6% of undergraduate males, and 3.1% of graduate males.  Comparing 

across race/ethnicity, the prevalence of positive screens was nearly identical for Asian and white, 

non-Hispanic students, and significantly lower for black students (p<0.01).   
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 Among the individual items on the SCOFF, by far the two most commonly endorsed 

were "Do you believe yourself to be fat when others say you are thin?" and "Do you worry you 

have lost control over how much you eat?"  The item least frequently endorsed was "Have you 

recently lost more than 14 pounds in a 3 month period?"  At least one item was endorsed by 

50.9% of undergraduate females, 21.8% of undergraduate males, 44.6% of graduate females, and 5 

24.6% of graduate males.  These female-male differences were significant at p<0.01.  The item 

that appears to be driving the higher prevalence of positive screens among undergraduate 

females, as compared to graduate females, is "Do you believe yourself to be fat when others say 

you are thin?" 

 About 4% of females and 0.2% of males reported having ever received an ED diagnosis 10 

(difference significant at p<0.01).  Despite the similar prevalence of current symptoms among 

Asian and white, non-Hispanic females, the latter group was over four times more likely to have 

a previous diagnosis (5.1% versus 1.2%, p<0.01).  Among students with positive SCOFF 

screens, previous diagnoses were reported by only 5.4% of undergraduate females, 0% of 

undergraduate males, 14% of graduate females, and 6.2% of graduate males.  These differences 15 

by sex were also significant at p<0.01. 

 The results shown in Table 2 indicate that a positive screen for an ED was significantly 

associated (at p<0.05) with several measures of mental health and health-related behaviors.  A 

positive ED screen was associated with a significantly higher likelihood of a positive screen for 

major depression (both sexes), other depression (both sexes), panic disorder (males only), 20 

generalized anxiety disorder (both sexes), and suicidal thoughts (both sexes).  By contrast, a 

positive ED screen was significantly associated with a lower likelihood of a positive screen for 

panic disorder for females.  Health-related behaviors positively and significantly (p<0.05) 
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associated with ED symptoms were self-injury (both sexes), binge drinking (females only), 

cigarette smoking (both sexes), and marijuana use (females only).  Frequent exercise was 

positively associated with ED symptoms (p<0.05) among females and negatively associated 

among males (p<0.05).  Gambling was negatively associated with ED symptoms for both sexes 

(p<0.05). 5 

 We next examined independent correlates of a positive ED screen, using multivariable 

logistic regressions.  Consistent with the bivariate associations already discussed, the positive 

and significant (at p<0.05) correlates included major depression among females (odds-

ratio=2.91; 95% CI: 1.67-5.06), panic disorder among males (OR=7.20; 95% CI: 1.36-38.3), and 

being female (OR=3.97; 95% CI: 2.67-5.90).  Current financial struggles were also positively 10 

associated with ED symptoms, although these results were not significant at p<0.05.  Among 

females, those living in university housing were significantly less likely to have a positive ED 

screen, as compared to those living off-campus (OR=0.53; 95% CI: 0.30-0.95). 

 Students with positive screens for EDs were more likely (p<0.01) than those with 

negative screens to have perceived a need for help with mental or emotional health and to have 15 

used services (psychotropic medication or counseling/therapy) in the previous year (Table 3).  

Still, only 48% of students with positive screens perceived a need for help, and only 15% had 

any counseling or therapy visits for their mental health.  The vast majority (83%) of those with 

positive screens had at least some contact with the health care system during the previous year, 

with one or more visits to any type of health professional. 20 

 Examining the follow-up sample, we found that a positive screen for EDs at baseline was 

modestly correlated with a positive screen two years later (correlation coefficient = 0.55 for 

females, 0.47 for males).  Figure 1 shows the proportion of students with positive screens at 
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follow-up, as a function of the number of SCOFF symptoms at baseline.  These results indicate 

that the risk of a positive screen at follow-up increases sharply with each additional symptom at 

baseline, for both males and females.  Multivariable regressions confirm this strong pattern of 

persistent ED symptoms; controlling for other covariates, relative to having zero SCOFF 

symptoms at baseline, having one symptom at baseline was associated with 3 times higher odds 5 

of having a positive ED screen two years later (p=0.05), having two symptoms was associated 

with 15 times higher odds (p<0.01), and having three or more symptoms was associated with 33 

times higher odds (p<0.01). Also, symptoms of depression and anxiety at baseline were positive 

predictors of ED symptoms two years later, although these odds-ratios were significant at p<0.05 

only for males. 10 

 We also used the follow-up sample to examine how ED symptoms at baseline predicted 

depression and anxiety at follow-up.  In multivariable regressions controlling for gender, age 

group, race/ethnicity, and mental health at baseline (depression and anxiety symptoms), we 

found that each additional SCOFF symptom at baseline predicted a 1.91 times higher odds of a 

positive screen for panic disorder at follow-up (significant at p<0.01).  ED symptoms at baseline 15 

were positive but not significant predictors of depression at follow-up.   

  Finally, we used the follow-up sample to examine variables related to help-seeking and 

service utilization, among students who had persistent symptoms of EDs (a positive SCOFF 

screen both at baseline and two years later).  In the follow-up survey, 80 percent of these 

students reported that they thought they needed help for their mental or emotional health since 20 

the baseline survey (previous two years), but only 19 percent had ever been diagnosed with an 

ED and only 37 percent had received any mental health treatment in the previous two years. 
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COMMENT 
 
 In a random sample of college students, the prevalence of positive SCOFF screens was 9-

13% among females and 3-4% among males.  Positive screens were significantly more likely 

among white, non-Hispanic and Asian/Asian-American students, as compared to black, non-5 

Hispanic students.  Positive screens were also correlated with measures of depression, anxiety, 

self-injury, and substance use.  Among students with positive screens, fewer than 10% had ever 

received an ED diagnosis and about 20% had received any mental health treatment in the 

previous year.  Symptoms of EDs were persistent for a large proportion of students; nearly half 

of students with positive screens at baseline also had positive screens two years later.  In 10 

addition, even students with positive screens at both time points were unlikely to have received a 

diagnosis or any form of mental health treatment. 

 This study supports the idea that a large proportion of college students with significant 

ED-related pathology are not identified or treated.  This is consistent with several studies that 

have found widespread eating pathology among nonclinical female college students.1, 2, 4 One of 15 

the few studies using samples representative of campus populations, the ACHA-NCHA, found 

that among females, 3% had ever been diagnosed with anorexia and 2% with bulimia,18 similar 

to our estimates that 2.2% of undergraduate females had been diagnosed with anorexia and 1.7% 

with bulimia. 

Using a conservative assumption about the positive predictive value for the SCOFF in 20 

our study -- 67% for the SCOFF, as in Parker et al (2005)13   (who used a threshold of 2+ 

symptoms, which should have a lower positive predictive value than the 3+ threshold in our 

study)—our findings imply that the prevalence of clinically diagnosable cases among the 

positive screens would be more than three times higher than the prevalence of treatment-seeking 
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(67% as compared to 20%), and this differential would be even greater with respect to lifetime 

diagnoses.  Although most of the clinically diagnosable cases are likely to be ED – Not 

Otherwise Specified (ED-NOS),13 these cases are still likely to benefit substantially from 

counseling.19, 20  In addition, our findings indicate that a substantial proportion of students have 

symptoms of eating disorders that are persistent or recurrent. 5 

 The current study also provides new evidence about the prevalence of sub-clinical 

concerns about body image and eating behavior, which are important to identify because they 

may benefit from preventive interventions in the college setting.21  Approximately 20% of 

students (including 34% of undergraduate females) reported that they believed themselves to be 

fat even though others say they are thin, and approximately 17% of students (including 26% of 10 

undergraduate females) reported worrying that they have lost control over how much they eat.  

Also, even having only one SCOFF symptom at baseline corresponded to a significantly elevated 

risk of a positive screen (3 or more symptoms) two years later.   

These findings highlight the need for a broad, preventive approach to EDs in college 

settings.  Beyond preventing more serious cases, such an approach also has the potential to 15 

reduce the substantial psychological toll associated with sub-clinical body image and eating 

concerns.  One possible strategy for implementing this approach would be to incorporate a brief 

screen into routine primary care visits or other settings where a large number of students could 

be reached.  The National Eating Disorders Screening Program is an example of a successful 

program, having organized screening events through which students experiencing or at risk for 20 

EDs have been identified at over 400 colleges and universities.7  The present study suggests that 

online screens also hold promise, as our online survey identified a large number of students with 

positive ED screens who were not receiving treatment.  Online screening programs might also be 
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linked to online prevention programs, which have been shown in randomized studies to reduce 

concerns about eating and body image.21 

 The female-male ratio of positive screens in our study was about 3-to-1, much lower than 

the female-male ratio of lifetime diagnoses (about 20-to-1).  This 3-to-1 ratio also stands in 

contrast to the estimation that men experience eating pathology at one tenth the rate of women 5 

(American Psychiatric Association, 1994), and highlights the importance of EDs among both 

females and males in adolescent and young adult populations.  We also found that the correlates 

of ED symptoms were similar but not identical for females as compared to males, which is 

generally consistent with other recent studies of college students.22 For example, positive ED 

screens were associated with higher risks of psychiatric comorbidities for both sexes.  On the 10 

other hand, males with positive ED screens were less likely to exercise intensively or binge drink 

than other males, whereas the opposite was true among females.  Further understanding of these 

differences in profiles may be useful for tailoring campus efforts by sex to detect, prevent, and 

treat EDs. 

 The prevalence of positive screens was nearly identical for white, non-Hispanics 15 

compared to Asians and Asian-Americans, and lower for black students.  This finding is 

consistent with other studies that reported lower rates of eating pathology among black 

participants.23  The lifetime prevalence of diagnoses, however, was significantly lower among 

Asians compared to white students.  This may be related to a relatively low likelihood of seeking 

help, which has been found in previous studies of both student and general populations of Asians 20 

in the U.S. 16, 24-26  Special efforts to reduce stigma and promote help-seeking in culturally 

sensitive ways may be appropriate for this population. 
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 Female students living in campus housing had about half the odds of a positive screen for 

an ED as compared to females living off-campus, even controlling for age, year in school, and 

other covariates.  Of course we cannot determine the extent to which this association represents a 

causal relationship or differential selection.  One possible interpretation is that females at risk for 

EDs may choose to live off-campus in part because they have greater flexibility and privacy with 5 

respect to their eating habits.  Given that EDs appear to be more common among off-campus 

students, efforts to detect and provide treatment and support for those with EDs must extend 

beyond the networks and resources that exist mainly within university housing, such as 

residential advisors, counselors, and programming.  Differences between students living on and 

off campus warrant further research, however, because at least one other study found, in contrast 10 

to our study, that some aspects of disordered eating are equally or even more prevalent among 

students living on-campus.27  

 Our results also indicate that students with symptoms of EDs are far more likely to 

experience co-occurring symptoms of psychopathology.  For both male and female students, a 

positive ED screen was associated with depression, anxiety, suicidal ideation, and non-suicidal 15 

self-injury.  We also found that ED symptoms at baseline were significant predictors of panic 

disorder two years later.  These associations highlight the importance of early detection and 

intervention, as the mental health problems are likely to become more serious and complex over 

time. 

Limitations 20 

 This study has a few important limitations that should be considered when interpreting 

the results.  First, the measure of ED symptoms, the SCOFF, is a screening tool, not a clinical 

diagnosis; many students with positive screens would not necessarily qualify for a clinical 
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diagnosis.  However, this brief instrument has demonstrated acceptable sensitivity and specificity 

for detecting probable cases of EDs in university student populations, even when using a more 

inclusive threshold of 2+ symptoms: 78% sensitivity and 88% specificity when compared to the 

more extensive Questionnaire for ED Diagnoses (Q-EDD),14 and 53% sensitivity and 93% 

specificity when compared to DSM-IV criteria applied to the EDE-Q instrument.13  Another 5 

limitation is that we adjusted for differences between responders and non-responders along 

several dimensions, but not ED symptoms per se.  If EDs symptoms vary significantly across 

responders and non-responders in ways not captured by our response weights, this would 

introduce inaccuracy in our estimates.  In addition, we measured utilization of mental health 

services in general, without asking respondents to specify whether the treatment was for eating 10 

pathology.  If we had focused on treatment-seeking for eating pathology per se, the estimates 

may have been different.  Finally, this was a single site study; multi-site studies are needed to 

investigate these issues on a broader scale and analyze the potential roles of setting-level factors, 

such as academic competitiveness and availability of health services. 

 15 
Conclusion 

 Our findings highlight the importance of understanding the full extent of EDs in college 

populations and the factors that influence students’ decisions to seek help for eating concerns.  In 

understanding the lack of treatment-seeking, it would be useful to disentangle the roles of 

potential explanations such as perceived stigma surrounding diagnosis and treatment, limited 20 

availability of services, denial of illness, and lack of motivation for recovery inherent in EDs.  In 

any of these cases, primary care physicians in student health centers and therapists in 

psychological counseling centers are ideally placed to identify eating pathology, as well as co-

occurring psychiatric conditions and suicidal ideation, and provide or refer students to 
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appropriate treatment.  A brief screen could be a useful screening tool in primary care visits or 

online; it will be important to investigate the extent to which such screens increases utilization of 

ED treatment and preventive services on campuses.  The high prevalence and persistence of 

eating pathology reported by this college sample, combined with low rates of treatment-seeking, 

also indicate that future work is needed to examine how identification, referral, and treatment 5 

protocols are organized at campuses nationwide, in order to ascertain which systems are 

associated with higher levels of service utilization. 
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Table 1: Prevalence of Eating Disorder Symptoms 
                    

 Undergraduates  Graduates  
White, non-

Hispanic  
Black, non-

Hispanic  
Asian/Asian-

American 
 F M All  F M All  F M All  F M All  F M All 

                    
N 674 494 1168  815 839 1654  910 780 1690  79 42 121  291 339 630 
                    
Positive screen (3+ on SCOFF) 13.5 3.6 9.4  9.3 3.1 5.8  11.9 3.2 7.3  9.0 0.0 4.9  11.3 3.0 6.5 
Individual SCOFF items                    
"Do you make yourself sick 
because you feel uncomfortably 
full?" 

13.7 4.3 9.0  11.9 7.3 9.4  14.0 5.2 9.4  7.3 3.4 5.5  14.1 8.0 10.0 

"Do you worry you have lost 
control over how much you eat?" 26.4 8.4 17.3  24.0 10.0 16.3  27.3 8.9 7.7  16.7 2.5 10.3  21.9 9.2 4.5 

"Have you recently lost more than 
14 pounds in a 3 month period?" 4.9 5.2 5.0  4.1 3.7 4.9  4.7 4.7 4.7  7.2 6.7 7.0  3.2 3.0 3.1 

"Do you believe yourself to be fat 
when others say you are thin?" 33.8 9.2 21.5  24.2 11.6 17.2  31.1 10.3 20.2  17.9 12.8 15.6  28.4 8.2 16.7 

"Would you say that food 
dominates your life?" 16.8 7.1 11.9  14.1 5.0 9.0  16.0 5.2 10.3  9.9 3.6 7.0  15.5 7.2 10.7 

Previous ED diagnosis (any) 3.2 0.1 1.7  4.6 0.5 2.3  5.1 0.4 2.7  2.0 0.0 1.1  1.2 0.5 0.8 
  Anorexia nervosa 2.2 0.1 1.2  2.7 0.3 1.4  3.4 0.3 1.8  0.0 0.0 0.0  0.6 0.2 0.4 
  Bulimia nervosa 1.7 0.0 0.9  2.1 0.0 0.9  2.5 0.0 1.2  2.0 0.0 1.2  0.0 0.0 0.0 
Previous ED diagnosis, among 
positive screens 5.4 0.0 4.3  14.0 6.2 11.7  9.4 5.6 8.5  22.4 n/a 22.4  4.7 0.0 3.5 
                    
Note: all results are expressed in % points and adjusted by response propensity weights. 
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Table 2: Mental Health Problems and Health Behaviors, Co-occurring with Eating Disorders 
Of those whose eating disorder screen was: Positive   Negative 

  Female Male All   Female Male All 
               

N 181 47 228   1312 1287 2599 
               
Percentage who screened positive for:              
               
Major Depression 13.3 5.4 11.4   4.8 3.7 4.2 
Other Depression 10.6 13.9 11.4   7.3 8.4 7.9 
Panic Disorder 1.4 5.7 2.4   2.5 0.7 1.5 
Generalized Anxiety Disorder 6.3 2.7 5.4   4 1.7 2.7 
Suicidal Thoughts 4 9.9 5.4   1.5 2.4 2 
               
Percentage who engaged in:              
               
Non-suicidal self-injury behavior (SIB), past 4 weeks 13.1 28.4 16.8   7.5 8.2 7.9 
Binge drinking, past 30 days 54.1 32.1 48.9   42.2 47.3 45 
Cigarette smoking (at least 1-5 cigs/day, past 30 days) 11.3 13.5 11.8   3.2 7.1 5.3 
Marijuana use, past 30 days 18.1 14.1 17.1   11.1 13.7 12.5 
Gambling, past year 14.4 30.8 18.3   17.8 39.9 29.8 
Exercise (moderate intensity or higher, 1+ hours/wk past 30 days) 74.4 61.2 71.2   71.2 76.7 74.2 
Exercise (moderate intensity or higher, 5+ hours/wk past 30 days) 30.8 14.7 26.9   23.3 30.3 27.1 
         
Note: all results are expressed in % points and adjusted by response propensity weights. 
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Table 3: Mental Health Service Use in Past Year, by Eating Disorder Status 

         
Of those whose eating disorder screen was: Positive  Negative 

 Female Male All  Female Male All 
N 181 47 228  1312 1287 2599 

        
Think you needed  help for mental or emotional 
difficulties, past year 52.8 31.7 47.8  38.2 21.3 29.1 

        
Psychotropic medication use        
  Any in list below 16.4 13.9 15.8  10.6 6.7 8.5 
  Psychostimulants 2.9 4.3 3.2  0.9 1.9 1.4 
  Antidepressants 11.5 4.5 9.9  7.5 3.9 5.5 
  Anti-psychotics 2.1 0.0 1.6  0.1 0.0 0.0 
  Anti-anxiety 2.1 0.0 1.6  2.1 0.9 1.5 
  Mood stabilizers 2.2 2.3 2.3  0.5 0.2 0.3 
  Sleep medications 3.7 8.7 4.9  3.0 1.5 2.2 
        
Counseling/therapy visits        
  Any 15.6 11.3 14.6  14.1 6.6 10.0 
  1 or 2 1.5 2.3 1.7  3.7 1.3 2.4 
  3-5 1.6 2.3 1.7  3.9 1.8 2.7 
  6-12 5.7 4.2 5.3  3.4 2.2 2.7 
  12+ 6.9 2.5 5.8  3.2 1.3 2.1 
        
Any medication or therapy/counseling 21.7 16.0 20.4  19.1 10.0 14.2 
        
Any visit to health professional at all 86.6 71.7 83.1  88.0 70.3 78.4 
        
Note: all results are expressed in % points and adjusted by response propensity weights.   
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Figure 1: Probability of a Positive Screen at Two Year Follow-up, 

By Number of Symptoms at Baseline (0,1,2,3+) 
 

 
 
 
 
 
 

 

 


