
 
 
 

THE QUALITY OF LIFE IN INDIVIDUALS WITH EATING DISORDERS 
 
 
 
 
 
 
 
 
 

A THESIS IN  
Psychology 

 
 

Presented to the Faculty of the University  
of Missouri-Kansas City in partial fulfillment of 

the requirements for the degree 
 
 

MASTER OF ARTS 
 
 
 
 
 
 
 
 

by 
LAUREN OLIVIA POLLACK 

 
B.A., University of Iowa, 2010 
B.S., University of Iowa, 2010 

 
 
 
 
 
 
 

Kansas City, Missouri 
2013



! !

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

©!2013!

LAUREN!OLIVIA!POLLACK!

ALL!RIGHTS!RESERVED 



! !

 ii!

QUALITY OF LIFE IN INDIVIDUALS WITH EATING DISORDERS 

Lauren Olivia Pollack, Candidate for the Master of Arts Degree 

University of Missouri-Kansas City, 2013 

ABSTRACT 

Quality of life is an important aspect of the assessment of medical and psychiatric disorders, 

such as eating disorders. Eating disorders affect both the emotional and physical wellbeing of 

individuals who suffer from them and presumably impact quality of life. The purpose of this 

study was to assess the quality of life of individuals seeking inpatient treatment for an eating 

disorder using the Quality of Life Inventory. This assessment is unique because it considers 

both the importance and satisfaction of life domains and it is also very comprehensive, 

assessing 16 life domains both quantitatively and qualitatively. This is the first study to 

report on the use of the Quality of Life Inventory in an eating disorder sample. It was 

hypothesized that patients with eating disorders would have significantly worse quality of life 

than non-clinical groups and similar quality of life compared to other clinically impaired 

groups. This hypothesis was confirmed. It was also predicted that individuals with anorexia 

and bulimia nervosa would have statistically equivalent quality of life global scores but 

differences on domain scores, and this was confirmed as well. Finally, it was hypothesized 

that treatment history, number of co-morbid disorders, body mass index, and eating disorder 

symptoms would be related to quality of life, which was not supported. These results 

contribute to the literature about quality of life of individuals with eating disorders by 

supporting existing findings based on other quality of life measures and add information 

about life domains not previously assessed by other measures. 
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CHAPTER 1 

INTRODUCTION 

  Quality of life (QOL) is an important aspect of the assessment of medical and 

psychiatric disorders. Eating disorders (EDs) have numerous physical and psychological 

consequences for those who suffer from them, and presumably have a detrimental impact on 

QOL. Although QOL in the ED population has only recently become a popular area of 

research, data strongly support that EDs negatively impact QOL, as do extreme body mass, 

chronicity of the ED, and presence of co-morbid disorders. Several generic, health-related, 

and disease-specific QOL measures have been developed to assess this construct, and each 

type has strengths and weaknesses. Previous research on QOL and EDs has used a variety of 

QOL measures, both generic and ED-specific. The Quality of Life Inventory (QOLI), a 

generic QOL measure that assesses 16 domains of life, has never been used in an ED sample. 

The QOLI offers new data regarding life domains that are not assessed by other QOL 

measures as well as extend previously reported findings. The majority of previous ED QOL 

studies have used outpatient or non-clinical community or student samples and data from 

inpatient samples are lacking. Therefore, administration of the QOLI in an inpatient 

treatment-seeking sample makes a significant contribution to the existing literature regarding 

QOL in persons who suffer from EDs.  
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CHAPTER 2 

REVIEW OF THE LITERATURE 

Description of Anorexia Nervosa 

 Anorexia nervosa (AN) is an eating disorder for which the hallmark symptoms are 

self-starvation and refusal to maintain a minimally normal body weight appropriate for age 

and height (e.g., less than 85% of expected body weight). According to the Diagnostic and 

Statistical Manual of Mental Disorders (2000), individuals with AN are extremely fearful of 

gaining weight or becoming fat and perceive themselves as being overweight despite being 

extremely thin. In addition, individuals with AN place undue influence of weight and shape 

on self-evaluation and deny the seriousness of low weight. Lastly, in women who are past the 

age of menarche, amenorrhea, or the absence of three consecutive menstrual periods, is 

required for diagnosis (DSM-IV-TR, 2000). 

 AN is further specified by two subtypes: the restricting type and the binge-

eating/purging type. The former describes weight loss achieved through dieting, fasting, or 

excessive exercise. The latter describes an episode of low weight during which regular 

bingeing and/or purging also occurs. The validity of this subtype specification is 

questionable; in a longitudinal study, Eddy and colleagues (2002) found that 62% of 

treatment-seeking patients with AN-restricting crossed over to AN-binge-eating/purging by 

the eighth follow-up year. Nevertheless, some data support the distinction between subtypes, 

finding differences in allele transmission (Siegfried et al., 2004) and personality traits (Bollen 

& Wojciechowski, 2004), for example. Therefore, the AN-binge-eating/purging subtype is 

used rather than a dual diagnosis of AN and bulimia nervosa (BN). 
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 The medical consequences of AN are numerous. First, most research suggests that 

individuals with AN are at an increased risk of premature death (Mitchell & Crow, 2006). A 

brief report summarizing the research about risk of mortality and EDs concluded that 

standardized mortality ratios (the ratio of the observed rate of deaths in a population divided 

by the expected rate, based on the sample’s demographic characteristics) range widely, from 

.71 to 17.8, in the literature (Birmingham, Su, Hlynsky, Goldner, & Gao, 2005).  

 Medical consequences of a severe ED may manifest as dermatologic complications, 

such as xerosis, lanugo-like body hair, hair loss, acne, carotenoderma (yellowing of the skin 

caused by excess ingestion of carotenoid-rich vegetables), acrocyanosis (circulatory chances 

resulting in cold, blue, and sometimes sweaty hands or feet), and nail dystrophy (Strumia, 

2005). Individuals that binge and purge, whether diagnosed with AN or BN, may also present 

with Russell’s sign, which is scarring or calluses on the back of the hand that is used to 

stimulate the gag reflex to induce vomiting (Strumia, 2005). Gastrointestinal complications 

for individuals with AN include delayed gastric emptying, gastric motor dysfunction, an 

impaired sense of hunger and satiety, delayed small bowel transit time, and constipation 

(Chial, McAlpine, & Camilleri, 2002). Approximately 80% of individuals with either AN or 

BN experience cardiovascular complications, which often lead to death (Casiero & Frishman, 

2006). For example, chronic starvation leads to atrophy of the heart muscle, reduction in 

cardiac mass, and consequent prolongation of the cardiac output interval, which predicts 

cardiac arrhythmias and sudden death. Additional consequences of chronic AN include 

depressed heart rate variability which also predicts sudden cardiac death, and hypotension. 

Bradycardia, (slowing of the heart rate) is the most common arrhythmia in individuals with 

AN and is possibly an attempt of the body to conserve energy (Casiero & Frishman, 2006). 
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The primary skeletal complication that is frequently associated with AN is diminished bone 

mineral density (Misra et al., 2004), which can lead to osteoporosis.  

 The nutritional aspects of AN have long been associated with medical complications 

such as sodium depletion, hypovolemia (decrease in volume of blood plasma), and anemia 

(Caregaro, Di Pascoli, Favaro, Nardi, & Santonastaso, 2005). Electrolyte imbalances, 

specifically hypophosphatemia (Mitchell & Crow, 2006) and hypomagnesia for individuals 

with AN (Birmingham, Puddicombe, & Hlynsky, 2004), have also been well documented. 

Some of the most severe consequences of these electrolyte imbalances include seizures, 

coma, and cardiac arrest. Mortality and medical complications are not surprising, given the 

physiological impact of the symptoms and behaviors associated with AN.  

 In addition to medical complications, individuals with AN often suffer from comorbid 

psychiatric disorders. A study examining psychiatric comorbidities of 2,436 female inpatients 

with ED found that 97% had one or more comorbid Axis I diagnoses at either admission to or 

discharge from treatment (i.e., current comorbidity), and that there was no statistically 

significant difference in the number of patients who have Axis I diagnoses across ED 

diagnoses. For all ED inpatients, mood disorders were the most common Axis I comorbidity 

(94%), followed by anxiety disorders (56%), and substance use disorders (22%). For patients 

with restricting and binge/purge AN, obsessive-compulsive disorder was twice as likely 

compared to patients with BN and Eating Disorder Not Otherwise Specified (EDNOS). For 

binge/purge AN patients only, posttraumatic stress disorder was also twice as likely 

compared to patients with restricting AN, BN, and EDNOS. Finally, for restricting AN 

patients, schizophrenia and other psychoses were three times as likely and for binge/purge 

AN twice as likely compared to patients with BN and EDNOS (Blinder, Cumella, & 
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Sanathara, 2006). The comorbidity rates reported in this study are high compared to other 

studies, possibly because this sample was comprised of the most seriously ill patients who 

received inpatient treatment and/or because the assessment process at this treatment center is 

particularly rigorous. A review of the literature concluded that 60% to 82% of female 

individuals seeking treatment for AN or BN have current comorbid psychiatric conditions 

(Herzog, Keller, Sacks, Yeh, & Lavori, 1992).  

 In general and relative to other EDs, AN is rare. The National Comorbidity Survey 

Replication (NCS-R) offers a nice source of data to calculate prevalence rates of EDs in the 

general population (Hudson, Hiripi, Pope, & Kessler, 2007). This survey is representative of 

the United States household population and was administered face-to-face to 9,282 English-

speaking adults at least 18 years old between February 2001 and December 2003. 

Specifically, Part I of the survey was administered to all 9,282 participants and Part II was 

administered to a subset of 5,692 respondents, all of whom met lifetime criteria for a Part I 

disorder plus a probability sample of other respondents. An assessment of ED was randomly 

administered to the probability subsamples of the Part II respondents, totaling 2,980 

individuals (Kessler & Merikangas, 2004). Hudson and colleagues (Hudson et al., 2007) 

analyzed the data from the NCS-R and determined that the lifetime prevalence of AN in the 

United States is .3% in males and .9% in females over age 18. The authors estimate that these 

prevalence rates reflect the lower bound of true rates because lifetime ED diagnosis was 

assessed retrospectively using questions from the World Health Organization Composite 

International Diagnostic Interview (CIDI), which only allows for indirect estimation of loss 

of control and distress. Hoek and van Hoeken (2003) reviewed 14 surveys of the prevalence 

of AN in young females and identified a rate of 0% - 0.9% for strictly defined AN among 
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females ages 11 to 35. Few studies report prevalence and incidence data about AN in men 

because it is so low, likely below .5 per 100,000 population per year. According to the NCS-

R, the average age of onset for AN is 18.9 years (SD = 0.8). The NCS-R only surveyed 

individuals at least 18 years of age, perhaps likely the average age of onset to be higher. 

Indeed, studies and reviews have found the incidence rate for this disorder to be highest for 

females in the 15-19 year-old age group (Hoek, 2006; Lucas, Beard, O'Fallon, & Kurland, 

1991; Smink, van Hoeken, & Hoek, 2012). The average duration of AN is 1.7 years (SD = 

.2) (Hudson et al., 2007). Finally, A multi-center study that aimed to examine the value of 

discrimination between full and partial AN, BN, and BED found the following ethnic 

distribution of full AN: African American = 0%, Hispanic = 4%, Caucasian = 93%, Native 

American = 0%, and Asian = 2% (Crow, Stewart Agras, Halmi, Mitchell, & Kraemer, 2002). 

These researchers recruited a large sample from multiple clinical and community sources and 

tried to recruit an ethnically diverse sample, nevertheless the majority of participants were 

Caucasian. Another recent study comparing prevalence, impairment, and service utilization 

for EDs among ethnic groups found no statistically significant differences in lifetime and 12-

month prevalence rates of AN for Caucasians, Latinos, Asians, and African Americans 

(Marques et al., 2011).  

Description of Bulimia Nervosa 

 Bulimia nervosa is characterized by recurrent episodes of binge eating paired with 

inappropriate compensatory behaviors. Like AN, undue influence of body weight and shape 

on self-evaluation is present. Binge eating is defined as consuming an unusually large 

amount of food in a short period of time (e.g., two hours) and experiencing a loss of control 

over eating. Inappropriate compensatory behaviors typically include self-induced vomiting, 
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laxative abuse, diuretic abuse, fasting, and excessive exercising. Diagnosis of BN requires a 

minimum duration of three months and minimum frequency of binge eating and 

inappropriate compensatory behaviors twice per week (DSM-IV-TR, 2000).  

 Like AN, BN is further specified by two subtypes, the purging subtype and the non-

purging subtype. The purging subtype involves regular use of purging methods such as self-

induced vomiting and laxative and diuretic abuse as ways to compensate for binge eating. In 

contrast, the non-purging subtype involves regular use either fasting or excessive exercising. 

Whereas the former methods compensate for excessive caloric intake through intentional 

expulsion of food from the body, the latter methods compensate by either not allowing 

calories into the body or burning calories at a higher rate through exercise. A recent review 

examined the clinical utility and diagnostic validity of these subtypes, and concluded that 

there is very little evidence for the validity of the non-purging subtype distinct from the 

purging subtype and binge eating disorder (BED) (van Hoeken, Veling, Sinke, Mitchell, & 

Hoek, 2009). 

 Individuals with BN share many of the same medical complications as those with AN 

discussed above. Crow and colleagues (Crow et al., 2009) examined the increased mortality 

risk of EDs by reviewing medical records of 1,885 individuals presenting for treatment at an 

ED clinic and linking them to the National Death Index. The authors calculated a mortality 

rate of 3.9% and standardized mortality ratio of 1.57 for BN. They also noted that the 

elevated risk for suicide in patients with BN was statistically significant compared to AN and 

EDNOS. Specifically, the standardized mortality ratio for individuals with BN as a result of 

suicide is 6.51 (Crow et al., 2009). Additional complications based upon method of purging 

should also be noted. Mehler (2011) reported the medical complications according to (1) self-
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induced vomiting, (2) laxative abuse, and (3) diuretic abuse. Oral complications include of 

self-induced vomiting include cheilosis (cracking at the corners of the mouth), pharyngeal 

soreness, and sialadenosis (inflammation of the salivary glands located on either side of the 

face). Dental complications include enamel erosion and gingivitis as a result of repeated 

exposure to gastric acid. Heartburn and acid-reflux symptoms are also frequent complaints of 

patients with BN. Esophageal complications range from mild esophagitis, esophageal 

erosions, ulcers, bleeding, and life-threatening esophageal rupture, all attributed to exposure 

of the esophageal mucosa to gastric acid. As previously mentioned, Russell’s sign (callused 

hands) is a common consequence of self-induced vomiting. Additional gastrointestinal 

complications of BN include parotid gland swelling, gastritis, and acute liver damage 

(Mitchell & Crow, 2006). Some patients may abuse ipecac syrup, which is normally used to 

treat overdoses of certain toxins, in order to purge. This behavior can be toxic or even fatal as 

a result of cardiomyopathy (e.g., congestive heart failure, ventricular arrhythmias) (Mehler, 

2011).  

 Laxative abuse, primarily stimulant laxatives, seriously affects the gastrointestinal 

system with complications including cathartic colon syndrome and functional impairment. 

Cathartic colon syndrome occurs when normal colonic peristalsis is lost due to long-term 

habituation to stimulant laxatives. This leads to infrequent bowel movements and sometimes 

a state of totally refractory constipation. Reflex constipation can also occur and can be 

especially problematic during withdrawal from laxatives (Mehler, 2011). Medical 

complications of diuretic abuse primarily include abnormalities of fluid and electrolytes. In 

fact, all three methods of purging (self-induced vomiting, laxative abuse, and diuretic abuse) 

cause fluid and electrolyte imbalances, with the most common electrolyte abnormalities 
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being hypokalemia (potassium), hypochloremia (chloride), and elevated serum bicarbonate 

level or metabolic alkalosis (basic pH level). Hypokalemia has been estimated to occur in 

14% of individuals with BN and can lead to cardiac arrhythmias and cardiac and skeletal 

muscle degeneration (Casiero & Frishman, 2006). 

 Psychiatric comorbidity patterns of individuals with BN often involve substance 

problems. Blinder and colleagues (2006) reported 26% of female inpatients with BN were 

also diagnosed with concurrent alcohol abuse/dependence and 10% also diagnosed with 

concurrent polysubstance abuse/dependence. As with AN, current comorbid mood disorders 

(94%) and anxiety disorders (55%) were common in patients with BN. Similarly high 

lifetime comorbidity rates were also found in the NCS-R, with 94.5% of persons with BN 

also diagnosed with at least one other anxiety, mood, impulse-control, or substance use 

disorder. Furthermore, 64.4% of these people were diagnosed with three or more additional 

disorders (Hudson et al., 2007). 

 According to the NCS-R, the lifetime prevalence of BN in the United States is .5% 

for males and 1.5% for females (Hudson et al., 2007). This prevalence rate for females is 

consistent with other studies that report a prevalence rate of 1.1%; it is elevated for men, 

however. Among 15-65-year-old-men, Hoek and van Hoeken (2003) found that the lifetime 

prevalence rate of BN was 0.1%. The average age of onset is 19.7 years (SD = 1.3), with 20-

24-year-old females being at highest risk. The average duration of BN is significantly longer 

than AN at 8.3 years (SD = 1.6), likely because most people with AN eventually “cross over” 

to a diagnosis of BN (Hudson et al., 2007).  A multi-center study examining the value of 

discrimination between full and partial AN, BN, and BED found the following ethnic 

distribution of full BN: African American = 6%, Hispanic = 2%, Caucasian = 92%, Native 
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American = 0%, Asian = 0% (Crow et al., 2002). In contrast, Marques and colleagues 

(Marques et al., 2011) found that both Latinos and African Americans had significantly 

higher 12-month and lifetime prevalence rates of BN compared to non-Latino Whites.  

Description of Binge Eating Disorder 

 In addition to the “classic” eating disorders of AN and BN, the DSM contains another 

category of eating disorder not otherwise specified (EDNOS). This category includes all 

clinically significant eating problems that do not meet all diagnostic criteria for AN or BN; it 

represents the largest category of EDs. Examples of cases commonly diagnosed as EDNOS 

include females that meet all criteria for AN but still have regular menses or individuals who 

are still considered to be normal weight despite significant weight loss. Another common 

example of EDNOS is an individual who meets all criteria for BN except he/she binges and 

purges less than twice per week and/or has done so for less than three months (DSM-IV-TR, 

2000).  

 Binge eating disorder (BED) falls into the category of EDNOS and is characterized 

by recurrent binge-eating episodes without inappropriate compensatory behaviors. Binge 

episodes occur when an individual eats an abnormally large amount of food and feels out of 

control while doing so (i.e., binge episodes are operationalized the same way for both BN 

and BED). Three of the following characteristics of binge episodes are required for 

diagnosis: people eat more rapidly than normal, eat until they feel uncomfortably full, eat 

large amounts of food when not hungry, eat alone because they feel embarrassed about the 

amount eaten, and feel depressed, disgusted, or very guilty after overeating. In addition, 

people must report marked distress about binge eating and the episodes must occur at least 

two days per week on average, over a period of six months (DSM-IV-TR, 2000). It has been 
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recommended that BED be removed from the EDNOS category and become an independent 

ED diagnosis in the next edition of the DSM ("DSM-5 Development," 2012; DSM-IV-TR, 

2000; Striegel-Moore & Franko, 2008). 

 The most common medical complication of BED is obesity and its associated health 

risks. Binge eating disorder is a common symptom among individuals with Type II diabetes, 

although the causal direction of this association is unknown (Bulik & Reichborn-Kjennerud, 

2003). Johnson and colleagues (Johnson, Spitzer, & Williams, 2001) studied 4,651 female 

patients from eight primary care facilities throughout the United States and found that 

individuals with BED were more likely to report joint pain, headaches, gastrointestinal 

problems, menstrual problems, shortness of breath, chest pain, and Type II diabetes after 

controlling for psychiatric symptoms. Medical consequences of BED in a population-based 

twin registry revealed no significant medical problems associated with the disorder for 

females. In contrast, males with BED reported increased neck, back, and muscular pain, 

alcohol problems, use of pain medication, daily smoking, and decreased exercise frequency 

compared to males without the disorder, after controlling for BMI (Reichborn-Kjennerud et 

al., 2003). 

 In terms of comorbid psychiatric conditions, of the people with BED in the NCS-R, 

78.9% were diagnosed with at least one additional lifetime anxiety, mood, impulse-control, 

or substance use disorder and 48.9% were diagnosed with three or more (Hudson et al., 

2007), making the lifetime prevalence of comorbid psychiatric disorders with BED 

intermediate compared to AN and BN. Grilo and colleagues (Grilo, White, & Masheb, 2009) 

interviewed 404 adults to examine associations between lifetime and current psychiatric 

comorbidity and ED psychopathology. They found that 73.8% of participants had at least one 



! !

12 

additional lifetime psychiatric disorder, with mood disorders most common (54.2%), 

followed by anxiety disorders (37.1%), and then substance use disorders (24.8%). In terms of 

current psychiatric disorders, 42.8% of participants had at least one, with mood disorders 

most common (26%) followed by anxiety disorders (24.5%) (Grilo et al., 2009). 

 The lifetime prevalence of BED in the United States is higher than both AN and BN, 

at 2.0% (SD = .5) for men and 3.5% (SD = .5) for women in the NCS-R. The average age of 

onset of BED is 25.4 years (SD = 1.2), making it the highest age of onset of all three EDs 

considered here. The average duration of BED is comparable to BN, at 8.1 years (SD = 1.1) 

(Hudson et al., 2007).  

 In terms of lifetime prevalence estimates of BED by ethnicity, for African-American 

females it is 2.36% and for males it is 0.78%. For Hispanic American females, lifetime 

prevalence is 2.31% and for males it is 1.55%. Finally, for Asian American females, lifetime 

prevalence is 2.67% and for males it is 1.35% (Striegel-Moore & Franko, 2008). Striegel-

Moore and colleagues (2000) examined differences in prevalence rates of binge eating 

among African American and Caucasian women ages 18-40. Results indicated that 4.5% of 

African Americans engaged in recurrent binge eating (two binge episodes per week for the 

past three months), as did 2.6% of Caucasian women. These researchers also found that 

African American women with BED reported less concern about weight, shape, and eating 

compared to their Caucasian counterparts. In contrast, Marques and colleagues (Marques et 

al., 2011) found no significant differences in prevalence rates among Caucasians, Latinos, 

Asians, and African Americans.  
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Quality of Life 

Definition 

 Quality of life (QOL) is a broad construct, defined by the World Health Organization 

as a person’s “perception of their position in life in the context of the culture and value 

systems in which they live and in relation to their goals, expectations, standards, and 

concerns” (www.who.org). Quality of life is a multi-dimensional construct, comprised of 

physical wellbeing, material wellbeing, social wellbeing, emotional wellbeing, and 

development and activity (Felce & Perry, 1995). A subset of QOL, health-related quality of 

life (HRQOL) reflects aspects of QOL that can affect one’s perception of his/her mental or 

physical health, such as health risks, social support, or socioeconomic status. This construct 

also encompasses aspects of life that individuals perceive as being impacted by their health, 

from emotional or cognitive functioning to spiritual issues among various other aspects. 

  Assessment 

 Health-related quality of life has been considered an important aspect of overall 

assessment of medical and psychiatric disorders for at least the past two decades. These 

measures are useful to assess the impact of chronic disease in ways that are most significant 

to patients. In addition, they provide information about how an individual is experiencing a 

particular medical problem, as this varies from person to person. Finally, HRQOL measures 

serve as a proxy for assessing quality of care and clinical effectiveness and have also come to 

influence insurance reimbursement decisions (Guyatt, Feeny, & Patrick, 1993). Thus, 

HRQOL measures are an integral component of assessment because they offer information 

relevant to several important aspects of health care.  
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 There are numerous HRQOL instruments in use and they typically consist of equally 

weighted items or questions that are summed to yield scores for a number of domains. A 

domain is an area of behavior or experience that is being captured, such as physical 

functioning or social wellbeing. Administration of HRQOL instruments is often via self-

report and less frequently via interview, and each type of administration has its requisite 

strengths and weaknesses (Guyatt et al., 1993). Health-related quality of life instruments can 

be either generic or disease specific.  

 Generic HRQOL measures, described in Table 1, are useful for a number of reasons, 

with one of their most important utilities being the ability to make comparisons across 

diseases or disorders. The disadvantage of using a generic HRQOL measure is that it is less 

sensitive to specific diseases or disorders; the impact of specific diagnostic and behavioral 

features of EDs may not be sufficiently captured in a generic measure (Bamford & Sly, 

2010). For example, patients with AN have reported few limitations on a common generic 

HRQOL measure, the Short Form-36, despite also reporting several severe comorbid 

psychiatric symptoms, suggesting that this generic measure is insensitive to the emotional 

distress of individuals with AN (Doll, Petersen, & Stewart-Brown, 2005). Therefore, 

HRQOL measures have also been created for specific medical and psychiatric diagnoses, 

including EDs, in attempt to increase sensitivity. The Eating Disorders Quality of Life 

instrument (EDQOL), for example, was designed to minimize potential response bias due to 

the ego-syntonicity of EDs, as when individuals with AN indicate that losing even more 

weight would improve their QOL. Although four empirically supported EDQOL measures 

have recently been created (see Table 2), they vary in domains assessed, recall period, and 



! !

15 

other factors, so the choice of which measure to use should be situation specific (Engel, 

Adair, Las Hayas, & Abraham, 2009).  
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Table 1 

Generic health-related quality of life measures 

Name Abbreviation What it measures Method of 
administration 

Reference 

Patient Health 
Questionnaire 

PHQ Demographics, lifestyle risk factors, 
general state of wellbeing, family and 

personal medical history 

Self-
administered 

Mitchell, J.D., 1996. Patient health 
questionnaire. Canadian Family 

Physician. 42, 505-510. 
Assessment of 
Quality of Life 

AQoL Illness, independent living, social 
relationships, physical senses, and 

psychological wellbeing scales 

Self-
administered 

Hawthorne, G., Richardson, J., & 
Osborne, R. (1999). The Assessment 

of Quality of Life (AQoL) 
instrument: A psychometric measure 

of health-related quality of life. 
Quality of Life Research, 8(3), 209-

224 
Medical Outcomes 
Study Short-Form 
General Health 
Survey 

SF-36 Physical functioning, role functioning, 
social functioning, mental health, 

health perceptions, and pain scales 

Self-
administered 

Stewart, A. L., Hays, R. D., & Ware 
Jr, J. E. (1988). The MOS short-

form general health survey: 
Reliability and validity in a patient 

population. Medical Care, 724-735. 
Medical Outcomes 
Study 12-item 
Short Form Mental 
Component 

SF-12 Physical health component comprised 
of physical functioning, role-physical, 
bodily pain, and general health scales; 

mental health component comprised of 
vitality, social functioning, role-

emotional, and mental health scales 

Self-
administered 

Ware Jr, J. E., Kosinski, M., & 
Keller, S. D. (1996). A 12-Item 

Short-Form Health Survey: 
Construction of scales and 

preliminary tests of reliability and 
validity. Medical Care, 34(3), 220-

233. 
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Name Abbreviation What it measures Method of 

administration 
Reference 

Schedule for the 
Evaluation of 
Individual 
Quality of Life 

SEIQOL The respondent freely describes 3-8 
elements that contribute to his/her 
quality of life (elements vary from 

person to person), preferably 
elements that fit into each of the 

following domains: cognitive, 
affective, social, physical, ecological, 

and religious 

Semi-structured 
interview 

O'Boyle, C. A. (1994). The Schedule 
for the Evaluation of Individual 
Quality of Life (SEIQoL): The 

concept of quality of life in clinical 
research. International Journal of 

Mental Health, 3-23. 

World Health 
Organization 
Brief Quality of 
Life Assessment 
Scale  

WHOQOL-
BREF 

Domains of physical health, 
psychological, social relationships, 

and environment 

Self-administered Harper, A., & Power, M. (1998). 
Development of the World Health 

Organization WHOQOLBREF 
quality of life assessment. 

Psychological Medicine, 28. 
Quality of Well-
Being Scale 

QWB Symptom scale and three scales of 
function: mobility, physical activity, 

and social activity 

Interviewer-
administered and 
self-administered 

versions 

Kaplan, R. M., Sieber, W. J., & 
Ganiats, T. G. (1997). The Quality of 

Well-Being Scale: Comparison of 
the interviewer-administered version 

with a self-administered 
questionnaire. Psychology and 

Health, 12(6), 783-791. 
Nottingham 
Health Profile 

NHP Part 1: sleep, physical mobility, 
energy, pain, emotional reactions, 

and social isolation; part 2: paid 
employment, jobs around the house, 

social life, personal relationships, sex 
life, hobbies and interests, and 

holidays 

Self-administered Hunt, S. M., McEwen, J., & 
McKenna, S. P. (1985). Measuring 

health status: A new tool for 
clinicians and epidemiologists. The 

Journal of the Royal College of 
General Practitioners, 35(273), 185. 

!
table!continues!
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Name Abbreviation What it measures Method of 

administration 
Reference 

Quality of Life 
Index 

QL-I Measures importance and satisfaction of the 
following domains: health care, physical 
health and functioning, marriage, family, 

friends, stress, standard of living, 
occupation, education, leisure, future 

retirement, peace of mind, personal faith, 
life goals, personal appearance, self-

acceptance, general happiness, and general 
satisfaction 

Self-
administered 

Spitzer, W. O., Dobson, A. J., Hall, 
J., Chesterman, E., Levi, J., 

Shepherd, R., ... & Catchlove, B. 
R. (1981). Measuring the quality of 

life of cancer patients: A concise 
QL-index for use by physicians. 

Journal of Chronic Diseases, 
34(12), 585-597. 

World Health 
Organization 
Disability 
Assessment 
Schedule 

WHO-DAS 
II 

Understanding and communicating, getting 
around, self-care, getting along with others, 

life activities: household, life activities: 
work/school, and participation in society 

Self-
administered 

World Health Organization, & 
World Health Organization. 

(1998). Disability Assessment 
Schedule II (WHO-DAS II). World 

Health Organization: Geneva. 

European 
Quality of Life 
Instrument 

EQ-5D Mobility, self-care, usual activities, pain or 
discomfort, and anxiety or depression 

Self-
administered 

Rabin, R., & Charro, F. D. (2001). 
EQ-SD: A measure of health status 
from the EuroQol Group. Annals of 

Medicine, 33(5), 337-343. 
 

The, E. G. (1990). EuroQol-a new 
facility for the measurement of 

health-related quality of life. 
Health Policy, 16(3), 199-208. 

!
table!continues
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Name Abbreviation What is measures Method of 

administration 
Reference 

Sheehan 
Disability 
Scale 

SDS Work/school activities, 
family relationships, and 

social functioning 

Self-administered Sheehan D. V., Rush, A. J., Pincus, H. A., & 
First, M. B. (2000). Sheehan Disability Scale. 
Handbook of psychiatric measures, 113-115. 
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Table 2 

Eating disorder-specific quality of life measures 

Name Abbreviation What it measures Method of 
administration 

Reference 

Eating Disorders 
Quality of Life 
instrument 

EDQOL Physical, psychological, financial, 
social, work/school, and legal 

domains 

Self-
administered 

Engel,!S.!G.,!Wittrock,!D.!A.,!Crosby,!R.!
D.,!Wonderlich,!S.!A.,!Mitchell,!J.!E.,!&!
Kolotkin,!R.!L.!(2006).!Development!
and!psychometric!validation!of!an!

eating!disorderOspecific!healthOrelated!
quality!of!life!instrument.!International*
Journal*of*Eating*Disorders,!39(1),!62O

71.!
Health-Related 
Quality of Life in 
Eating Disorders 
questionnaire  

HeRQolED Symptoms, restrict behaviors, body 
image, mental health, emotional role, 

physical role, personality traits, 
social relations domains 

Self-
administered 

Las!Hayas,!C.,!Quintana,!J.!M.,!Padierna,!
Á.,!Bilbao,!A.,!Muñoz,!P.,!Madrazo,!A.,!...!

&!Cook,!E.!F.!(2006).!The!new!
questionnaire!HealthORelated!Quality!
of!Life!for!Eating!Disorders!showed!

good!validity!and!reliability.!Journal*of*
Clinical*Epidemiology,!59(2),!192O200.!

Eating Disorders 
Quality of Life 
Scale 

EDQLS Cognitive functioning, 
education/vocation, family and close 

relationships with others, 
future/outlook, appearance, leisure, 

psychological health, emotional 
health, values and beliefs, physical 

health and eating issues 

Self-
administered 

Adair,!C.!E.,!Marcoux,!G.!C.,!Cram,!B.!S.,!
Ewashen,!C.!J.,!Chafe,!J.,!Cassin,!S.!E.,!...!
&!Brown,!K.!E.!(2007).!Development!
and!multiOsite!validation!of!a!new!
conditionOspecific!quality!of!life!

measure!for!eating!disorders.!Health*
Quality*of*Life*Outcomes,!5,!23.!

!
table!continues
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Name Abbreviation What it measures Method of 

administration 
Reference 

Quality of Life 
Eating Disorders 

QOL ED Behavior, ED feelings, 
psychological feelings, perceived 

affect on daily living (relationships, 
work/study, social), acute medical 

status, body weight, and global score 

Self-
administered 

Abraham,!S.!F.,!Brown,!T.,!Boyd,!C.,!
Luscombe,!G.,!&!Russell,!J.!(2006).!
Quality!of!life:!Eating!disorders.!

Australian*and*New*Zealand*Journal*of*
Psychiatry,!40(2),!150O155.!
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Factors that Influence Quality of Life in Persons  
Diagnosed with an Eating Disorder 

 Several psychosocial risk variables are associated with increased probability of 

developing an ED, such as body dissatisfaction, internalization of sociocultural ideals of 

thinness, and dietary restraint. A recent study examined how these risk variables impact QOL in 

a sample of 380 college students (Sanftner, 2011). Several ED measures were administered, 

including the Eating Attitudes Test (EAT-26), the Body Shape Questionnaire (BSQ), the 

Objectified Body Consciousness Scale (OBCS), the Sociocultural Attitudes Towards Appearance 

Scale-3 (SATAQ-3), and the Dutch Eating Behavior Questionnaire (DEBQ) Restrained Eating 

Scale to quantify eating pathology and four psychosocial risk variables of body dissatisfaction, 

body objectification, internalization of sociocultural ideals, and restraint. Analyses were 

conducted separately for men and women, with results indicating that the psychosocial risk 

variables of body objectification, internalization of sociocultural ideals, and restraint predicted 

lower (worse) QOL scores above and beyond general eating pathology. Both disease-specific 

and generic HRQOL measures were administered and the former demonstrated greater 

sensitivity and produced larger effect sizes than the latter. This study demonstrated that 

psychosocial risk variables common to AN, BN, and BED negatively impacted QOL of 

individuals regardless of severity of ED pathology.  

 Body Mass Index (BMI, kg/m2) seems to be a factor that independently affects QOL. A 

study looking at the association between self-reported BMI and QOL in the general U.S. adult 

population found that after adjusting for a multitude of variables (age, gender, race or ethnicity, 

educational attainment, employment status, smoking status, and physical activity status) 

participants with BMI less than 18.5 kg/m2 or greater than 30.5 kg/m2 reported impaired QOL. 
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Deviations from normal BMI affected QOL domains of physical functioning more than mental 

functioning (Ford, Moriarty, Zack, Mokdad, & Chapman, 2001). In a sample of ED patients, 

both BMI and ED severity were predictive of poorer QOL (Bamford & Sly, 2010). Another 

study examining ED symptoms in a nonclinical sample found that both physical and mental 

QOL, assessed by the SF-36, worsened for those with extremes of BMI (i.e., <20 or >30) (Hay, 

2003).  

 The prevalence of comorbid psychiatric disorders among individuals with EDs, 

particularly mood disorders, anxiety disorders, and personality disorders is well documented 

(O'Brien & Vincent, 2003). In general, QOL also seems to worsen in the presence of a mental 

illness. For individuals with AN, one study found that the presence of a comorbid Axis I or Axis 

II disorder was associated with worse QOL, particularly in the mental health domains (using SF-

36) (González-Pinto et al., 2004). However, Mond and colleagues (2005) concluded that 

comorbid symptoms of anxiety and depression did not account for differences in QOL in their 

sample of outpatients (Mond et al., 2005). A general trend has been documented such that as 

comorbid pathology increases, so does severity of eating pathology. As well, individuals with a 

diagnosis of AN or BN are also more likely to have an affective disorder diagnosis than those 

with EDNOS (Jenkins, Hoste, Meyer, & Blissett, 2011). Given the conflicting conclusions 

regarding the impact of comorbid disorders on QOL, it should continue to be studied.  

Quality of Life and Anorexia Nervosa 

  Keilen and colleagues (Keilen, Treasure, Schmidt, & Treasure, 1994) found that women 

with AN endorsed more problems with their social life, home relationships, and physical 

mobility compared to those with BN and healthy controls. Another study of 306 ED inpatients 

found that those with AN reported worse EDQOL compared to those with BN, and significantly 
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more impairment related to weight preoccupation (Abraham, Brown, Boyd, Luscombe, & 

Russell, 2006).  This pattern of results was replicated in a sample of 358 outpatients by Muñoz 

and colleagues (2009). Finally, 80 patients with AN, part of a larger treatment-seeking sample of 

156 individuals, reported statistically significant worse scores on the psychological domain of 

the EDQOL compared to those with EDNOS (Bamford & Sly, 2010).  

 In contrast, a small study of college students reported that those with a history of AN (n = 

7) had significantly higher (better) role emotional scores and mental component scores on the 

SF-36 compared to those with other EDs. Students with a history of AN also reported worse 

bodily pain scores (Doll et al., 2005). From a sample of 87 patients, Mond and colleagues (2005) 

found that patients with AN-restricting type had significantly higher (better) scores on the 

Mental Component Scale of the SF-12 and on the Social Relationships Scale of the WHOQOL-

BREF compared to patients with other ED diagnoses. These somewhat conflicting reports of the 

impact of AN on QOL may be related to the ego-syntonic nature of the disorder, meaning those 

with AN, in particular the restricting subtype, view aspects of the disorder as positive and deny 

its seriousness (Jenkins et al., 2011; Williams & Reid, 2010). 

 Looking at the impact of treatment on QOL, Muñoz and colleagues (2009) administered 

the EAT-26, HeRQoLED, and the SF-12 to 358 ED treatment-seeking patients at baseline and 

after one year of treatment. For patients with AN (n = 61), the only statistically significant 

changes observed were improvements in the domains of symptoms and restrictive behaviors. In 

contrast, the average physical role domain score actually increased after one year of treatment, 

indicating a decline in QOL. Another study recruited individuals with current and past EDs from 

the community to examine the association between QOL, measured by the SF-36, and eating 

pathology, measured by EDE-Q (de la Rie, Noordenbos, & van Furth, 2005). Patients with a 
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current ED had significantly worse QOL scores than patients with a past ED on the SF-36 

domains of Physical Role Functioning, Emotional Role Functioning, Vitality, General Health 

Perception, Social Functioning, and Mental Health. The only difference among ED diagnostic 

groups was that current AN and EDNOS patients reported poorer QOL than former patients on 

General Health Perception. Past ED patients had worse QOL than the normal reference group on 

all SF-36 domains except Bodily Pain. 

Quality of Life and Bulimia Nervosa 

 As evidenced by the discussion of QOL and AN, most studies find that the level of 

impairment caused by BN is less than that for AN, if any difference exists at all. Overall, 

individuals with EDs report worse QOL than healthy controls and a few studies have specifically 

compared BN to controls. Mond and colleagues (2005) showed that participants with BN 

reported lower (worse) scores compared to healthy controls on all four of their assessments of 

QOL (Mental and Physical Component scales of the SF-12 and the Psychological Health and 

Social Relationship scales of the WHOQOL-BREF) although the statistical significance of these 

differences was not tested.  

 Unfortunately little research has been conducted on the differences in QOL between 

individuals with the purging versus non-purging subtype of BN, probably because the latter 

subtype is rare and the distinction is not empirically supported. A couple of studies have found 

that the presence of purging behaviors negatively impacts QOL. In a sample of patients with AN, 

the presence of purging behaviors led to an eight-point reduction in the mental health component 

score of the SF-36 (González-Pinto et al., 2004). However, another study of a community sample 

of adult females suggested that was no difference in QOL scores, as measured by the SF-12, for 

people who used purging versus non-purging methods of weight control (Mond et al., 2006). 
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 The study by Muñoz and colleagues (2009) suggests that treatment positively affects 

QOL for individuals with BN, with patients (n = 47) showing improvement in all eight domains 

of the HeRQoLED. However, these changes were not statistically significant for the domains of 

restrictive behavior, body image, and physical role. These patients also experienced greatest 

improvement in the symptoms and emotional role domains compared to those with AN and 

EDNOS. 

Quality of Life and Binge Eating Disorder 

 Fewer studies have examined the impact of BED on QOL. However, an epidemiological 

study randomly surveyed 910 people from the community and compared three groups: obese 

individuals (n = 249), obese and non-obese individuals with BED (n = 60), and non-obese 

individuals without BED (n = 595) (Grucza, Przybeck, & Cloninger, 2007). Using the SF-12 to 

assess QOL, they found that individuals with BED scored significantly lower on the Mental 

Health Summary scale than the other groups, after controlling for sociodemographic factors and 

comorbid psychiatric disorders. There was no difference between the obese group and the 

healthy group on the Mental Health Summary scale. In contrast, individuals in the obese group 

and in the BED group did not differ in their scores on the Physical Health Summary scale, but 

both groups scored lower than the healthy group. Another study that found similar results was 

conducted with two samples of treatment-seeking obese individuals, consisting of 56 participants 

with BED and 62 obese participants without BED (Rieger, Wilfley, Stein, Marino, & Crow, 

2005). The Impact of Weight on Quality of Life Questionnaire-Lite (IWQOL-Lite) was used to 

assess QOL in five domains: Work, Public Distress, Sexual Life, Physical Function, and Self-

Esteem. BED participants scored significantly higher than obese, non-BED participants on all 

domains except Physical Functioning and on the total scale. Although BMI was significantly 
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positively correlated with the Public Distress and Physical Functioning domains in both groups, 

their average BMI was comparable so worse quality of life in the BED group cannot be 

attributed to higher BMI. 

 In terms of treatment, an intervention study compared the effects of cognitive behavioral 

therapy as treatment for obese individuals with and without BED to controls.  Although the 

individuals with BED lost less weight, they indicated greater improvement in HRQOL on all 

domains of the SF-36 as well as the Mental Component and Physical Component Summary 

scales (Marchesini et al., 2002).  

Summary 

 In summary, all EDs are serious mental health disorders that have severe medical 

consequences and the highest mortality rate of any mental disorder (Birmingham et al., 2005). 

Assessment of QOL of individuals suffering from an ED is an important construct that should be 

evaluated in addition to their medical and psychological symptoms and serves as an additional 

measure of clinical effectiveness of treatment. Results of studies comparing QOL across AN, 

BN, and BED are mixed, with some studies suggesting that individuals with AN have worse 

QOL and others suggesting that there is no difference across types. Extreme low or high BMI 

seems to affect QOL independent of the ED, and comorbid disorders seem to worsen QOL.  

Study Aims 

 The purpose of the current study is to replicate and extend the existing literature 

regarding QOL in persons with EDs by administering the Quality of Life Inventory (QOLI), a 

comprehensive QOL assessment, to a sample of individuals seeking inpatient treatment for an 

ED. To my knowledge, the QOLI has not previously been administered in an ED sample. 

Considered a generic QOL measure, it offers some unique advantages compared to other QOL 
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measures because it is very comprehensive, assessing 16 domains of life; it asks about the 

importance of a life domain as well as the individual’s satisfaction with it, yielding weighted 

domain and global scores of satisfaction; it also allows individuals to write comments about each 

domain, producing qualitative data in addition to quantitative scores. Previous studies that have 

examined QOL in this population have not used weighted measures that consider the importance 

of a domain to the individual, nor have they used measures that solicit qualitative data. 

 Furthermore, relatively few studies have examined QOL of an ED sample currently 

seeking inpatient treatment; more commonly samples of outpatients or patients seeking treatment 

in other clinical settings are used, as are community and student samples. The current study will 

examine factors such as type of ED, treatment history, comorbid disorders, and BMI in relation 

to the domains assessed by the QOLI. While these variables have been previously studied, some 

findings, such as whether QOL is worse for individuals with AN, are conflicting. Thus, the 

results of this study may help to clarify the association of these variables to QOL. In addition, 

this study may offer new data regarding the impact of EDs on certain domains of QOL that are 

unique to the QOLI and have not been included in other QOL assessments.  

 The aims of this study are: 1) to compare the QOLI global scores of this sample to other 

clinical and non-clinical groups, 2) to compare the QOLI domain and global scores of patients 

with AN and BN, 3) to determine whether specific ED symptoms and factors such as treatment 

history, presence of co-morbid disorders, and BMI are related to QOLI scores, and 4) to 

informally examine the qualitative data collected. The main hypotheses are: 1) the ED sample 

will have lower global QOLI scores than other clinical and non-clinical groups, 2) there will be 

no difference between AN and BN patient global scores but statistically significant differences 

between some domains will emerge, and 3) current BMI, current co-morbid disorders, and ED 
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symptoms of Restraint, Bulimia, and Body Dissatisfaction will be statistically significantly 

related to QOLI global scores. 
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CHAPTER 3 

METHODOLOGY 

Procedure and Participants 

 Eligible participants included males and females age 14-75 receiving treatment at a 

comprehensive, hospital-based inpatient eating disorder treatment program. During the intake 

process, all patients were informed of the study through a flyer, and if they expressed interest in 

participating study investigators were available to describe the study to patients and legal 

guardians in instances where the patient was a minor. Patients (and their guardians) gave consent 

(or assent) to participate in the study and completed the Diagnostic Interview Schedule (DIS), 

which is a structured interview to assess ED symptoms, and several self-report measures 

including the Eating Disorder Examination Questionnaire (EDE-Q) and the Eating Disorder 

Inventory (EDI). Total estimated time to complete the study was 1.5 hours. Patients did not 

receive compensation for participation in the study. Data collection occurred from August 2007 

to August 2009, and rate of participation was 48.2% (68/141). Data on non-participants was not 

available for comparison, so it is unknown whether there was a sample selection bias. The data 

presented below were collected as part of a larger assessment study conducted on the inpatient 

unit that investigated patients’ night eating behavior, general eating disorder symptoms and 

treatment history, and their caregivers’ experiences. Table 3 describes participant demographic 

characteristics. 
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Table 3 

Participant characteristics 

Characteristic Total Sample 
(N = 53) 

AN 
(N = 26) 

BN 
(N = 25) 

EDNOS 
(N = 2) 

Age (M, SD) 30.2, 11.4 30.4, 10.0 27.2, 10.1 52.5, 9.2 
% Female 92.7 92.3 96.0 100.0 
% Caucasian 96.4 100.0 96.0 100.0 
Current BMI kg/m2 (M, SD) 20.3, 8.3 16.2, 4.7 25.1, 9.4 20.4, 16.6 
Lowest BMI kg/m2 (M, SD) 16.43, 6.50 13.94, 4.24 19.43, 7.59 -- 
Comorbid disorders (M, SD) 1.17, 0.51 1.20, 0.50 1.16, 0.47 -- 
Treatment history (M, SD) 1.44, 1.42 1.73, 1.80 1.28, 0.89 --  
 

Measures 

Patient Medical Records 

Patient medical records were reviewed for the following: age, ethnicity, marital status, 

education level, current medications, medical conditions, other psychiatric diagnoses, and current 

BMI. Eating disorder diagnoses were also obtained from patient medical charts and used for all 

analyses.  

Diagnostic Interview Schedule, Version IV (DIS-IV) 

The DIS-IV (Robbins et al., 1995) is a structured interview used to obtain reliable and 

valid psychiatric diagnoses based on the Diagnostic and Statistical Manual of Mental Disorders-

IV (DSM-IV). Only Section K (Anorexia Nervosa/Bulimia) was used in the current study to 

assess ED symptom onset, course, and current status. Supplemental interview questions were 

included to gain specific information about ED treatment history. Self-reported lowest BMI was 

also obtained through this measure. The variables of number of previous treatments and lowest 

BMI were obtained from this measure and were used for all analyses. 



!

 32!

Eating Disorder Inventory (EDI-3) 

The EDI-3 (Garner, 2004) is a self-report questionnaire that contains 91 items comprising 

12 scales including three ED symptom scales: Drive for Thinness, Bulimia, and Body 

Dissatisfaction; and nine general psychological scales that are relevant to EDs including: Low 

Self-Esteem, Personal Alienation, Interpersonal Insecurity, Interpersonal Alienation, 

Interoceptive Deficits, Emotional Dysregulation, Perfectionism, Asceticism, and Maturity Fears. 

It also yields six composite scores that measure ED risk, Ineffectiveness, Interpersonal Problems, 

Affective Problems, Overcontrol, and general Psychological Maladjustment. Items are answered 

with a six-choice format and scores are calculated on a 0-4 scale, with higher scores indicating 

more pathology. This measure had been revised to yield subscales that reflect the nature of EDs 

as they are currently viewed (Garner, 2004). An independent validation study of the EDI-3 found 

that the interoceptive deficits subscale is the best predictor across all diagnoses (AN, BN, and 

partial AN/BN), followed by the low self-esteem and personal alienation subscales.  (Clausen, 

Rosenvinge, Friborg, & Rokkedal, 2011). Studies support a two-factor model of the EDI: an ED 

risk factor and a psychological disturbance factor (Clausen et al., 2011; Espelage et al., 2003). 

The EDI-3 demonstrates acceptable to good internal consistency (Cronbach’s alpha = .76-.92) in 

an ED patient sample (Clausen et al., 2011). 

Eating Disorder Examination Questionnaire (EDE-Q) 

 The EDE-Q (Fairburn & Beglin, 1994) is a 28-item self-report questionnaire that is based 

on the Eating Disorder Examination interview. The EDE-Q assesses ED behaviors and attitudes 

and yields a global score and four subscales: Restraint, Eating Concerns, Shape Concerns, and 

Weight Concerns. Items are rated on a seven-point forced-choice format (0 to 6), with higher 

scores reflecting greater severity or frequency of behavior. The EDE-Q also assesses the 
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frequency of binge eating behaviors, self-induced vomiting, laxative abuse, and excessive 

exercise over the past 28 days. Various factor structures, ranging from one-factor to four-factor 

models, of the EDE-Q have been tested, with a brief one-factor model consisting of eight Weight 

and Shape Concern items receiving the most support (Allen, Byrne, Lampard, Watson, & 

Fursland, 2011). The EDE-Q demonstrates acceptable to good internal consistency (Cronbach’s 

alpha = .70-.90) (Peterson et al., 2007) in various samples. 

Quality of Life Inventory (QOLI) 

The QOLI (Frisch, 1994) assesses satisfaction with regard to 16 domains (see Table 4), 

such as work and health, and provides an overall score of satisfaction with quality of life. This 

self-report instrument contains two questions for each domain: one with a three-point scale (zero 

to two) to assess importance of domain and one with a six-point scale (negative three to positive 

three) to assess satisfaction with domain. For example: “How important is health to your 

happiness; how satisfied are you with your health?” The importance score and the satisfaction 

score are multiplied together to yield a weighted score for each domain. The global score is the 

average of each domain. If a test-taker indicates no importance of a domain (score of zero), then 

that domain is not considered in the total global score. Raw domain scores may range from 

negative six to positive six. Lower scores indicate worse QOL. This measure also permits the 

test-taker to describe specific problems that interfere with satisfaction in each domain in an open-

ended format. 

This measure was standardized with a sample of 798 individuals from 12 states 

throughout the country (% while = 70, % female = 66). The average age of the standardization 

sample was 38.8 (SD = 12.0) and average education level was 15.5 (SD = 2.9). Standardization 

also indicated good convergent validity with the Satisfaction with Life Scale (SWLS) and the 
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Quality of Life Index (r = .56, p < .001 with SWLS; r = .75, p < .001 with Quality of Life Index) 

(Frisch, 1994). The QOLI demonstrates good internal consistency (Cronbach’s alpha = .77-.89) 

(Frisch, Cornell, Villanueva, & Retzlaff, 1992) in various samples. Chronbach’s alpha for the 

current sample was .75.  

Table 4 

Quality of Life Inventory domains 

 Domain Description 
Health Being physically fit, not sick, and without pain or disability. 
Self-
Esteem 

Liking and respecting yourself in light of your strengths and weaknesses, successes 
and failures, and ability to handle problems. 

Goals and 
Values 

Your beliefs about what matters most in life and how you should live, both now 
and in the future. This includes your goals in life, what you think is right or wrong, 
and the purpose or meaning of life as you see it. 

Money Money you earn, the things you own (like a car or furniture), and believing that 
you will have the money and things that you need in the future. 

Work Your career or how you spend most of your time. You may work at a job, at home 
taking care of your family, or at school as a student. Work includes your duties on 
the job, the money you earn (if any), and the people you work with. (If you are 
unemployed, retired, or can’t work, you can still answer these questions.) 

Play What you do in your free time to relax, have fun, or improve yourself. This could 
include watching movies, visiting friends, or pursuing a hobby like sports or 
gardening. 

Learning Gaining new skills or information about things that interest you. Learning can 
come from reading books or taking classes on subjects like history, car repair, or 
using a computer. 

Creativity Using your imagination to come up with new and clever ways to solve everyday 
problems or to pursue a hobby like painting, photography, or needlework. This can 
include decorating your home, playing the guitar, or finding a new way to solve a 
problem. 

Helping Helping others in need or helping to make your community a better place to live. 
Helping can be done on your own or in a group like a church, a neighborhood 
association, or a political party. Helping can include doing volunteer work at a 
school or giving money to a good cause. Helping means helping people who are 
not your friends or relatives. 

Love A very close romantic relationship with another person. Love usually includes 
sexual feelings and feeling loved, cared for, and understood. (If you do not have a 
love relationship, you can still answer these questions.) 

!
table!continues
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!
Domain Description 

Friends People (not relatives) you know well and care about who have interests and 
opinions like yours. Friends have fun together, talk about personal problems, 
and help each other out. (If you have no friends, you can still answer these 
questions.) 

Children How you get along with your child (or children). Think of how you get along as 
you care for, visit, or play with your child. (If you do not have children, you can 
still answer these questions.) 

Relatives How you get along with your parents, grandparents, brothers, sisters, aunts, 
uncles, and in-laws. Think about how you get along when you are doing things 
together like visiting, talking on the telephone, or helping each other out. (If you 
have no living relatives, blacken the 0 [“Not Important”] circle for question 25 
and do not answer question 26.) 

Home Where you live. It is your house or apartment and the yard around it. Think 
about how nice it looks, how big it is, and your rent or house payment. 

Neighborhood The area around your home. Think about how nice it looks, the amount of crime 
in the area, and how well you like the people. 

Community The whole city, town, or rural area where you live (it is not just your 
neighborhood). Community includes how nice the area looks, the amount of 
crime, and how well you like the people. It also includes places to go for fun 
like parks, concerts, sporting events, and restaurants. You may also consider the 
cost of things you need to buy, the availability of jobs, the government, schools, 
taxes, and pollution.  
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Statistical Analyses 

Hypothesis One 

 The first aim of this study is to compare standardized QOLI scores (t-scores) of the study 

sample to previously published scores of other clinical samples and of non-clinical samples, 

including an inpatient Veterans group, a recovered Veterans group, treatment-seeking group at a 

college counseling center, and an undergraduate group. It is hypothesized that the global QOLI 

score will be lower for patients with EDs compared non-clinical samples but that no statistically 

significant differences will be found between patients with ED and the clinical samples. 

Independent-samples t-tests will be conducted to test this hypothesis.  

Hypothesis Two 

 The second aim of this study is to compare the QOL of patients with AN and BN. It is 

hypothesized that these two patient groups will be equivalent on the global QOLI score; 

equivalency testing will be conducted to test this hypothesis. Equivalency testing was chosen as 

the method of analysis because its purpose is to determine whether two groups are sufficiently 

similar to be considered equivalent for clinical or practical purposes. This procedure is more 

appropriate to evaluate this hypothesis than traditional hypothesis testing, which determines 

whether two groups are significantly different from one another (Rogers, Howard, & Vessey, 

1993). The specific QOLI domains will be compared using independent samples t-tests because 

some statistically significant differences between groups are hypothesized to exist. Considering 

previous findings, differences in domains of Health, Friends, and Relatives were hypothesized to 

exist (Doll et al., 2005; Keilen et al., 1994; Mond et al., 2005). 
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Hypothesis Three 

 The third aim of this study is to determine whether treatment history, co-morbid 

disorders, BMI, and ED symptoms are related to QOLI global score. The EDI and EDE-Q 

composite scores will be used to assess ED symptomatology. Treatment history is quantified by 

number of previous ED treatment experiences obtained from the DIS, controlling for age. Co-

morbidity is quantified by number of current non-ED diagnoses, also obtained from the DIS. 

Finally, both current BMI at time of treatment intake as well as lowest lifetime BMI will be 

examined. All variables will be entered into a hierarchical multiple regression analysis, with age 

entered in Block 1; number of previous ED treatments, number of co-morbid disorders, current 

BMI, and lowest BMI entered in Block 2, and ED symptoms entered in Block 3. It is 

hypothesized that current BMI, number of co-morbid disorders, and ED symptoms of Restraint, 

Bulimia, and Body Dissatisfaction will be significantly related to QOLI global score. (Bamford 

& Sly, 2010)  

Qualitative Analysis 

 Qualitative data collected from the QOLI were informally examined to determine how 

many participants chose to respond to the questions, whether there was any variation in their 

responses between diagnostic groups, and whether formal qualitative analysis is warranted. The 

domains of Health, Friends, and Relatives were specifically reviewed because these were 

hypothesized to be significantly different between patients with AN and BN. 
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CHAPTER 4 

RESULTS 

Descriptive statistics 

 The mean global and domain QOLI T-scores for each patient group are presented in 

Table 5. The mean EDE-Q and EDI subscale scores are presented in Table 6. These means are 

comparable to previously reported clinical ED samples (Aardoom, Dingemans, Slof Op't Landt, 

& Van Furth, 2012; Clausen et al., 2011). Pearson correlations between the QOLI variables and 

ED variables were evaluated and are presented in Tables 7, 8, and 9. The EDE-Q subscales 

correlated significantly with some of the QOLI domains, as did the number of previous 

treatments.    

Table 5.  

Global and domain QOLI t-scores for patients with AN and BN 

 
 AN 

(n =26) 
BN 

(n = 25) 

Scale M SD M SD 

Global 31 1.39 32 1.70 
Health 25 2.82 29 3.31 
Self-esteem 13 2.68 20 3.19 
Goals-and-values 30 3.20 38 3.39 
Money 19 2.77 25 2.08 
Work 33 3.38 26 3.59 
Play 20 2.38 29 3.62 
Learning 39 3.74 29 3.24 
Creativity 31 2.60 26 3.09 
Helping 36 3.54 34 3.88 
Love 32 3.74 36 4.52 
Friends 37 3.84 37 3.86 
Children 33 3.06 41 4.44 
Relatives 27 3.51 45 3.59 
Home 32 3.67 32 3.53 
Neighborhood 37 2.62 38 2.70 
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Table 6.  

Average EDE-Q and EDI subscale scores 

Scale Mean SD 
EDE-Q Global 4.30 1.43 

EDE-Q Restraint 3.93 1.89 
EDE-Q Eating Concern 3.92 1.42 
EDE-Q Shape Concern 4.81 1.48 
EDE-Q Weight Concern 4.54 1.56 
EDI ED Risk Composite 144.30 21.21 
EDI Drive for Thinness 17.58 7.00 

EDI Bulimia 26.57 12.30 
EDI Body Dissatisfaction 36.92 3.63 
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Table 7. Correlations of QOLI and EDI scores 
 1. 2. 3. 4. 5. 6. 7. 8. 9. 10. 11. 12. 13. 14. 
1. Global QOL 1.0              
2. Health .36* 1.0             
3. Self-Esteem .43** .51** 1.0            
4. Goals-and-Values .58** .23* .31* 1.0           
5. Money .69** .20 .21 .53** 1.0          
6. Work .68** .30* .25 .45** .51** 1.0         
7. Play .57** .47** .18 .26 .28* .22 1.0        
8. Learning .70** .27* .39** .53** .47** .46** .25 1.0       
9. Creativity .63** .27* .25 .18 .30* .27 .25 .47** 1.0      
10. Helping .46** .03 .16 .30* .32* .23 .41** .53** .36** 1.0     
11. EDI Drive for Thinness .19 -.04 .26 .00 .20 .27 -.01 .10 .05 -.10 1.0    
12. EDI Bulimia .09 .00 .16 -.14 -.10 .25 -.18 .15 .17 .07 .37** 1.0   
13. EDI Body Dissatisfaction .12 .04 .11 .38** .18 .30* -.03 .17 .08 -.07 .40** .13 1.0  
14. EDI Composite Risk .16 -.30 -.03 .01 .01 .12 -.06 .27 .23 .35 -.21 .29 .13 1.0 
 
 15. 16. 17. 18. 19. 20. 21. 22. 23. 24. 25. 26. 
15. Global QOL 1.0            
16. Love .52** 1.0           
17. Friends .38* .04 1.0          
18. Children .31* .13 -.05 1.0         
19. Relatives .40** .24 .02 .03 1.0        
20. Home .42** .21 -.13 .15 .24 1.0       
21. Neighborhood .21 .17 -.12 .25 .25 .44** 1.0      
22. Community .14 -.13 -.9 .34* .25 .25 .56** 1.0     
23. EDI Drive for Thinness .19 .14 -.20 .07 .18 .22 .06 .16 1.0    
24. EDI Bulimia .09 .01 .09 -.15 -.15 -.04 .03 .03 .37** 1.0   
25. Body Dissatisfaction .12 -.06 -.11 -.05 .13 .04 -.22 .02 .40** .13 1.0  
26. EDI Composite Risk .16 .29 .13 .10 .06 -.15 -.01 -.12 -.21 .29 .13 1.0 
* Significant at p < .05, ** Significant at p < .01
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Table 8. Correlations of QOLI and EDE-Q scores 
 1. 2. 3. 4. 5. 6. 7. 8. 9. 10. 11. 12. 13. 14. 15. 
1. Global QOL 1.0               
2. Health .36* 1.0              
3. Self-Esteem .43** .51** 1.0             
4. Goals-and-Values .58** .23* .31* 1.0            
5. Money .69** .20 .21 .53** 1.0           
6. Work .68** .30* .25 .45** .51** 1.0          
7. Play .57** .47** .18 .26 .28* .22 1.0         
8. Learning .70** .27* .39** .53** .47** .46** .25 1.0        
9. Creativity .63** .27* .25 .18 .30* .27 .25 .47** 1.0       
10. Helping .46** .03 .16 .30* .32* .23 .41** .53** .36** 1.0      
11. EDE-Q Restraint  -.14 .03 -.16 -.06 -.09 -.21 -.01 -.08 .00 .24 1.0     
12. EDE-Q Eating Concern -.22 .00 -.17 -.01 -.13 -.33* -.12 -.11 -.15 .07 .68** 1.0    
13. EDE-Q Shape Concern -.27 -.09 -.38** -.12 -.15 -.32* -.05 -.20 -.10 .12 .65** .13 1.0   
14. EDE-Q Weight Concern -.24 -.07 -.30* -.03 -.12 -.33* -.08 -.23 -.13 .06 .39 .71** .77** 1.0  
15. EDE-Q Global -.25 -.03 -.29* -.07 -.14 -.33* -.06 -.17 -.10 .14 .52* .87* .88** .94** 1.0 

 
 16. 17. 18. 19. 20. 21. 22. 23. 24. 25. 26. 27. 28. 
16. Global QOL 1.0             
17. Love .52** 1.0            
18. Friends .38* .04 1.0           
19. Children .31* .13 -.05 1.0          
20. Relatives .40** .24 .02 .03 1.0         
21. Home .42** .21 -.13 .15 .24 1.0        
22. Neighborhood .21 .17 -.12 .25 .25 .44** 1.0       
23. Community .14 -.13 -.9 .34* .25 .25 .56** 1.0      
24. EDE-Q Restraint  -.14 -.10 .23 -.10 -.30* -.20 -.16 -.31* 1.0     
25. EDE-Q Eating Concern -.22 .05 -.03 -.13 -.23 -.12 -.10 -.23 .68** 1.0    
26. EDE-Q Shape Concern -.27 -.19 .05 -.05 .23 -.06 -.04 -.22 .65** .13 1.0   
27. EDE-Q Weight Concern -.24 -.13 .08 -.06 -.20 -.06 -.06 -.23 .39 .71** .77** 1.0  
28. EDE-Q Global -.25 -.11 .11 -.10 -.27* -.13 -.11 -.29* .52* .87** .88** .94** 1.0 
* Significant at p < .05, ** Significant at p < .01
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Table 9  

Correlations of global QOLI scores and eating disorder factors 

 Comorbid 
disorders 

Previous 
treatments 

Current 
BMI 

Lowest 
BMI 

Global Quality 
of Life 

Comorbid 
disorders 

1.0     

Previous 
treatments 

.13 1.0    

Current BMI .06 -.13 1.0   
Lowest BMI -.03 -.19 .91** 1.0  
Global Quality 
of Life 

-.19 -.34* -.17 -.16 1.0 

* Significant at p < .05, ** Significant at p < .00 
 
 

Hypothesis One: ED patients will have significantly worse global QOLI scores 

compared to other groups 

 Independent-samples t-tests were conducted to test hypothesis one. It was 

hypothesized that the global QOLI score would be lower for patients with EDs compared to 

non-clinical samples. There were significant differences in the global QOLI scores for ED 

and recovered VA groups; t (92) = -11.32, p = .00. Global QOLI scores were also 

significantly different for ED and Offender groups; t (22) = -3.58, p = .00. The global QOLI 

scores for both college samples were also significantly different that the ED sample; for 

counseling center, t (150) = -8.52, p = .00; for general undergraduates, t (79) = -16.56, p = 

.00. Significant differences were not found between the ED sample and the VA inpatient and 

private inpatient groups. Mean (SD) global QOLI scores are presented for each group in 

Table 10. 
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Table 10  

Average global QOLI scores for clinical and nonclinical samples 

 Eating 
disorder 

VA 
inpatient 

VA 
recovered 

Private 
inpatient 

Counseling 
center 

Undergraduate Offender 

M .06 .08 2.76 .97 1.77 2.63 1.73 
SD 1.03 1.88 1.38 2.03 1.62 1.11 1.94 
Note. Higher scores indicate higher (better) quality of life. 

 

Hypothesis Two: Global QOLI scores will be statistically equivalent for patients with 

AN and BN 

 A combination of equivalency testing and traditional t-tests was used to test the 

components of hypothesis two. As recommended by Rogers and colleagues (Rogers et al., 

1993) the following steps were taken to determine whether patients with AN and BN have 

statistically equivalent global QOLI scores. First, it was determined a priori that difference of 

less than 20% from the mean would indicate equivalence. In other words, if global QOLI 

scores for patients with AN and patients with BN differed from the overall mean global 

QOLI score by 20% or less, they would be considered statistically equivalent. A small study 

(n = 13) testing QOLI sensitivity to clinical treatment of depression resulted in a change of 

about two points on the QOLI global score pre- to post-treatment (Frisch, 1994). Therefore, 

20% was selected as the equivalency criterion because this was approximately two points of 

the ED sample’s global QOLI score. Next, two one-sided hypothesis tests were conducted 

where test one seeks to reject a null hypothesis that the difference between the two means is 

less than the lower acceptable bound and test two seeks to reject the null hypothesis that the 

difference is greater than or equal to the larger bound. Both one-sided tests must be rejected. 

The global QOLI score was statistically equivalent between patients with AN and BN. For 
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the second component of hypothesis two, the results of t-tests indicated statistically 

significant differences in only one domain, Relatives. Results of these tests are presented in 

Tables 11 and 12. 

Table 11 

Equivalency test results for global QOLI scores of patients with AN versus BN 

 Anorexia Nervosa 
(n =26) 

Bulimia Nervosa 
(n = 25) 

Difference Equivalence b 
Scale M SD M SD M SE Equivalence 

Criterion a 
z p 

Global 31 1.39 32 1.70 1 .67 +/- 6.30 7.91 .000* 
a Equivalence criterion is based on +/- 20% of overall group mean for each scale. 
b The largest p value of the two one-sided t-tests has been reported 
* p < .05 for equivalency, per each one-tailed test indicating statistical equivalency   
 

Table 12 

T-tests of QOLI domain scores of patients with AN versus BN 

!

Note. * = p ≤ .05. Standard Deviations appear in parentheses below means.!

 ED Diagnosis   
 AN Mean (SD) BN Mean (SD) t df 

Health -.58 (2.82) -.17 (3.32) -.472 48 
Self Esteem -2.21 (2.68) -2.58 (3.19) .448 48 

Goals-and-Values .02 (3.20) 1.04 (3.39) -1.097 48 
Money -1.44 (2.77) -.67 (2.08) -1.114 48 
Work .40 (3.38) -.50 (3.59) .904 47 
Play -1.27 (2.38) -.21 (3.62) -1.234 48 

Learn 1.19 (3.74) -.17 (3.24) 1.368 48 
Create .12 (2.60) -.50 (3.09) .764 48 
Help .69 (3.54) .50 (3.88) .183 48 
Love .24 (3.74) .83 (4.52) -.501 47 

Friends .92 (3.84) .92 (3.86) .003 47 
Children .38 (1.42) 3.06 (4.44) -.963 48 
Relatives -.35 (1.92) 3.51 (3.59) -2.254* 48 

Home .19 (3.69) .17 (3.53) .025 48 
Neighborhood .85 (2.62) 1.04 (2.70) -.259 47 
Community 1.50 (2.69) 1.50 (1.69) .000 48 
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Hypothesis Three: treatment history, co-morbid disorders, BMI, and ED symptoms are 

related to QOLI global score 

 A hierarchical multiple regression analysis was conducted to test hypothesis three. 

Patient age was entered in Block 1; number of previous ED treatments, number of co-morbid 

disorders, current BMI, and lowest BMI were entered in Block 2, and ED symptoms were 

entered in Block 3. None of the variables entered into the regression analysis was significant 

predictors. The overall model explained 37.9% of the variance in QOLI global scores (R2 = 

.379) and ED symptomatology (block 3) explained 24.8% of the variance in QOLI global 

scores (ΔR2 = .248). Results of this analysis are presented in Table 13.  

Table 13 

Hierarchical multiple regression of QOLI global score 

Block 1  Block 2  Block 3 
Variable B!(SE) β  B!(SE) β  B!(SE) β 

(Constant) 1.466 
(1.635) 

  2.486 
(2.529) 

  -1.040 
(3.164) 

 

Age -.030 (.061) -
.126 

 .008 (.077) .032  .027 (.079) .114 

Current BMI -   -.078 (.138) -
.317 

 -.059 (.129) -.239 

Previous 
Treatments 

-   -.228 (.495) -
.140 

 -.718 (.531) -.439 

Co-morbid 
disorders 

-   -.731 (.966) -
.248 

 -.548 (.908) -.186 

Lowest BMI -   .056 (.177) .171  -.008 (.180) -.025 
EDI Composite    -   .051 (.028) .677 
EDE-Q Global    -   -.673 (.518) -.483 

Adjusted!R2!
-.050   -.264   -.104  

F!(df1,!df2)! .240 (1, 15)   .364 (4, 11)   1.80 (2, 9)  
ΔR2! -   .115   .248  

Note.!For!Block!2!ΔR2,!F!(11,!16)!=!0.331,!not!significant.!For!Block!3!ΔR2,!F!(9,!16)!=!
0.785,!not!significant.!The!overall!model!was!not!statistically!significant!
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Examination of QOLI Qualitative Data 

! An informal examination of the qualitative responses of the QOLI indicated that the 

majority of participants responded to the questions (see Table 14); this is presented as 

optional in the questionnaire. The example responses in Table 15 illustrate ways in which the 

patients’ EDs have directly and indirectly impacted their quality of life in several domains. 

The domains of Health, Friends, and Relatives were examined more closely because the 

quantitative responses were hypothesized to be statistically significantly different between 

diagnostic groups.  

 For the Health domain, 91% of patients with AN responded and 100% of patients 

with BN responded. Overall, the content of qualitative responses were similar between 

groups for this domain. Patients with AN wrote that their ED and/or symptoms of their ED 

such as tiredness, gastrointestinal problems, or low weight contributed to their low 

satisfaction with their health. Another response of patients with AN was that lack of exercise 

negatively affected their health satisfaction. Others simply wrote that their health is poor or 

in jeopardy. Notably, one person wrote, “I feel my health is reasonably good.” Patients with 

BN identified their ED and/or symptoms such as heart palpitations, bone density, or teeth 

problems as reasons for dissatisfaction with health. Others wrote that their weight or lack of 

exercise were problematic.  

 For the Friends domain, 83% of patients with AN and 83% of patients with BN 

responded. Responses had some similar themes for both diagnostic groups. For example, 

both groups said that their ED impairs their friendships, that they isolated themselves, that 

they have trust issues with friends, that friends don’t live close, or that they don’t have any 

friends.  
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 Finally, for the Relatives domain, 87% of patients with AN responded and 75% of 

patients with BN responded. Patients with AN wrote that their ED caused them to isolate 

themselves or miss out on family activities. Others wrote that their ED caused family tension 

or caused their relatives to withdraw. Another common theme is that patients with AN felt 

ashamed of failure or that family put pressure on them. Patients with BN wrote that they 

simply don’t get along with relatives or that they avoid or withdraw from their families. 

Some also wrote about family expectations that impacted their satisfaction in this domain. 

Three patients with BN specifically wrote positive responses about their family/relatives, but 

no patients with AN wrote positive responses about family/relatives.  

Table 14 

Number of qualitative responses to each QOLI domain 

Domain Number of responses 
Health 58 

Self-esteem 53 
Goals-and-values 48 

Money 53 
Work 49 
Play 52 

Learning 46 
Creativity 43 
Helping 50 

Love 45 
Friends 48 
Children 33 
Relatives 48 

Home 44 
Neighborhood 33 
Community 39 
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Table 15 

Examples of qualitative responses on the QOLI 

QOLI Domain AN  BN  
Health Fatigue, weakness, tiredness, irritability, 

want to be most healthy person 
Bulimia nervosa affects my 
health; loss of ability to 
concentrate; osteopenia 

Self-Esteem Self-discipline, comparison with other 
people, really harsh on myself 

Not doing as well in school as 
I’d like to; rejection from guys 

Goals and 
Values 

Perfection, rigidity, control, high 
expectations, afraid to fail 

Guys, bulimia, alcohol 

Money Rigidity, control, afraid to spend too 
much 

Bulimia, spend $30-50 on binge 
food/day 

Work Perfection, people-pleaser, lots of gossip 
and groupies 

Late to work, angering 
coworkers because I am busy 
with eating disorder 

Play Afraid to open up, ashamed of self, don’t 
want to embarrass myself 

Less time to allocate to play 
because of eating disorder 

Learning Perfection, want to learn everything 
possible 

Loss of ability to concentrate 
due to numbness and highness 
and loss of sleep due to bulimia 

Creativity I know I write well, but all I write about 
is ED-related and therefore a sad subject 

I feel the only creativity I have 
is finding a way to binge and 
purge 

Helping Want to help everyone in need, do too 
much, people end up expecting a lot 
from me, people end up taking advantage 
of my willingness to help 

Can’t help myself so I can’t 
help others 
 

Love I feel like I can’t do anything to 
[partner’s] satisfaction, ashamed of 
failure 

Emotionally unavailable due to 
eating disorder 

Friends I am afraid to eat around them and 
they’ll judge me and think I’m eating a 
lot, afraid of over-commitment 

Push friends away to allow 
room for eating disorder 

Children Lack of menstruation, difference in 
raising techniques than [partner] 

I love and adore my nephew and 
nieces, however I have missed 
out on many activities with 
them because of ED 

Relatives Ashamed of failure I avoid relatives to hide my 
problems 

!
!

table!continues
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!
QOLI Domain AN  BN  
Home My perfectionism to keep the house 

clean 
I eat all their food and throw it 
up 

Neighborhood Afraid of having over-commitment or 
having unwanted visits, embarrassment 
of anorexia 

Live right by grocery story 
which leads to binging and 
purging 

Community The people, will always be known as 
“[patient’s name] with problems” 

My community is just fine. Not 
in the financial position to move 
right now  
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CHAPTER 5 

DISCUSSION 

 The purpose of this study was to replicate and extend the existing literature regarding 

QOL in people with EDs by administering the QOLI to people seeking inpatient treatment 

for an ED. Specifically global QOLI scores were compared between the ED group and other 

clinical and non-clinical groups using t-tests. Domain and global QOLI scores were 

compared between patients with AN and BN using equivalency testing and traditional 

significance testing. Factors such as treatment history, comorbid disorders, and ED 

symptoms were examined to see how they related to global QOLI scores using a multiple 

hierarchical regressing analysis. Finally, qualitative data from the QOLI were informally 

examined. 

 The first hypothesis was supported; there were no statistically significant differences 

in global QOLI scores between the ED group and other clinical groups (VA inpatient and 

private inpatient). The ED group had significantly lower (worse) global QOLI scores than 

non-clinical groups (recovered VA and Offender groups) and student groups (college 

counseling center and general undergraduates). Descriptions of these clinical and non-clinical 

samples that served as comparison groups for the current analysis have been previously 

published (Frisch et al., 1992). Briefly, the private inpatient sample was comprised of 18 

patients admitted to the drug and alcohol abuse treatment unit of a private psychiatric 

hospital and the inpatient VA sample was comprised of 54 patients admitted to an alcohol 

rehabilitation unit. The recovered VA group was comprised of 51 individuals who 

successfully completed an inpatient alcoholic treatment program and achieved at least two 

years of sobriety. The counseling center sample included 127 college students and data were 
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collected prior to their intake interview at the counseling center. The undergraduate sample 

included 272 undergraduate psychology students. Finally, the offender sample was 

comprised of 19 individuals residing in a halfway house for criminal offenders on probation.  

 Although an advantage of generic QOL measures is that they can be used across 

disorders/diseases, there are relatively little data comparing the QOL of people with an ED to 

other clinical samples. These results suggest that other disorders, such as substance 

dependence, lead to similar levels of impairment as EDs across a variety of domains as 

assessed by the QOLI.  

 However, QOL for individuals with an ED has been compared to controls or non-

clinical groups in previous studies and the current results based on the QOLI replicate those 

findings. Specifically, QOL is statistically significantly worse for individuals suffering from 

an ED compared to controls. Furthermore, because the QOLI assesses several very broad 

domains, some of which are not included in other QOL measures, the current results extend 

previous findings indicating that this pattern holds up for these additional domains. These 

results also suggest that the QOLI is sensitive to detect the clinical significance of EDs.  

 The second hypothesis yielded some interesting results, both supporting existing 

findings and extending them. The mean global QOLI scores for patients with AN and 

patients with BN were in fact statistically equivalent, supporting hypothesis two. These 

results support previous research which suggests that patients with AN and BN have similar 

levels of QOL (Mond et al., 2005; Sanftner, 2011) and refutes other findings which suggest 

patients with AN have worse QOL (Abraham et al., 2006; Muñoz et al., 2009). In addition, 

the QOLI permitted examination of life domains to determine whether there were differences 

on specific domains between ED groups. It was hypothesized that the patient groups would 
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have statistically significant differences on Health, Friends and Relatives in particular. The 

only statistically significant difference that emerged, however, was for the domain of 

Relatives. Overall, these results support previous research that indicates no significant 

differences in QOL between people with AN and BN, extending it to include these QOLI 

domains that are not assessed with other QOL measures. The exception is the domain of 

Relatives, for which patients with AN reported worse QOL. This finding is in support of 

Keilen and colleagues (Keilen et al., 1994) who found that patients with AN reported 

significantly worse QOL in social relationships and home life compared to patients with BN. 

The qualitative data support this finding, as patients with AN consistently wrote about 

problems with family/relatives but some patients with BN wrote positive comments. For 

example, one patient with BN wrote, “Parents, sister, and brother are very supportive.” A 

typical response for a patient with AN was, “I’ve pushed them away.” The domains of Health 

and Friends shared similar themes across diagnostic groups, supporting the quantitative 

findings.  

 The third hypothesis was not supported; no factors of treatment history, comorbid 

disorders, or ED symptoms were significantly related to global QOLI score. In contrast, 

previous research does support associations between BMI and QOL, comorbidity and QOL, 

and certain ED symptoms/risk and QOL, as previously discussed. When considered all 

together in a hierarchical multiple regression analysis, none of these factors were significant. 

While none of the variables in the equation significantly predicted global QOLI scores, 

collectively they accounted for 37.9% of the variance in global OQLI scores. Failure to reach 

significance in regression may be attributed to small sample size and/or lack of variation in 

the variables. It is also important to consider the psychometric properties of the ED 
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assessments used. Alternatively, there may truly be no association between QOLI scores and 

BMI, treatment history, comorbid disorders, and ED symptoms, contrary to previous 

findings. Another consideration in failing to replicate past findings is that the current 

inpatient sample may be more ill than previous study samples. The current sample was 

hospitalized and presumably experienced loss of autonomy while in that environment and 

suffered more serious health complications compared to outpatient samples. It is therefore 

possible that the sample’s poor QOL scores are a reflection of being hospitalized and their 

seriously ill state overall rather than the ED diagnosis.  

 However, Bamford and Sly (2010) found a significant association between BMI, ED 

severity quantified by global EDE-Q, and QOL assessed with the EDQOL instrument. They 

did not find significant associations between ED duration, ED diagnosis, and EDQOL, 

contrary to other published findings. Jenkins and colleagues (Jenkins et al., 2011) found that 

QOL worsens as the number of co-morbid disorders increases. The current results do not 

support this trend either. However, Mond and colleagues (2005) concluded that comorbid 

symptoms of anxiety and depression did not account for differences in QOL in their sample 

of ED outpatients. It is possible that this finding is reflected in these results, but the type of 

comorbid disorder was not factored into the current analysis. Another possible explanation 

for discrepancies in findings is the use of different QOL measures. Perhaps the QOLI, being 

a generic measure, reflects associations with overall negative affect and not ED symptoms 

specifically. Most previous studies have used either health-specific of ED-specific QOL 

measures. Future research should continue to evaluate these associations in larger and more 

varied samples.  
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 The qualitative responses are also worthy of discussion, even though they were not 

formally analyzed for the current study. As demonstrated by sample responses in Table 15 

and review of the responses for Health, Friends, and Relatives domains, the qualitative 

portion of the QOLI offers valuable information that further explains the quantitative 

responses. These responses can also reveal which domains the ED affects directly, indirectly, 

or not at all. For example, not many patients wrote about problems that impacted their 

satisfaction of Neighborhood or Community domains. One patient wrote for the domain of 

Creativity, “My eating disorder is my hobby—I know, not a good one.” A brief reading of all 

responses also revealed that many patients with both AN and BN wrote about problems with 

concentration, and this negatively affected their satisfaction with domains of Learning, Work, 

and Goals-and-Values. Some patients specifically indicated that their ED affected all of the 

domains, whereas other patients wrote that their ED only affected one or a few domains such 

as Health. Although the QOLI is a generic QOL measure, these free-response questions 

allow it to become specific to an individual’s problems. For example, it could become clear 

that a person endorses a poor response for Self-Esteem because she feels bad about her body. 

In contrast, another person could endorse a poor response for this domain because he just lost 

his job and feels bad about himself. 

 Both quantitative and qualitative responses could also be valuable for an individual’s 

treatment; it is an efficient way for a clinician to get a sense of which life domains are most 

impaired and why. The QOLI manual (Frisch, 1994) briefly discusses the implications of the 

QOLI for treatment purposes and states that the measure’s treatment utility has been 

evaluated informally and through case studies. It would be interesting to formally evaluate 

the utility of the QOLI in the treatment of EDs.  



!

   55!

 Overall, the results of this study suggest that the QOLI may be considered another 

useful generic QOL instrument to be administered to patients with an ED, although 

additional research is warranted. Future research could validate the QOLI in an ED 

population by examining reliability and validity and specifically study how the QOLI 

performs compared to other generic and ED-specific QOL measures. It would also be 

interesting to examine treatment utility of the QOLI and its sensitivity to change in ED 

symptoms. Finally, research from clinicians’ perspective regarding the treatment utility of the 

QOLI and its qualitative responses in particular, would also be valuable to learn. 

 This study has some limitations that should be noted. First, the sample size may have 

limited the ability to detect effects and the sample is homogenous in terms of race and 

gender. However, because EDs are rare it is actually an acceptable sample size for this 

population. This sample was also severely ill, being hospitalized for their eating disorder, so 

results cannot be generalized to less ill people. In addition, this sample may contain a 

selection bias, as patients completed questionnaires voluntarily; patients did not receive 

financial compensation. Finally, although comorbid data about diagnoses were collected, 

measures of mood, anxiety, and other variables were not collected concurrently with QOLI 

data. Therefore, one cannot determine a causal association between ED symptoms and QOLI 

scores; the results and conclusions presented are only correlational in nature. 

 This was the first study to evaluate the QOLI in an ED sample. Because the QOLI 

assesses 16 different domains, some of which are not included in other QOL measures, these 

results revealed new information about how people with an ED experience these domains. 

Overall QOL as measured by the QOLI indicates that patients suffering from an ED report 

QOL comparable to persons seeking inpatient treatment for substance abuse. Results were in 
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line with some previous findings that indicate no significant difference in global QOL 

between diagnostic groups, with the exception of the Relatives domain. Finally, results did 

not support a direct association between BMI, comorbid disorders, treatment history, or ED 

symptomatology and global QOLI scores. Previous findings regarding these associations 

have been somewhat mixed, so the current results may help clarify some of these 

associations. Finally, the QOLI may be a useful measure to administer to an ED population 

in the future and particularly informative to ED treatment.!
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