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Abstract
Purpose

A signi�cant proportion of adolescents with anorexia nervosa (AN) or atypical anorexia nervosa (AAN)
experience premorbid overweight/obesity, yet distinct characteristics among this subset of patients remain
unclear. This study examined eating disorder (ED) symptom severity, psychological morbidity, and weight
stigma in patients with premorbid overweight/obesity as compared to patients with premorbid normal
weights.

Methods

Participants included adolescents with AN or AAN (aged 12-18) who received multidisciplinary treatment at
a pediatric medical center in the United States. ED symptoms, anxiety, and depression were compared
among patients with premorbid overweight/obesity (n = 43) and premorbid normal weights (n =
63). Associations between weight stigma, ED severity, and psychological morbidity were also examined.

Results

Patients with premorbid overweight/obesity reported greater ED severity (p = .04), anxiety (p < .003),
depression (p = .02), and a higher frequency of weight-based teasing by peers (p = .003) and parent weight
talk about their own weights (p < .001). Weight-based teasing was positively associated with ED symptoms,
anxiety, and depression for all patients, regardless of premorbid weight status.

Conclusions

Adolescents with AN or AAN and a history of overweight/obesity may present with greater ED symptom
severity and psychological morbidity than patients with normal weight histories. Distinct prevention and
treatment interventions for adolescents with AN or AAN and premorbid overweight/obesity may be
warranted.

Level of Evidence

Level III, case-control analytic study

Introduction
Research suggests that up to one-third of adolescents with anorexia nervosa (AN), atypical anorexia
nervosa (AAN), or prior to DSM-5 [1], eating disorder not otherwise speci�ed with dietary restriction (EDNOS-
DR), have a history of overweight or obesity [2 - 4]. Compared to patients with premorbid normal weights,
those with a history of overweight/obesity and AN/AAN or EDNOS-DR are more likely to present for
treatment at a categorically normal body mass index (BMI), yet following a greater percent weight loss [2 –
4]. Further, this subset of patients often presents with similar or more severe physical complications of their
ED than those with premorbid normal weights [2, 4, 5], likely re�ecting �ndings that total percent weight loss
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predicts physical sequelae in EDs [5, 6]. Of grave concern, adolescents with AN/AAN or EDNOS-DR and a
history of overweight/obesity are more likely to experience diagnostic delays [3, 4, 7], which is a negative
prognostic factor in ED recovery [8] and are less likely to be medically hospitalized for physical sequelae [2].

To our knowledge, ED symptom severity and psychological morbidity among adolescents with AN/AAN and
premorbid overweight/obesity remains understudied. In a sample of females with various EDs, Swenne
(2016) found commensurate ED symptomatology and depression for patients with premorbid BMIs in the
normal, overweight, and obesity ranges [9]. However, the diverse diagnostic sample in Swenne’s study
precludes the generalizability of these �ndings to youth with AN/AAN. Prior research has also compared
adolescents with AN or AAN, thus examining the association between presenting BMI and clinical
characteristics across diagnoses. In these studies, adolescents with AAN have demonstrated similar or
greater ED symptom severity than AN counterparts and similar levels of psychological comorbidity [7, 9,
10]. Since a signi�cant proportion of adolescents with AAN experience overweight/obesity prior to illness
onset [7], similar trends could exist in AN/AAN across premorbid BMI classes. Weight suppression could
also account for differences in ED symptomatology and mental health symptoms in adolescents with
AN/AAN, independent of premorbid weight status. Weight suppression (WS) is de�ned as the difference
between an adult’s highest premorbid and presenting weights and, in youth, the difference between
premorbid and presenting BMI percentiles to account for growth [11, 12]. Whereas a positive association
between WS, ED symptom severity, and psychological distress has been evidenced in adults with EDs [13,
14], the impact of WS on psychological characteristics remains understudied in adolescents. 

For adolescents with AN/AAN and premorbid overweight/obesity, historical weight stigmatizing
experiences, coupled with extant reinforcement for weight loss could perpetuate ED symptom severity and
psychological comorbidities, potentially exceeding that experienced by adolescents with premorbid normal
weights [15]. Growing rates of overweight/obesity have prompted widespread initiatives to mitigate the
“obesity epidemic” that though well-intentioned, can inadvertently perpetuate weight stigma among
adolescents [16, 17]. Whereas weight loss may be medically indicated to optimize health among youth with
overweight/obesity, it remains unclear how these messages are internalized and to what extent they impact
engagement in disordered eating behaviors [18]. Further, youth today are inundated with sociocultural
messages that glorify thinness, promote dieting, and assert that obesity is always a dangerous health
condition [19 – 22]. Lastly, weight stigma has consistently been associated with adverse physical,
psychological, and social outcomes, and is an identi�ed risk factor for ED development [23 – 25].

The primary aim of this study was to assess ED symptom severity and psychological morbidity among the
subset of adolescents with AN/AAN and a history of overweight/obesity, as compared to adolescents with
AN/AAN and premorbid normal weights. We also aimed to examine the association between weight stigma,
ED symptoms, and psychological morbidity in adolescents with AN/AAN. We were particularly interested in
weight-based teasing and parent weight talk, as these experiences are more prevalent among adolescents
with overweight/obesity [26 – 28] and have been associated with ED behaviors and poorer mental health
[26, 29 – 32]. We hypothesized that adolescents with AN/AAN and premorbid overweight/obesity would
report greater ED symptomatology and psychological morbidity than premorbid normal weight
counterparts, and that these symptoms would be positively associated with weight-based teasing and
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parent weight talk. Findings from this study could offer novel insights about the subset of adolescents with
AN/AAN and premorbid overweight/obesity that could guide distinct prevention and treatment efforts.

Methods
Patients were identi�ed via retrospective chart review and included 106 adolescents (aged 12-18), newly
diagnosed with AN or AAN at a large pediatric medical center in the Midwestern United States between July
2017 and December 2019. All patients received specialized ED treatment within a multidisciplinary
outpatient program (n = 30; 28.3% of total sample) or while medically hospitalized for acute complications
of AN or AAN (n = 76; 71.7% of total sample). Forty-four patients in our sample (41.5%) met DSM-5
diagnostic criteria for AN [1] and 62 patients (58.5%) met criteria for AAN, as de�ned by DSM-5 criteria for
AN, apart from being categorically underweight (i.e., percent median body mass index (%mBMI) for age-
and-sex < 15th percentile) [33]. Patients were classi�ed by premorbid weight class, as de�ned by the Center
for Disease Control [33], with %mBMI ≥ 95th representing obesity; %mBMI ≥ 85th but < 95th representing
overweight; and %mBMI < 85th percentile representing normal weight. Approximately 40% of our sample
experienced premorbid overweight/obesity (n = 43), including 21 patients with premorbid overweight (19.8%
of total sample) and 22 patients with premorbid obesity (20.8% of total sample). Sixty-three participants
(59.4%) in our sample were of premorbid normal weight status. No patients in our sample were of
premorbid underweight status. Premorbid %mBMI was determined via electronic chart review, representing
the highest electronically recorded weight and height values that individuals had ever reached. Notably, at
our institution, patients’ electronic medical records (EMRs) include growth data from past visits within our
institution, as well as growth data obtained from community-based providers with compatible EMR
platforms. Further, for patients seen within our ED program who have limited historical growth data in their
EMRs, we request paper growth records from past providers, and all acquired data is hand-entered into
EMRs. Thus, historical growth data is often comprehensive and facilitates a clear picture of premorbid
growth for patients. As such, in our study, comprehensive growth data was available for 92.5% of patients
(n = 98). For 8 patients (7.5% of total sample), premorbid weights were obtained via patient and/or
caregiver self-report.

All patients completed a comprehensive psychosocial battery at treatment outset, in line with standard
clinical care within our institutional ED program, and parents completed a brief demographic questionnaire.
This study was approved by the Institutional Review Board and informed consent and assent were obtained
from all patients and caregivers.

Medical chart review

The following variables were extracted from electronic medical records (EMRs): patient age at intake, sex,
ED diagnosis (AN or AAN), intake weight (kg) and height (cm), intake %mBMI, intake BMI z-score (BMIz),
highest premorbid weight (kg) and height (cm), highest premorbid %mBMI, highest premorbid BMIz, illness
duration (months), and care status (inpatient or outpatient). Percent weight loss was calculated by
subtracting intake weight from premorbid weight, dividing by premorbid weight, and multiplying by 100.
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Weight suppression (WS) was calculated by subtracting intake BMIz from highest premorbid BMIz, in line
with Accurso and colleagues [11].

Psychosocial assessment battery

Eating disorder symptoms

ED symptom severity was assessed with the Eating Disorder Examination-Questionnaire (EDE-Q) [34]. The
EDE-Q Global score and the four EDE-Q subscale scores, Restraint, Shape Concern, Weight Concern, and
Eating Concern, were used in analyses with higher scores indicating greater ED symptom severity. The EDE-
Q is widely used in research with male and female adolescents diagnosed with ED with diagnoses of AN or
AAN [35 – 38]. The EDE-Q is considered to have acceptable validity and reliability among adolescents [39].

Psychological symptoms

Symptoms of depression and anxiety were measured with the Total Anxiety and Major Depression scales of
the Revised Child Anxiety and Depression Scale (RCADS) [40]. The RCADS is noted to have adequate
factorial, convergent, and discriminant validity among clinical samples [41] and acceptable reliability [42].
Percentile scores for age and sex were calculated for each scale and used in analyses. 

Weight-based teasing and parent weight talk

The frequency of historical weight-based teasing was assessed with three items rated on a 5-point Likert
scale ranging from 1 (“never”) to 5 (“all of the time”), including “How often have other kids teased you
about your weight?”, “How often have your parents teased you about your weight?”, and “How often have
your siblings teased you about your weight?” Two additional items assessed the frequency of parent
weight talk with the same 5-point Likert scale, including “How often have your parents commented about
your weight?” and “How often do(es) your parent(s) make comments about their own weight(s)?” Individual
items were assessed separately in analyses.

Parent BMI 

Parent weight and height were self-reported on the demographic questionnaire and were used to calculate
parent BMI. Per CDC guidelines [27], parent BMI ≥ 25.0 was classi�ed as overweight/obesity, parent BMI ≥
18.5 but < 25.0 represented normal weight status, and parent BMI < 18.5 represented underweight status.

Statistical analyses

Data was analyzed using SPSS version 25.0 and can be summarized into four categories: 1)
demographics, 2) ED symptoms, anxiety, and depression, 3) weight-based teasing and parent weight talk
and 4) associations between ED symptoms, anxiety, depression, weight-based teasing, and parent weight
talk. In the �rst category, demographic variables were analyzed for patients with premorbid
overweight/obesity and premorbid normal weight, including age, sex, diagnosis, intake %mBMI, intake BMIz,
premorbid %mBMI, premorbid BMIz, percent weight loss, WS, care status, and parent BMI. Differences
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across groups were assessed using Chi Square and Fisher’s Exact Tests (when cell counts were �ve or less)
among nominal variables and t-tests among continuous dependent variables. For the second category
ANCOVAs and a MANCOVA were run to assess clinical characteristics across premorbid weight categories.
To assess differences between percentile scores (gender-speci�c) on RCADS Anxiety and RCADS
Depression, ANCOVA controlling for care status and WS were run. To assess ED symptoms, a MANCOVA
was run to assess differences between premorbid weight categories on Restraint, Shape Concern, Weight
Concern, and Eating Concern, given signi�cant correlations between EDE-Q subscale scores. Further, an
ANCOVA was run to assess overall ED symptoms (EDE-Q Global). Sex, care status, and WS were included
as covariates given identi�ed sex differences in ED symptoms [43] and to control for potential differences
associated with medical status. Weight suppression was also included as a covariate given substantive
research supporting the association between WS and ED symptom severity [11, 12]. Differences in ED
symptoms, anxiety, and depression among individuals with AN versus AAN were also assessed to further
clarify �ndings related to premorbid weight status and outcome variables. The third category of analyses
compared patients with premorbid overweight/obesity to patients with premorbid normal weight status on
frequency of prior weight-based teasing (by peers, parents, siblings) and parent weight talk (about the
parent’s weight, about the patient’s weight) using Mann-Whitney Independent Samples U-Tests. Mann-
Whitney U tests were also conducted to assess associations between parent weight talk and parent weight
status determined by parent BMI. Category four consisted of analyses that examined the impact of weight-
based teasing and parent weight talk on ED symptoms, anxiety, and depression using partial Spearman
correlations (i.e., controlling for premorbid weight status).

Results
Demographic characteristics of adolescents with AN/AAN and premorbid overweight/obesity versus
adolescents with AN/AAN and premorbid normal weight status

The demographic characteristics of patients with premorbid overweight/obesity were compared to patients
with premorbid normal weight status and are summarized in Table 1. There were no signi�cant differences
in age (p = .10), care status (p = .83), WS (p = .11), or illness duration (p = .14). Compared to patients with
premorbid normal weights, patients with premorbid overweight/obesity had signi�cantly higher premorbid
and presenting %mBMI and BMIz scores (all ps < .001), were more likely to be diagnosed with AAN versus
AN (p = .002), had a greater percent weight loss, even after controlling for illness duration (p < .001), and
were more likely to be male (p = .01). Parent BMI was signi�cantly higher among patients with premorbid
overweight/obesity (p = .04).

ED symptoms, anxiety, and depression

Results indicated that patients with premorbid overweight/obesity reported signi�cantly higher scores on
the EDE-Q Restraint subscale (F(1, 103) = 4.27, p = .04), the EDE-Q Shape Concern subscale (F(1, 103) =
5.13, p = .03), the EDE-Q Weight Concern subscale (F(1, 103) = 5.59, p = .02), and the EDE-Q Global scale
(F(1, 103) = 4.19, p = .04) after controlling for sex, care status and WS. Patients with premorbid
overweight/obesity reported signi�cantly higher anxiety (RCADS Anxiety, F(1, 103) = 9.46, p = .003), and
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depression (RCADS Depression, F(1, 103) = 5.74, p = .02) after controlling for care status and WS. There
were no signi�cant differences in EDE-Q Global and subscale scores, RCADS Anxiety, or RCADS Depression
for diagnosis (AN versus AAN; all ps > .05).

Weight-based teasing and parent weight talk

The frequency of weight-based teasing and parent weight talk among patients with premorbid
overweight/obesity and patients with premorbid normal weight is detailed in Table 3. Analyses indicated
patients with premorbid overweight/obesity reported a higher frequency of weight-based teasing by peers (z
= 3.58, p < .001) and parent comments about their own weight (z = 3.29, p = .001) than patients with
premorbid normal weight status. Further, parent BMI was signi�cantly associated with patients’ perceived
frequency of parent comments about their own weight. Parents who had overweight/obesity were reported
to make more frequent comments about their weight (z = 2.49, p = .01). There were no signi�cant
differences in the frequency of weight-based teasing by siblings, weight-based teasing by parents, or parent
weight talk about patient weights for premorbid weight status (all ps > .05).

Associations between ED symptoms, anxiety, depression, weight-based teasing, and parent weight talk

Partial Spearman correlations (controlling for premorbid weight status) indicated the frequency of weight-
based teasing by peers was signi�cantly correlated with ED symptom severity (EDE-Q Global: r = .24, p =
.02), EDE-Q Eating Concern (r = 0.30, p = .003), EDE-Q Shape Concern (r = .27, p = .008), EDE-Q Weight
Concern (r = .21, p = .04), anxiety (RCADS Anxiety: r = .26, p = .009), and depression (RCADS Depression: r =
.22, p = .03). Further, weight-based teasing by siblings was signi�cantly associated with EDE-Q Eating
Concern (r = .27, p = .008). With respect to parent weight talk, parent comments about patients’ weights
were not associated with ED symptom severity, anxiety, or depression (all ps > .05). Lastly, parent
comments about their own weight were associated ED symptom severity (EDE-Q Global: r = .38, p < .001),
EDE-Q Restraint (r = .25, p = .01), EDE-Q Eating Concern (r = .34, p = .001), EDE-Q Shape Concern (r = .38, p <
.001), EDE-Q Weight Concern (r = .45, p = .001), anxiety (RCADS Anxiety: r = .39, p <.001), and depression
(RCADS Depression: r = .38, p < .001) among patients.

Discussion
Consistent with prior research, 40% of patients with AN or AAN in our study had a history of
overweight/obesity, were more likely to present for treatment at a higher %mBMI and experienced a greater
percent weight loss than patients with premorbid normal weights [2 – 4, 7]. In line with our hypotheses,
adolescents with AN/AAN and premorbid overweight/obesity endorsed greater ED severity on the EDE-Q
Global scale and the EDE-Q Restraint, Weight Concerns, and Shape Concerns subscales, and greater
psychological morbidity on measures of anxiety and depression. These unique �ndings were independent
of WS and diagnosis (AN or AAN), suggesting that among adolescents with AN/AAN, premorbid weight
status may be a strong indicator of illness severity and psychological morbidity.

It is well documented that psychological comorbidity is common in AN/AAN [44, 45] yet individuals with
overweight/obesity are also at heightened risk for depression and anxiety, low self-esteem, and poorer



Page 8/17

quality of life [46]. Our �ndings suggest that adolescents with AN/AAN and a history of overweight/obesity
may struggle with greater psychological morbidity than premorbid normal weight patients, plausibly
re�ecting an additive effect, with pre-existing mental health di�culties exacerbating upon ED development
and exceeding those experienced among patients with premorbid normal weights.

In line with prior �ndings [29, 31, 32], weight-based teasing and parent weight talk were positively
associated with ED symptoms, anxiety, and depression among all adolescents in our sample. Compared to
patients with premorbid normal weights, those with premorbid overweight/obesity reported more frequent
weight teasing by peers and a greater frequency of parent comments about their own weights, which could
partially account for higher ED symptom severity and psychological distress among this subset of
adolescents in our study. Indeed, a dose-response relationship has been demonstrated with weight stigma
and psychological distress [31]. Of additional interest, we found no signi�cant differences in the frequency
of parent weight talk about adolescents’ weights or weight-based teasing by parents for premorbid weight
status. Community-based research consistently illustrates a greater prevalence of weight-based teasing and
parent weight talk among youth with higher BMIs [26, 27]. As such, it could be that for youth with normal
weights who ultimately develop EDs, the frequency of parent comments about youth weights and teasing
by family members occur at a similar frequency to youth with overweight/obesity. 

Consistent with the genetic underpinnings of weight status [47], parents of adolescents with premorbid
overweight/obesity in our study had signi�cantly higher BMIs than parents of patients without a history of
overweight/obesity and engaged in more weight talk about their own weights. This suggests that parent
BMI may indirectly increase ED risk via parent weight talk, potentially placing youth with higher BMIs at
greater vulnerability for this phenomenon. 

It is noteworthy we found no signi�cant differences in illness duration for premorbid weight status,
suggesting that adolescents in our sample presented for care in a similar time frame, regardless of
premorbid weight status. This �nding is inconsistent with some published studies that have illustrated
greater treatment delays among adolescent patients with premorbid overweight/obesity [4, 5, 8], yet is
consistent with a study by Kennedy and colleagues [2] that illustrated commensurate illness durations in an
adolescent sample of inpatients and outpatients with AN/AAN, regardless of premorbid weights. In our
sample, approximately 72% of patients were hospitalized for medical complications of AN/AAN at intake,
many of whom were directly admitted from community pediatricians and/or following emergency
department visits for objective medical concerns (e.g., syncopal episodes). Upon admission, many patients
and caregivers describe feeling “blindsided” by the ED diagnosis, unlike adolescents and caregivers who
self-initiate ED treatment for problematic eating behaviors. As such, our �nding that illness duration was
consistent across patients with AN/AAN, regardless of premorbid weight status, could re�ect diverse
avenues for entering treatment (e.g., self-initiated versus medically necessitated) and warrants further
examination. 

We also found no impact of WS on ED symptomatology or psychological distress in our sample,
inconsistent with prior studies in adults with EDs [13, 14]. Further, whereas patients with premorbid
overweight/obesity in our sample had a greater percent weight loss than patients with premorbid normal
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weights, we were surprised to �nd no signi�cant differences in WS across groups. It is noteworthy that
methodological challenges in the calculation of WS have been described [48, 49] and existing studies about
WS are primarily with adult samples. As such, WS may be a construct that is less accessible for research
with adolescents given complexity with idiographic growth trajectories and mixed methods in calculating
WS. Regardless, further studies examining the relation between WS, ED symptoms, and psychological
morbidity among adolescents with EDs are warranted. 

Our study includes several limitations. First, underlying mechanisms in the relationship between weight
teasing, parent weight talk, ED symptoms, and psychological morbidity were not assessed. Research
suggests that internalized weight bias, thin-ideal internalization, and maladaptive coping responses could
mediate the relationship between weight stigma, disordered eating, and mental health symptoms [50 – 52].
Future research in this domain is warranted, particularly in comparing adolescents with AN/AAN across
premorbid weight classes. Second, beyond weight teasing and parent weight talk, a comprehensive
assessment of patients’ weight-related experiences could shed further light on the relationship between
premorbid weight status, ED severity, and psychological morbidity, including involvement in school-based
obesity interventions, prior encouragement to lose weight by parents, providers, and/or mentors, health
concerns about potential consequences of overweight/obesity, family eating behaviors, and parent weight
history. Third, although our �ndings illustrate signi�cant associations between the frequency of weight
stigma and symptom severity in adolescents with AN/AAN, our cross-sectional design prevents us from
supporting causal relationships about these variables. Further, upon controlling for various factors,
including sex, care status, and WS, power was diminished. Future studies should include greater sample
sizes to ensure greater power and to reduce the risk of Type II errors.

Despite these limitations, �ndings from our study offer novel and important insights about the subset of
adolescents with AN/AAN and premorbid overweight/obesity and guide the following considerations.
Foremost, widespread education about the prevalence of AN/AAN among adolescents with premorbid
overweight/obesity is imperative to raise awareness, facilitate timely diagnosis and treatment, and to drive
distinct prevention efforts. Among these patients, routine assessment for and vigilance to signs of anxiety
and depression are indicated, as mental health di�culties may be separate and more severe than mood
changes commonly associated with malnutrition. Further, thorough assessment of one’s historical weight
status, weight stigma, weight bias internalization, speci�c fears associated with weight gain (e.g., health
rami�cations, social consequences), prior encouragement to lose weight by others (e.g., parents, providers,
coaches), family weight-related environment (parent weight talk, family eating behaviors), and parent
weight history could offer invaluable insights into environmental contributors of ED development that could
maintain symptoms and trigger relapse if left unaddressed. Whereas nutritional restoration is of utmost
importance among adolescents with restrictive EDs [53], �ndings from our study implicate the importance
of monitoring and addressing these unique variables as health status improves. 

For adolescents with AN/AAN and a history of overweight/obesity, it is likely that dieting behaviors were
reinforced via praise and encouragement, decreased health risks, reduced stigma, and greater potential for
social acceptance. In this vein, distinct treatment barriers could arise, particularly for patients with AAN who
appear to be “healthy.” As described by Kimber and colleagues [54], youth with a history of
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overweight/obesity and their parents may hesitate to buy-in to prescribed weight gain, as this may
contradict a long history of direct and indirect encouragement to lose weight. In this regard, fears of weight
gain may be justi�ed, as returning to one’s premorbid weight status of overweight/obesity could realistically
propagate weight stigma and increased risks for medical consequences. This may be particularly salient
among adolescents with a history of being teased about their weight by peers. Therefore, sensitivity to
these concerns is important, as well as emphasis on the determinants of a healthy weight, beyond
prescribed BMI values. Further, caregivers are important role models for adolescent body image
development; especially as caregivers’ own views and comments about their bodies have been predictive of
their adolescent’s perception of their body shape and weight. As such, it is also important to address the
focus on weight and body image among caregivers as a further preventative and therapeutic measure.

What is already known on this subject?

Compared to youth with anorexia nervosa (AN) or atypical anorexia nervosa (AAN) and premorbid normal
weights, patients with premorbid overweight/obesity often experience greater weight loss, commensurate or
more severe physical complications, and diagnostic delays.

What does this study add?

Findings suggest that compared to adolescents with AN/AAN and premorbid normal weights, patients with
a history of overweight/obesity are vulnerable to greater illness severity, anxiety, and depression, and a
greater frequency of weight teasing by peers and parent comments about their own weights.
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Tables
Table 1. Clinical Characteristics among Adolescents with AN/AAN with Premorbid Overweight/Obesity
versus Premorbid Normal Weights
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Premorbid

Overweight/Obesity

 

Premorbid

Normal
Weight

Total Statistics
(df)

Statistics
Value

95 %
CI

p

  N = 43 (40.6%) N = 63
(59.4%)

N =
106

       

Sex n (%) n (%) n (%)        

             
Female

  32. (35.5) 58 (64.4) 90
(84.9)

Fisher’s     .03

          Male 11 (68.8) 5 (31.2) 16
(15.1)

       

Care status              

              
Inpatient

30 (69.8) 46 (73.0) 76
(71.7)

Chi
Square
(1)

0.13   .82

              
Outpatient

13 (30.2) 17 (27.0) 30
(28.3)

       

Diagnosis              

       AN 10 (23.3) 34 (54.0) 44
(41.5)

Chi
Square
(1)

9.93   .002

         AAN 33 (76.7) 29 (46.0) 62
(58.5)

       

          M(SD) M(SD) M(SD)        

Age (years) 15.23 (1.59) 15.71
(1.38)

15.51
(1.48)

t(104) 1.66 -0.09,
1.06

.10

Illness
duration
(months)

11.92 (9.80) 9.33
(7.96)

10.38
(8.80)

t(104) 1.49 -0.85,
6.02

.14

Premorbid
%mBMI

92.74 (7.87) 64.99
(15.71)

76.25
(18.92)

t(104) 10.70 22.61,
32.90

<.001

Premorbid
BMIz

1.71 (0.55) 0.38
(0.40)

0.92
(0.80)

t(104) 14.36 1.14,
1.51

<.001

%mBMI at
intake

46.10 (31.17) 17.26
(16.47)

28.96
(27.41)

t(104) 24.20 19.60,
38.07

<.001

BMIz at
intake

-0.20 (1.40) -1.21
(0.87)

-0.79
(1.22)

t(104) 4.18 0.57,
1.44

<.001

Percent
weight loss

25.44 (11.00) 16.40
(7.29)

20.07
(9.98)

F(1, 5.08 5.15,
12.32

<.001
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103)a

Weight
suppression

1.91 (1.24) 1.59
(0.83)

1.72
(1.03)

t(104) 1.59 -0.08,
0.72

.11

Parent BMI 30.08 (7.20) 27.18
(6.30)†

28.41
(6.81)

t(104) 2.08 0.13,
5.68

.04

†n = 54; aANCOVA, controlling for illness duration, was performed to assess differences in percent weight
loss

Note. BMIz = BMI z-score; %mBMI = percent median body mass index for age-and-sex

Table 2. ANCOVA Comparing Premorbid Weight Status on ED Symptoms, Anxiety, and Depression after
Controlling for Sex, Care Status, and Weight Suppression

  Premorbid
Overweight/Obesity

M (SD)

Premorbid Normal
Weight

M (SD)

 

 

 

F

 

 

 

P

 

 

 

η2

 

 

 

Power

 EDEQ Global 3.79 (1.41) 3.28 (1.74) 4.19 .04 0.04 0.53

EDEQ Restraint 3.97 (1.52) 3.51 (1.86) 4.27 .04 0.04 0.57

EDEQ Eating
Concern

3.03 (1.40) 2.74 (1.64) 1.24 .27 0.01 0.19

EDEQ Shape
Concern

4.45 (1.66) 3.71 (2.05) 5.13 .03 0.05 0.61

EDEQ Weight
Concern

3.79 (1.69) 3.17 (1.86) 5.59 .02 0.05 0.61

RCADS Anxiety 59.95 (17.24) 48.31 (19.21) 9.46 .003 0.09 0.86

RCADS
Depression

62.19 (17.25) 54.76 (14.92) 5.74 .02 0.05 0.66

Note. EDEQ = Eating Disorder Examination Questionnaire; RCADS = Revised Child Anxiety and Depression
Scale

Table 3. Frequency of Weight-Based Teasing and Parent Weight Talk for Adolescents with AN/AAN and
Premorbid Overweight/Obesity and Adolescents with AN/AAN and Premorbid Normal Weights
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Premorbid Weight Status Never

n (%)

Rarely

n (%)

Sometimes

n (%)

Often

n (%)

Always

n (%)

Teasing by peers*          

Overweight/Obesity (n = 42) 13 (30.2) 10 (23.3) 14 (34.9) 2 (4.7) 3 (7.0)

Normal (n = 63) 40 (63.5) 11 (17.5) 10 (15.9) 2 (3.2) 0 (0.0)

Total (n = 105) 53 (50.0) 21 (19.8) 25 (23.6) 4 (3.8) 3 (2.8)

Teasing by parents          

Overweight/Obesity (n = 43) 33 (76.7) 7 (16.3) 3 (7.0) 0 (0.0) 0 (0.0)

Normal (n = 63) 51 (81.0) 8 (12.7) 4 (6.3) 0 (0.0) 0 (0.0)

Total (n  = 106) 84 (79.2) 15 (14.2) 7 (6.6) 0 (0.0) 0 (0.0)

Teasing by siblings          

Overweight/Obesity (n = 40) 26 (65.0) 7 (17.5) 4 (10.0) 3 (7.5) 0 (0.0)

Normal (n = 61) 47 (75.8) 8 (12.9) 6 (9.7) 0 (0.0) 1 (1.6)

Total (n = 101) 73 (71.6) 15 (14.7) 10 (9.8) 3 (2.9) 1 (1.0)

Parent talk about patient weight          

Overweight/Obesity (n = 43) 1 (2.3) 6 (14.0) 17 (39.5) 10 (23.3) 9 (20.90)

Normal (n = 63) 12 (19.0) 15 (23.8) 22 (34.9) 9 (14.3) 5 (7.9)

Total (n = 106) 13 (12.3) 21 (19.8) 39 (36.8) 19 (17.9) 14 (13.2)

Parent talk about parent weight*          

Overweight/Obesity (n = 43) 1 (2.3) 6 (14.0) 17 (39.5) 10 (23.3) 9 (20.90)

Normal (n = 63) 12 (19.0) 15 (23.8) 22 (34.9) 9 (14.3) 5 (7.9)

Total (n = 106) 13 (12.3) 21 (19.8) 39 (36.8) 19 (17.9) 14 (13.2)

*Analyses yielded signi�cantly different proportions of weight-based teasing or parent weight talk by
premorbid weight status (p < .05)


