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ABSTRACT

Objective: The aim of the study is to
examine eating behavior and body atti-
tude in elderly women.

Method: A randomly selected nonclinical
sample of 1,000 women, aged 60—70 years,
was contacted for our questionnaire survey
covering current eating behavior, weight
history, weight control, body attitude, and
disordered eating (DSM-1V).

Results: The 475 (48%) women included
in our analyses had a mean BMI of 25.1
but desired a mean BMI of 23.3. More
than 80% controlled their weight and over
60% stated body dissatisfaction. Eighteen
women (3.8%; 95% confidence interval:

2.3-5.9%) met criteria for eating disorders
(ED; N = 1 anorexia nervosa, N = 2 buli-
mia nervosa, and N = 15 EDNOS) and 21
(4.4%) reported single symptoms of an ED.

Conclusion: Although EDs and body dis-
satisfaction are typical for young women,
they do occur in female elderly and there-
fore should be included in the differential
diagnosis of elderly presenting with weight
loss, weight phobia, and/or vomiting.
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Introduction

Although clinical eating disorders (ED) and body
image distortions are typical for young female pop-
ulations aged 18-25 years, there is evidence that
EDs''? and body image distortions'*** do occur in
women of midlife and beyond. Carrier and Dally"*
were the first to describe “tardive anorexia,” a term
for anorexia nervosa (AN) with a first onset after
adolescence. Russell and Gilbert® supported the ex-
istence of “true tardive anorexia” as a distinct en-
tity. Mitchell et al.* described late onset bulimia
patients (>25 years) and found significantly more
comorbidity compared to early onset patients. Hsu
and Zimmer® showed that the clinical picture of
anorexia and bulimia nervosa (BN) in elderly
closely resembles that in younger patients. The fact
that literature on EDs occurring after menopause is
very sparse®'® might be due to the occurrence of
aged induced weight loss and other medical ill-
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nesses that hamper the recognition of anorexia or
BN. All the existing literature shares that scientific
evidence is based on case reports and on small
clinical samples.

The few studies on body image in elderly showed
that body dissatisfaction remains stable across the
life span and does not diminish with age.’**> To
our knowledge, there are no epidemiological studies
on eating behavior and body image in elderly com-
munity women. Thus, we aimed to examine the
current (1) eating behavior, (2) body attitude and
body satisfaction, and (3) the prevalence of current
disordered eating in women aged 60-70 years.

Method

A random sample of 1,000 women was selected by the
local census bureau from the general population of Inns-
bruck. We chose the age cohort between 60 and 70 years
because this is the first decade of retirement in Austria. A
letter explaining the study was sent to ask for permission
to mail our self-report questionnaire. The enclosed “non-
participation card” was returned by 285 participants.
Thus, we mailed the questionnaire to the remaining 715
participants. From those we included 475 in our analysis
(48% of N = 1,000; 66% of N = 715). All attending partici-
pants signed the informed consent form that was
approved by the ethics-commission of the Innsbruck
University. Although we do not have specific information
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TABLE 1. Body image and body attitude

N (%)

Total Sample (N = 475)

BMI < 257 (N = 260)

p-value (comparison

BMI > 25 (N=211)  BMI < 25vs. BM| > 25)

“How fat do you feel?”®

Very 61(12.9)

Moderate 225 (47.5)

Not at all 188 (39.7)
Satisfaction with shapeb

High 170 (35.9)

Moderate 189 (39.8)

Low 114 (24.1)
Satisfaction with weight”

High 178 (37.5)

Moderate 168 (35.4)

Low 129 (27.2)
Self-esteem depends on weight and shape®

Agree 213 (45.2)

Disagree 258 (54.8)
“I really like my body”®

Agree 354 (74.8)

Disagree 119 (25.2)
Importance of appearance”

High 303 (63.8)

Moderate 169 (35.6)

Low 3(0.6)

<.001
5(1.9) 53 (25.1)
90 (34.7) 135 (64.0)
164 (63.3) 23 (10.9)
<.007
142 (54.6) 27 (12.9)
100 (38.5) 89 (42.6)
18 (6.9) 93 (44.5)
<.007
153 (58.9) 24 (11.4)
89 (34.2) 79 (37.4)
18 (6.9) 108 (51.2)
032
128 (49.4) 82 (39.4)
131 (50.6) 126 (60.6)
<.0071
220 (84.6) 132 (63.2)
40 (15.4) 77 (36.8)
n.s.
169 (65.2) 130 (61.6)
89 (34) 80 (37.9)
2(0.8) 1(0.5)

4The number of the two categories is less than N = 475 because of 4 missings.

P Mann-Whitney U test.
“Fisher’s exact-test.

about the nonparticipants, we have data from the “Inns-
bruck Females Health Study,”*® showing a similar partici-
pation rate of 56% in the age >60 years. To increase par-
ticipation, we kept the questionnaire as short as possible
confining the questions to the present time.

The assessment of present eating behavior, weight his-
tory, weight control, and body attitude was based on
modified questions of the Diagnostic Survey For Eating
Disorders (DSED).'” ED were examined using slightly
modified questions from the Structured Clinical Interview
for DSM-IV'® for AN, BN, and eating disorders not other-
wise specified (EDNOS). Women who did not fulfill criteria
for ED but reported single symptoms of eating disorders
(SSED) like bingeing or various forms of purging were also
grouped together. The eating disorder inventory (EDI)'*
was used in addition to assess weight preoccupation and
clinical relevant characteristics in the sample divided into
different classifications of eating behavior (ED, SSED, and
healthy eating (HE)). We also added the Geriatric Depres-
sion Scale (GDS),?>*! a basic screening measure for de-
pression in older adults with a score >5 indicating depres-
sion, to compare the different groups. All women were
also openly asked for current physical illnesses by giving
examples such as hypotension, diabetes, cancer, etc.

Statistics

For the most part, the data were evaluated descrip-
tively. In addition, 95% confidence intervals (CI)

based on the binomial distribution were calculated
for categorical variables of special importance. Fish-
er’s exact test and the Mann-Whitney U test were
used to compare body image as well as body atti-
tude in women with BMI <25 and women with BMI
> 25. To compare women with ED, SSED, and HE
regarding EDI, GDS, BMI, and self-evaluation of eat-
ing behavior the Kruskal-Wallis test and the y* test
were used. Post hoc pairwise group comparisons
were performed using the Mann-Whitney U test
and Fisher’s exact-test, respectively.

Results

We included 475 women in our analyses: They had
an average age of 63.8 (SD * 2.7) years and were
mostly married (N = 281, 59%). The vast majority
(N = 400; 84%) had an average of 2.3 (*=1.1) chil-
dren. More than half of the women had an educa-
tional status lower than high school (IV = 254; 54%).
Only 38 (8%) women graduated from college or uni-
versity. The majority of women described a Healthy
Eating pattern. More than two-thirds of the women
(73%) reported that they eat at least three times a
day. Asked for various troubles with eating 219
(47%) women specified “craving for sweets” as the
biggest problem, followed by “eating in society,”
“boredom,” “hunger attacks,” and “stress.” More
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TABLE 2. Comparison of females with eating disorders, single symptoms, and healthy eating on the EDI,
GDS, BMI, and self-evaluation
Eating Disorders Single® Healthy p-value
AN/BN/EDNOS Symptoms Eating
(Group 1) (Group 2) (Group 3) Overall-Group Group 1vs. Group 2 vs. Group 1 vs.
Scales [N = 18 (4%)] [N = 21 (4%)] [N = 436 (92%)] Comparison® Group 3¢ Group 3¢ Group 2°
EDI-total, mean (SD) 43.1(29.4) 40.3 (16.5) 22.3(13.4) <.001 .004 .001 n.s.
GDS-total, mean (SD) 4.9 (4.7) 4.6 (3.5) 2.2(2.4) <.007 016 .001 n.s.
BMI current,
mean (SD) 26.2 (5.9) 29.9 (4.0) 24.8 (4.0) <.001 ns. 001 002
Self-evaluation of
eating behavior,
N (%) <.001 .002 059 ns.
Normal 11 (61) 16 (76) 390 (90)
Abnormal 7 (39) 5 (24) 43 (10)

Notes: EDI, eating disorder inventory; GDS, geriatric depression scale; BMI, body mass index; AN, anorexia nervosa; BN, bulimia nervosa; EDNOS, eating

disorder not otherwise specified (DSM-1V).
4Single symptoms of eating disorders.

PFor EDI, GDS, and BMI: Kruskal-Wallis-test, x? = 24.3, 17.1, 27.5, respectively; for self-evaluation: x*-test, df = 2, x> = 17.2.

“Mann—Whitney U test; Z = 2.87 for EDI, Z = 2.42 for GDS, and Z = 1.05 for BMI; Fisher’s exact-test for self-evaluation (no test statistic).
4Mann-Whitney U test; Z = 4.1 for EDI, Z = 3.46 for GDS, and Z = 5.17 for BMI; Fisher’s exact-test for self-evaluation (no test statistic).
¢Mann-Whitney U test; Z = 0.52 for EDI, Z = 0.11 for GDS, and Z = 3.04 for BMI; Fisher’s exact-test for self-evaluation (no test statistic).

than half of the sample (56%) stated that they restrict
their eating to prevent weight gain and 417 (88%)
evaluated their eating behavior as “normal and
healthy.” The majority of our sample (86%)
accounted weight control by various means: weight
check (71%), regular physical activity (69%), fasting
(10%), laxatives or diuretics (6%), and vomiting and
spitting out food (1%). With regard to weight history,
our women reported a mean current BMI of 25.1
(£4.2), and desired a mean BMI of 23.3 (=2.6). Their
mean lowest adult BMI of 20.7 (+2.5) was at age 34.7
(=12.8) and their mean highest BMI ever (exclusive
pregnancy) of 26.6 (+4.4) was at age 52.7 (=13.5).
Using weight categories 12 (3%) women were under-
weight (BMI < 18.5), 248 (52%) were normal weight
(BMI: 18.5-24.9), and 208 (45%) had a BMI > 25.

Table 1 demonstrates body image and body atti-
tude. Almost 90% of the total sample felt “very” or
“moderately” fat and over 60% stated “moderate” or
“low” satisfaction with weight and shape. Dividing
the sample into BMI </>25, we found results as
expected: overweight and obese women felt signifi-
cantly fatter and showed significantly less satisfac-
tion with their body shape and weight than their
normal and underweight counterparts. However,
the proportions of “moderate” and “low” body sat-
isfaction and “moderate” and “much” feeling fat ex-
ceeded also more than one-third in the BMI <25
group.

As to disordered eating (Table 2), we revealed 18
women with ED in our cohort (3.8%, 95% CI: 2.3-
5.9%): 1 with AN, 2 with BN, and 15 with EDNOS. In
the case of the women with AN, the weight history
points to a late onset (after her fifties). Both women
with BN reported vomiting and use of laxatives. Par-

ticipants with EDNOS included five women with
Binge Eating Disorder. We also detected 21 women
(4.4%, 95% CI: 2.7-6.5%) who reported SSED, mostly
binge eating (33%), use of laxatives or diuretics
(62%), and vomiting (5%). The comparison between
women with ED, SSED, and HE on the EDI and the
GDS showed significantly higher scores in both
groups with disordered eating compared to women
with HE. Regarding body weight it is striking that
women with SSED had a significantly higher BMI
than both other groups. The participants’ self evalu-
ation of their eating behavior clearly confirmed our
diagnoses of ED, since significantly more women
with ED and SSED called their eating behavior
“abnormal” compared to women with HE.

There was no significant difference in the three
groups on physical disorders except diabetes that
was three times more often reported by both
groups with disordered eating compared to those
with HE (p = 0.051).

Conclusion

We assessed eating behavior and body attitude in a
randomly selected community sample (N = 1000)
of 60-70 years old women in Innsbruck. The 475
women enclosed in our analyses described an over-
all Healthy Eating behavior and weight history that
goes along with the Innsbruck Females Health
Study'® that found 59% of their women above 60
years normal or underweight and 2/3 physically
active. The weight history of our sample is consist-
ent with other study results describing a constant
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weight gain during decades of life'® and a subse-
quent biological determined weight decrease later
on.”” The mean current BMI of 25.1 of our sample
lies between the lowest BMI at age 35 and the high-
est BMI at age 53.

Our outcome of body image and body attitude
reflects body dissatisfaction and “feeling fat” not
only in women with a BMI >25 but also in normal
and underweight women. This finding goes along
with other studies that describe a stability of body
dissatisfaction across life spans independent of ob-
jective weight'® and agrees with our high numbers
of weight control (86%). Our rates of ED and SSED
(both 4%) in this age cohort were striking, given that
ED are typically associated with young age. The
high number of EDNOS goes along with Fairburn’s
findings describing this category as the most fre-
quent ED.?* Our diagnoses are strengthened by the
high scores of the EDI and the GDS. Our prevalence
rate of disordered eating is in line with the findings
of Hay** who showed that problematic eating in el-
derly is more common than expected and the Inns-
bruck Study'® that reported 4.1% of EDs in women
over 60 years, without further definition.

Several limitations should be recognized. First,
there was a high drop-out rate that limits the gener-
alizability of our findings. Second, given that par-
ticipants with EDs*> are more often nonresponders
in prevalence studies than controls, our rates of EDs
may be underestimated. Third, the methodological
assessment using questionnaires is not as reliable as
clinical interviews, but should be seen as a first step
in a new field with the need of further studies.

In conclusion, the results of this study indicate
that the majority of women in Innsbruck aged 60-
70 display a Healthy Eating behavior and a normal
body weight. Nevertheless, the majority reported
dissatisfaction with weight and shape. Although
EDs are typical for young women, they do occur in
female elderly in various forms and a frequency that
should not be undervalued. Therefore EDs should
be included in the differential diagnosis of elderly
presenting with weight loss, weight phobia, and/or
vomiting.
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