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ABSTRACT

Background: Anorexia nervosa (AN) is a serious eating disorder with potentially fatal results. So far,
however, the research data with regard to the factors for (AN) in youth are rather controversial, and there is
no general agreement about their possible role in disease.

Objective: To determine the main biomedical and sociobehavioral factors associated with (AN) by providing
an up-to-date synthesis of recent evidence. Research design. Brief review. Subjects. Adolescents.

Material and method: The material of the present study was exclusively Internet-based. As method we used
the systematic search of the electronic literature via the PubMed and Google Scholar databases (in order to
select relevant studies) using the search terms: “anorexia nervosa”, OR “anorexia”; AND b) “risk factors”;
AND c) “adolescents”. Further articles were identified by citations in retrieved papers.

Results and discussion: Gender seems to be the main sociobehavioral risk factor associated with (AN). (AN)
could affect individuals of all races and socioeconomic levels. Biomedical risk factors related to (AN) are
shown to include psychiatric disorders, overtraining, early menarche or puberty, and insulin-dependent
diabetes.

Conclusions: Better understanding of the biomedical and sociobehavioral factors for (AN) in adolescents
could help in effective screening, prevention and early intervention strategies. Moreover, further etiologic
research on (AN) focused on the interaction between biological and environmental influences and the
underlying neurological mechanisms of (AN) is needed.
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INTRODUCTION specific psychopathology whereby a dread of

) L fatness and flabbiness of body contour persists
According to the ICD-10 Classification of

) ) ) as an intrusive overvalued idea, and the
Mental and Behavioural Disorders anorexia

i i ) patients impose a low weight threshold on

nervosa (AN) is “...a disorder characterized . .
i ) ) themselves. There is usually undernutrition of

by deliberate weight loss, induced and ; . . .
) ) . . varying severity with secondary endocrine
sustained by the patient (...) associated with a . .
and metabolic changes and disturbances of



bodily function..” (Figure 1) [1]. The estimated
average prevalence of (AN) is 0.3-1% in
women and 0.1% in men in developed
countries [2]. AN mainly bears upon
adolescent females (girls between 15 and 19
years are about 40% of all cases), while almost
75% of individuals with (AN) are females [3].
The crude mortality rate for (AN) (CMR: the
number of deaths over a specified period) has
been estimated to 5.1 % per decade or 0.51 %
per year [4]. Some researchers classify patients
with (AN) into restricting (AN-R) and binge-
eating/purging (AN-BP) subtypes. In any
case, this approach has had limited utility in
informing treatment development and given
that most of the patients with (AN-R)
eventually develop binge/purge behaviors, it
could be considered that (AN-R) and (AN-BP)
represent alternate phases in the course of
illness rather than distinct subtypes [5].
However, despite the fact that (AN) is a very
dangerous disorder, the research data
regarding the potential factors that are
associated with (AN) in adolescents are rather
controversial, and there is no general
agreement about their potential role in
disease. These factors are of great significance
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because  without wunderstanding their
relationship to disease, effective screening,
prevention and early intervention strategies

would not be effective.

Factors that are associated with a pathological
state can be generally classified into two major
groups: biomedical and sociobehavioral. The
term “sociobehavioral” factors (“social and
behavioral”) should be understood as a
shorthand term for the set of determinants
involving human subjects not otherwise
subsumed under the biomedical approach. It
includes factors studied by the behavioral and
social sciences; that is, anthropological,
demographical, = non-clinical-psychological,
sociological, educational, economical etc.
factors. Besides the fact that extensive research
has been carried out on (AN), no single review
study exists which adequately covers the
factors for (AN) with regard to adolescents.
The aim of the present study is to determine
the biomedical and sociobehavioral factors
associated with (AN) in adolescents and to
add to existing knowledge by providing an
up-to-date synthesis of recent evidence.

deliberate weight loss

undernutrition xia endocrine and
Nervosa =
metabolic changes
specific
psychopathology

Figure 1. Some common characteristics of individuals with anorexia nervosa (according to ICD-10

Classification).



MATERIAL AND METHODS

The material of the present study was
exclusively Internet-based. As method we
used the systematic search of the electronic
literature via the official Web pages of
PubMed and Google Scholar databases
(Figure 2). The literature search was
conducted from 10 January 2014 to 20
February 2014, including the terms: a)
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“anorexia nervosa”, OR “anorexia”; AND b)
“risk factors”; AND c) “adolescents”. Only
articles in English were included. Articles that
did not address the issues of interest for the
brief review (not focused on biomedical and
sociobehavioral risk factors or adolescents)
were excluded. Data from the selected papers
were synthesised thematically. In particular,
search articles were analysed in terms of their
content and their theoretical frameworks.

Database search
PubMed and Google Scholar
N= 1725

- __I _-’ -

eliminating duplicates

After screening titles/abstracts and I

)

——

- included
N= 382
. .

After review of full anticle

' Reference lists

|
- -

incuded

N= 44

N= 55

N= 11

Total number of articles included R —

Figure 2. Flow of literature through searching and screening process

RESULTS AND DISCUSSION

The major biomedical and sociobehavioral
risk factors associated with (AN) in
adolescents (according to the literature
synthesis) are shown in Figure 3.

Gender

The condition largely affects young adolescent
females, with adolescents between 15 and 19
years old making up 40% of all cases. The
average prevalence of (AN) has been
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Sociobehavioral factors

Gender Race

Anorexia nervosa could affect
individuals of all races and
socioeconomic levels

status

“ Socioeconomic

Anorexia nervosa

Psychiatric

disorders puberty

Early menarche and

Diabetes Overtraining

Biomedical factors

Figure 3. Factors associated with anorexia nervosa in adolescents

investigated mainly in samples of young
females in Europe and North America, where
the average point prevalence has been 0.3%
[7]. Females are much more likely than males
to develop (AN) (approximately 75% of
people with anorexia are females) [8]. The
lifetime prevalence among adult women has
been reported as 0.5%-0.6% in 2 large
population-based surveys in the United States
[9] and Canada [10]; the latter study found a
prevalence of (AN) among adult men of 0.1%
[11]. However, another large population study
in United States showed a higher proportion
of men with (AN) in comparison with
previous  studies (lifetime  prevalence
estimates of (AN) were 0.9% among women,
and 0.3% among men) [11]. It has to be noted
that estimates from population-based studies
for male (AN) are rather unstable because they
involve small numbers of men [11]. Possible

mechanisms underlying greater persistence of

morbidity in females could include sexual
dimorphisms in brain neurotransmission,
gender differences in attitudes regarding ideal
body weight, and anxiety-related personality
phenotypes associated with (AN) [12].
Moreover, it has been noted that thinness is a
culturally, socially, and economically enforced
requirement for female beauty. This
imperative could make women vulnerable to
cycles of dieting, weight loss and subsequent
weight gain, which may lead to anorexia [13].

Race and socio-economic status

The view that eating disorders “affect mainly
white women” [7,8] could be historically
biased because the majority of research studies
(AN) have focused on
Caucasian middle-class females. Nonetheless,
(AN) could affect individuals of all races and
socioeconomic levels. In an interesting study,

of subjects with



eighteen females of varying socio-economic
status and race were interviewed and it was
found that eating disorders [including (AN)]
were frequently a response to environmental
stress (i.e. abuse, poverty) in all ethnic groups
[13,14]. Moreover, based on data obtained
from the Minnesota Adolescent Health Survey
among those young women who met
psychiatric criteria for an eating disorder (in
public schools), socio-economic status did not
appear to be a significant factor [15].

Psychiatric disorders

Although psychiatric disorders usually cannot
be considered as risk factors for the
development of (AN) [since -in many cases-
the diagnosis of a psychiatric disorder follows
the diagnosis of (AN)] it has been shown that
specific mental, behavioral and
neurodevelopmental disorders (not all of
them) commonly co-occur with (AN). A
synopsis of the main psychiatric disorders
that commonly co-occur with (AN) in

adolescents is shown in Figure 4.
Avoidant personality disorder

Research shows that avoidant personality
disorder is relatively common in (AN) [17].
With regard to the personality subtypes,
identity disturbances, and affective features of
adolescents with anorexic disorders it has
been shown that three personality subtypes
are common: high-functioning/perfectionist,
emotionally dysregulated, and
overcontrolled, constricted [18]. Although its
rates in the general population range between
0.5-1%, avoidant personality disorder is
present in approximately 16-17% of people
with (AN) [19]. Furthermore, a study which
investigated the personality dimensions in
adolescent patients with (AN) and contrasted
them with the results of control females
showed that adolescent patients scored
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higher in persistence, harm avoidance and
cooperativeness, and lower in novelty seeking
and self-transcendence than control women.
The deviations in temperamental profile of
anorexic adolescents were similar to those
reported in adult patients [20]. Furthermore, it
has been shown that borderline personality
disorder could be a risk factor for (AN) [21]. It
is characterized by impulsivity, self-harm
behavior (e.g.,, suicidal gestures, self-
mutilating behavior), affective instability,
chronic  feelings of emptiness, and
inappropriate anger [21]. In contrast to rates in
the general population of 6%, borderline
personality  disorder is  present in
approximately 25 % of individuals with (AN)

[21].
Obsessive-compulsive disorder

Obsessive-compulsive disorder (OCD) is a
psychiatric disorder in which patients present
persistent, intrusive, senseless thoughts and
impulses  (obsessions) and  repetitive,
intentional behaviors (compulsions) [22]. At
the clinical level it includes a range of
characteristics with two major components: a)
the intrusion of thoughts, ideas, or
compulsions; and b) the resulting triggering of
abnormal behaviors or rituals [23]. Several
lines of evidence, including
psychoneurobiological, pharmacological and
epidemiological data, support the relationship
between (AN) and (OCD) [24]. Results show a
common genetic background in (AN) and
(OCD); however, it is not clear whether (OCD)
could cause (AN) directly or increase the
susceptibility /vulnerability of a person to
(AN) [24]. The prevalence of OCD has been
estimated to be much higher in women with
(AN) than in nonclinical groups in the
community. About two-thirds of the
individuals with eating disorders had one or

more lifetime anxiety disorders; commonly
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Figure 4. Classification [according to International Classification of Diseases, 10th Revision, Clinical

Modification (ICD-10-CM, 2014)] of psychiatric disorders that might co-occur with anorexia nervosa in

adolescents [16].

(OCD) [25]. Moreover, a hypothesis that (AN)
is a phenomenological variant of (OCD) has
been proposed. This approach considers (AN)
as part of the (OCD) based on the fact that the
risk for (OCD) is higher in families of patients
with (AN) [26].

Obsessive-compulsive personality disorder

Obsessive-compulsive personality disorder
(OCPD) is a  personality  disorder
characterized by a pervasive preoccupation
with  orderliness, perfectionism, and
interpersonal control, beginning by early

adulthood at latest. (OCPD) is different and
distinct from (OCD), which is a type of anxiety
disorder [27]. The most significant difference
between (OCD) and (OCPD) is the presence of
true obsessions and compulsions in (OCD).
Obsessions and compulsions are not present
in (OCPD) [27]. In contrast to reported rates in
the general population of 8%, (OCPD) is
estimated to be present in approximately 22%
of individuals with (AN) [21].

Post-traumatic stress disorder

Research data indicate that past traumatic
events tend to occur prior to the onset of (AN)



[28]. In a clinical study for estimating the
frequency of traumatic events and comorbid
post-traumatic stress disorder (PTSD) in
women with (AN) it was found that 63.3% of
the anorexic patients had experienced at least
one trauma in their life, while 10% of the
anorexic patients fulfilled the diagnostic
criteria for (PTSD) [29]. However, in another
study the prevalence of (PTSD) in clinical
samples of individuals with (AN) had been
estimated at 47% [30]. The significant
difference between the results of these studies
could be due to methodological issues; in any
case the prevalence of (PTSD) in individuals
with (AN) seems to be higher than in the
general population (reported rates in the
general population of 7.8%) [31].

Phobias

Phobias (a subgroup of anxiety disorders, i.e.
psychological and biological symptoms of
anxiety are the core symptoms) have been
considered as factors associated with (AN). A
phobia is an irrational fear of specific
objection, situations, activities or locations.
Social phobia means that persons fear
situations in which other persons might
observe them [32]. Specific phobia, is an
anxiety disorder characterized by increased
and persistent excessive or irrational fear in
the presence or anticipation of an object or
phobic situation causing, almost invariably, an
immediate anxiety response [33]. Social
phobia, and specific phobia are common
anxiety disorders in individuals with (AN).
They usually have their onset in childhood -
before the onset of (AN) - supporting the
possibility they are a vulnerability factor for
developing (AN) [25]. Shame has been
identified as the key emotional symptom in
social phobia, and it has to be regarded as
important influencing factor in (AN) [34].
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Depression

Depression affects 11.2 % of 13 to 18 year olds
in the United States at some point during their
live [35], while the gender ratio for depression
is approximately a 2:1 female-to-male ratio in
adolescents [36]. It has been shown that (AN)
and depression may co-exist, but the available
published data (especially for adolescents) are
limited [37]. In a clinical study of 84 patients
with (AN), 56% were diagnosed with major
depression  [38]. Moreover, co-morbid
depression was found in a clinical sample of
83 female patients with (AN) where 43% met
criteria for major depression [39]. With regard
to adolescents in an interesting case-control
study 51 teenage cases with (AN) were
compared with 51 age-, sex-, and school-
matched cases with respect to premorbid
developmental, physical, and psychiatric
problems and comorbidity at the time of
examination. Depressive symptoms were
almost universal in the AN group, but it did
not appear that such symptoms had preceded

the (AN) [40].
Substance use

It is estimated that 9 % of adolescent girls and
up to 20 % of adolescent boys meet adult
diagnostic criteria for an alcohol use disorder.
Furthermore, the proportion of daily smokers
among American high school seniors remains
disturbingly high at about 20 % [41]. It has
been hypothesized that the risk of incident
cases of substance use in individuals with
(AN) might be greater if one takes into account
that the prevalence of drug and alcohol abuse
is approximately 50% in individuals with an
eating disorder, compare with a prevalence of
approximately 9% in the general population
[42]. However, there is a lack of clinical studies
regarding the commorbidity of substance use
in (AN) focusing on adolescents. In a study



which was performed so as to investigate the
incidence of substance use in a clinical sample
of adolescent girls diagnosed with either (AN)
or bulimia nervosa it was found that the
incidence of substance use for the group of
anorexic girls was lower compared with the
bulimic girls (18% vs 67%,
respectively) [43].

group of

Overtraining

Overtraining (excessive exercise) is a well-
known phenomenon in (AN) [44]. The
prevalence of hyperactivity in (AN) lies
between 31 and 80%, depending on the study
and its criteria for hyperactivity [45]. Since
excessive exercise has been associated with
greater  obsessionality, it has been
hypothesised that (AN) patients with
excessive physical activity (hyperactive
behavioural profile) constitute a subtype of
the disorder with strong links to OCD [46].
Adolescents” compulsivity towards exercise is
positively associated with different emotion
regulation strategies [47]. The prevalence of
(AN) is higher in female athletes than in male
athletes, and more common among those
competing in leanness-dependent and weight-
dependent sports than in other sports [48].
With regard to the female athletes the term
"female athlete triad" describes a serious
clinical picture that affects adolescent female
athletes and refers to the interrelationships
among energy availability, —menstrual
function, and bone mineral density, which
may have three main clinical manifestations:
a) eating disorders, including (AN), b)
functional hypothalamic amenorrhea, and c)
osteoporosis [49]. Of the few studies that
include male athletes, some indicate an
elevated risk for (AN) in male athletes
competing in wrestling and rowing, and
others show a lower risk for (AN) in male
figure skaters and swimmers [48].
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Early menarche and puberty

Young women who had been early maturers
have higher rates of lifetime history for
psychosocial symptoms in comparison with
women who were on-time maturers [50].
Although the etiology of phenomenon is not
fully understood, there is evidence to suggest
that the psychological response to normal
pubertal increases in fatness and weight in the
form of negative body image could have a role
in promoting (AN) [51]. Moreover, males
experiencing early puberty have a greater
incidence of (AN) [52].

Insulin-dependent diabetes mellitus

Increased prevalence of (AN) has been
described in female adolescents with Insulin-
Dependent Diabetes Mellitus (IDDM) as being
almost twice as high as that found in their
nondiabetic peers [53]. This condition is of
particular concern because its association with
impaired metabolic control and an earlier than
diabetes
complications [54]. Weight gain caused by

expected onset of related
insulin therapy, dietary restraint, and food
preoccupation may predispose diabetic girls
to develop a clinical or subclinical eating
disorder [53]. Disordered eating habits
(associated with impaired glycemic control)
and weight management behavior are
common; however, insulin misuse for the
purpose of shape and weight control is not
restricted to subjects with (AN) [55].

The present brief review study assessed and
synthesized the research evidence so as to
determine the potential factors that might be
associated with (AN) in adolescents.
However, it is important to note the
methodological limitations of the studies
involved in this review. There might be papers
which have not been identified because they
were not available electronically. Moreover,



there is a possibility that unpublished reports,
doctoral theses, and studies that are not
written in English may provide relevant
research evidence, but they were not included.

The data from this study reveals several
recommendations worthy of future study.
First, large scale observational and
intervention studies should be undertaken to
clarify the probability of (AN) occurring given
exposure to a particular factor in adolescents.
Such studies will be the only way in which
questions about the risk factors and
commorbidities of (AN) will be answered. The
identification of risk factors and comorbidities
of (AN) could be an important part of : a) the
clinical management of (AN) in adolescent
patients, b) prevention (health education)
programs that are implemented with
adolescents and their parents before
adolescents begin to experience the normative
stressors that typically trigger the onset of
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(AN). Additionally, further etiologic research
on (AN) focused on the interaction between
biological and environmental influences and
the underlying neurochemical mechanisms of
the disease is warranted.

CONCLUSIONS

The findings of the present study indicate that
biomedical and sociobehavioral factors
associated with (AN) in adolescents include
gender, specific (not all) psychiatric disorders,
overtraining, early menarche or puberty, and
diabetes, whereas (AN) could affect
individuals of all races and socioeconomic
levels. The identification of factors that
increase the probability of (AN) occurring
could help in designing preventive
interventions that would reduce the risk and

burden of (AN).
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ANAXKOIIHXH

Iatpofroloyixoi Kar KOIWOVIKOTOUTEPLPOPIKOL TAPAYOVTES IOV OXETICOVTAL YE T
vevpikn avopelia o€ epnPfoog

Ioavvng AsAnpapng

Tpnpa Awattoloyiag xat Awatpo@rig, ZxoAr) Emotnpaov Yyelag xat Aywyrg, Xapoxonelo Ilavemotnpio,
Abnva

ITEPIAHWYH

Eroaywyn. H veopwa) avopeia (NA) etvar pia coPapr) dtatpogikn) dratapayy) pe dovntikeg Oavatneopa
amnotehéopara. [Ipog To mapov, @oTO00, Ta ePELVITIKA OedOPEVA OXETIKA He TOLG HAPAYOVTEG KIVODVOL yia
) (NA) otovog egrifoog etvat pal\ov ap@ileyopeva Kat eV DIIAPXEL YEVIKE) OOPPOVIA OXETIKA pe ToV mbavo
TOLG POAO.

Zxomog. O 1Poodloplopodg TV 1aTPOPOAOYIK®OV Kl KOW®VIKOODHIEPIPOPIKMDY HAPAYOVI®V IIOD
oxetifovtal pe T vevpikr) avopeSia oe epr)fovg peo® g oLVOEONG IPOCPATOV EPEDVITIK®OV OeOOUEVDV.
Zye0taopog épevvag. Bpayela avaokonmon.

YAixo xar péBodog. To vAWKO g mapovoag peAétng avtAndnke armoxAelotikda amo to dadiktvo. Qg pebodog
Xpnowpomnou\dnke 1 ovotparniki) avadlnmorn tng nlextpovikng PipAloypagiag otg Paoelg dedopeévev
PubMed xat Google Scholar ypnotpornowwvtag tovg 0Opovg avadnong : a) " veopikr) avopesia', 1 " avopeia
", B) "mapayovteg kivoLvoL" kat y) "épnpot'. Emurhéov apOpa evromiomxav amod Tig PipAoypapixég
AVAPOPES TOV APXIK®G EMAEXOEVIOV EPYACLAOV.

Anotedéopata kar oolyryon. To @OANO ep@avifetal @G O ONHEAVIKOTEPOS KOWMVIKOOLUIIEPLPOPIKOS
rapdyovtag oo oxetiCetat pe ) (NA), n onoia priopet va ennpedoet atopa arro Kabe @uAz KAt KOW®OVIKO-
OWKOVOHIKI) Katdotaor). Ot watpofroloykot mapdyovteg @atvetat va neptAapBdvoov oplopéveg (Oxt OAeQ)
WOXLATPIKES Oratapayés, v vrepBoAkr) doKNorn, TV HP®ON ePpnvapx)/eenPeia xat tov veovAwvo-
eCaptopevo drapn .

Zoprepaopata. H ka\btepr Katavonorn 1oV WatpoPlodoyiK®OV KAl KOWKOVIKOODUIIEPIPOPIKOV IAPAYOVI®V
oo oxetiCovrat pe Vv (NA) oe epr)oog padntég Oa prmopovoe va Porn01)oel 0Tov aroteAeopatikoTePo EAeYXO,
OtV OPOANYI) KAl OTIG IO £YKALPEG OTPATIYIKEG Hapépfaong. MeANOVTIKA, MEPAITEP® ATTIONOYIKT| épevva
ya ) (NA) eottaopévn oty alnAenidpaon petadd 1oV Brodoyk®v-reptBaANovTIKOV emOPACE®Y Kl TOV
DIOKelPEVOV VEDPOPBLOAOYIKOV PnYaviopmy mov epmAékovtat ot (NA) eivat anapattn).

Aé8e1g evpeTypiov: veopikr) avopeSia, mapayovteg Kivovvoo, épnBot.
Haparmroysy

L. AeAypapyg. IatpoPioloyikoi ka1 KOIWOVIKOODUTEPLPOPIKOL TAPAYOVTES IOV OXETICOVTAL PE TH VEVPIKY
avopeSia o€ epnpoog. Emotnpovika Xpovika 2014;19(2): 118-131.
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