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Abstract

Current research shows a relationship between age and eating disorder diagnoses but does not fully understand how symptoms manifest at different stages of Life Span Development (LSD). To identify the difference of eating disorder symptoms by age, the study analyzed existing EDI-2 scores and other demographic data from 2247 female adolescent and adult patients at a commercial residential eating disorder treatment center. Results from this study showed that anorexia nervosa is most common in female adolescents and older adults, but bulimia nervosa emerges as the most common diagnosis for young adults. Levels of comorbid psychopathology and EDI-2 scores are lower for young adolescents but higher for young adults. Comorbidity decreases slightly in the older adults, but perfectionism remains high. As age increases, eating disorder treatment needs to focus more on comorbidities. Further research can explore if treatment effectiveness can be improved by paying attention to an individual’s developmental stage.
			



Eating Disorders and Life Span Development

An eating disorder diagnosis most frequently occurs between early adolescence and early adulthood, ages 13-22, as the combination of new freedoms and strong social pressures result in a need for coping mechanisms and stress management strategies (Lewinsohn, Striegel-Moore, & Seeley, 2000). Whereas, adolescents more commonly struggle with anorexia, young adults more often develop bulimia (Hoek, 1991). In the present study, we interpreted the developmental context of how eating disorder symptoms are manifested in different age groups by applying Life Span Development theory. The hypothesis was that developmental changes in coping mechanisms help to shape the emergence of eating disorder symptoms and the resulting diagnoses. We studied the age-related emergence of eating disorder symptoms using a large data set from women at a commercial eating disorder treatment center. 
Eating Disorder Epidemiology
Eating disorders manifest in a variety of ways, with three types mentioned in the Diagnostic and Statistical Manual of Mental Disorders (DSM) IV-TR (the data for this study were collected prior to the publication of DSM-5). The recognized types of eating disorders are Anorexia Nervosa (AN), Bulimia Nervosa (BN), and Eating Disorder Not Otherwise Specified (EDNOS) (American Psychiatric Association, 2000). Anorexia is characterized by methods of food restriction, leading to nutrition deficiency and even death due to complications associated with starvation. AN can be further divided into restricting and binge-purging subtypes. 
Meanwhile, bulimia is primarily recognized by binging and purging episodes, which lead to a normal but fluctuating body weight. BN can be further divided into purge and non-purge subtypes. Lifetime prevalence rates for 18-year-old girls were 2.6% for AN and 0.4% for BN (Isomaa, Isomaa, Marttunen, Kaltiala‐Heino, & Björkqvist, 2009). 
For EDNOS, clients demonstrate dysfunctional eating habits that cannot be classified into the previously mentioned disorders; this group reached a prevalence of 9.0% (Isomaa et al., 2009). Publishing the DSM-5 made progress in diagnosis by introducing binge eating disorder (no apparent purging) as its own disorder and removing amenorrhea as a requirement for anorexia (American Psychiatric Association, 2013). Each eating disorder demonstrates an unhealthy relationship with food. 
Consequences up to and including death
Manipulation of food consumption can be fatal, as demonstrated by the risk of anorexia nervosa resulting in premature death either by natural causes or suicide (Herzog, Greenwood, Dorer, Flores, Ekeblad, Richards, Blais, & Keller, 2000). Out of 7 deaths in a study population of 136 people with anorexia, three committed suicide, two died of cardiac-related issues, one died of pneumonia, and one died of alcohol overconsumption. All clients had been undergoing psychological treatment, but the adequacy of the treatment was undetermined (e.g. length and intensity). No individuals with bulimia nervosa died, as this disorder still allows the body to receive nutrients in some capacity. 
Risk factors for girls
Around the age of puberty, girls begin to develop an awareness of body size and body image. In part due to social and media influences, body dissatisfaction frequently follows self-evaluation of the body as development adds shape to the female figure (Ackard & Peterson, 2001). Many girls respond to body dissatisfaction by initiating weight-controlling behaviors, which precede any sort of eating disorder. Other vulnerabilities experienced prior to eating disorder development include poor coping skills, bad temper, strong emotional dependence, sexual or physical abuse, and anxiety (Ackard & Peterson, 2001; Schmidt & Treasure, 2006). Further cognitive influences include cultural pressure, the thin ideal, dieting, peer teasing, and family experiences (Pike & Rodin, 1991). The different factors increase the chances of developing an eating disorder, but the amount of influence varies on a case-by-case basis.
Age of onset
With certain pressures occurring at different stages of life, the age of onset differs according to the eating disorder. Age of onset peaks at ages 14 and 18, taking on the shape of a bimodal model (Woodside & Garfinkel, 1992). Both of these ages correlate with key times of development; age 14 is just after puberty, and age 18 is usually the transition to adulthood. Puberty marks the beginning of most distorted thoughts and dysfunctional behaviors related to eating (Fairburn & Harrison, 2003). During a time of transition and new environments, adolescents use anorexia as a coping mechanism, because food intake is one of their only options for control. The second peak matches the average age to start binging behaviors, 18 (Spurrell, Wilfley, Tanofsky, & Brownell, 1997). Bulimia often develops later than anorexia, either from previous sufferers of anorexia or individuals with later onset without a prior episode of anorexia.
Measurement Tools
The diagnosis of eating disorders using the DSM is based on patterns of belief, behaviors, and symptoms. In 1983, Dr. David Garner introduced a more specific analysis with the Eating Disorder Inventory (EDI). By primarily measuring attitudes, feelings, and behaviors about food consumption and compensating behaviors, the EDI accounts for characteristics associated with eating disorders. Following a clinical self-report, the EDI evaluates individuals according the following hypothesized vulnerabilities: Social Insecurity, Impulse Regulation, Asceticism, Maturity Fears, Interoceptive Awareness, Interpersonal Distrust, Perfectionism, Ineffectiveness, Body Dissatisfaction, Bulimia, and Drive for Thinness (Garner, Olmstead, & Polivy, 1983). With a six-option scale for each question, the EDI reveals the intensity of symptomatology. Intensity depends on the frequency of and feelings about personal behaviors. In 1991, a revised version of the test, EDI-2, was introduced with 27 new items (Thiel, Jacobi, Horstmann, Paul, Nutzinger, & Schüßler, 1997). The EDI and EDI-2 achieved satisfactory validity and reliability while providing valuable information for analysis. Taking behaviorally based answers into account, the EDI reveals deeper psychological beliefs that ultimately direct any treatment methods. 
Life Span Development
The concept of Life-Span Development (LSD) first received the attention in the mid-20th century, when researchers started to explore the effects of childhood on later experiences (Hertzman, 1994). To more effectively understand development, LSD splits age up by stage to help reveal how thoughts, feelings, and behaviors change as a person ages (Baltes, Reese, & Lipsitt, 1980). LSD has been used to understand normal and abnormal development and psychopathology. Behaviors are analyzed by developmental stage based on social, behavioral, and environmental factors, before attempting to understand a relation to psychopathology (Devine, 2005). Age-specific developmental challenges reveal adolescents’ response to risk and how that response affects the onset of psychopathology. 
LSD Stages 
The first of the LSD stages applicable to this study, preadolescence (age 9-13), lays the groundwork for later manifestation of dysfunctional behaviors (Baltes et al., 1980). During this stage, children spend multiple hours a day in school. Peer acceptance starts to mean more, so choices are made correspondingly to fit in. Additionally, preadolescents are still under high levels of parent supervision while living at home. 
The next stage, adolescence (age 14-18), corresponds with the teenage years and the completion of puberty. During this time, parents supervise less and give their children more freedom, allowing a greater sense of autonomy (Honzik 1984). The adolescent adopts his or her own priorities, as this is a critical time for determining identity and a sense of self. During this transition, adolescents display new life skills including self-reliance, increased independence, concern for the future, cultural awareness, social importance, and delayed gratification (Noom, Deković, & Meeus, 2001). Self-responsibilities, such as fiscal independence and money management, increase as the adolescent no longer fully depends on parents or guardians (Honzik, 1984).  More responsibilities mean more stresses. One may choose to deal with stress through coping processes, moral reasoning, or examining the inner experience (Rosen, Compas, & Tacy, 1993). Adolescents experience enhanced autonomy as a result of development, but responses to the new independence depend on the individual. 
[bookmark: _GoBack]The important step that connects adolescence to adulthood is known as Early Adult Transition (age 17 to 22). A major task during this time is leaving home to live independent of parents at a university, with friends, or alone in pursuit of further studies or work (Tokuno, 1986). The exceptions to those described continue to live with their parents but are likely encouraged to find an occupation for financial support. While this stage is characterized by increased freedom, the next stage, Entry Life Structure for Early Adulthood (age 22-28), marks the establishment of an adult lifestyle. This population experiences full financial responsibility and the highest levels of personal independence (Levinson, 1986). Within all of the stages of development, priorities shift, so behaviors respond accordingly.


Eating Disorder Application
There are two processes that can be identified as critical to the development of an eating disorder: 1) body dissatisfaction, and 2) the emergence of dieting and the disturbed eating behaviors as a response to the increased autonomy and risk factors found in adolescence. Autonomy allows an adolescent the freedom of choice but also increased vulnerability to thin ideal and consequent body dissatisfaction (Hargreaves and Tiggemann, 2003). Adolescents become less concerned with their parent’s opinion and more focused on the ideals of society and the media’s portrayal of attractiveness as an impossibly thin body (Hou et al., 2013; Thompson and Stice, 2001). Exposure to professional fashion models’ and photo-shopped actresses’ body types leads to distorted thinking, because adolescents start to think that a perfectly slender body is attainable. The distorted thinking turns personal when adolescents start to evaluate their own body in comparison to the portrayed “thin-ideal” of society. Some adolescents see this thin-ideal as a goal and respond with behaviors that will help to reach that image (ex. Dieting, exercise, etc.) (Stice and Shaw, 1994). Internalizing the thin ideal only leads to dissatisfaction of one’s own body, because such thinness cannot be achieved in a healthy manner. Body dissatisfaction is the most reliable predictor for a future eating disorder (Rohde, Stice, & Marti, 2014). 
It is common for adolescent girls to have some degree of body dissatisfaction and to start dieting behavior. The development of extreme dieting may lead to anorexia, as the individual aims to reach and maintain an extremely low weight. Almost all clients with eating disorders progress through this stage of anorexia, even if exceedingly brief (Fairburn and Harrison, 2003). In some individuals, the rigid dietary restriction promotes binging behaviors. Frequent binging leads to loss of control of restriction, eventual failure of extreme dieting, and consequent compensatory methods, such as self-induced vomiting (Fairburn and Harrison, 2003). With increased difficulty to restrict, older ages present a greater chance for bulimia to develop. Each step of establishing autonomy in food choice and moving from body dissatisfaction to compensatory methods is a process and influences how and when the eating disorder ultimately manifests. 
Research Questions 
This research connects eating disorder symptoms and current knowledge about development. Natural development brings new experiences and responsibilities for adolescents, so the further information about the symptoms and struggles associated with each LSD stage can more effectively direct treatment methods. 

Inquiries to be answered by the statistical analysis include:
1. How does the frequency of eating disorder diagnosis change as the women go through the stages of development?
2. How does diagnosed comorbidity change as the women go through the stages of development?
3. How do the cognitive and behavioral manifestations change as women go through the stages of development?
Methods 
	The participants in this study represented a smaller percentage of the population but spoke to the risk factors of the larger population. The data came from individuals that reached a point in which eating disorders significantly affect their daily functioning, so they were admitted to an eating disorder treatment center. Rather than working to recruit a representative population, the study identified a reputable residential treatment center and asked data of patients already identified as having an eating disorder. To be included in the data collection, these residents spent time at the treatment center between 2004 and 2010, so enrollment existed as a rolling process. The final case count included 2247 female adolescents and adults. From the initial count of 2434 cases, we eliminated data from 210 participants for the following exclusion reasons: two participants for not being over the age of 12, 25 participants for undergoing readmission, and 183 for missing data. Participants self reported all demographic information, with almost 95% of patients classifying as white. At admission, participant mean age was 23-years-old. 
Procedures
Data Set. We obtained a de-identified data set from a commercial inpatient eating disorder treatment program. The data set consisted of patients who enrolled and completed the eating disorder treatment and had available results from the Eating Disorder Inventory-2 (EDI-2), their diagnosis, comorbid diagnoses, height, weight, duration of eating disorder, and basic demographic information. The identity of the individual participants is unknown to us, and to further protect confidentiality, we are not identifying the name of the eating disorder program. The data was made available as an SPSS 22 data file (IBM Corp.). 
The EDI-2 has 11 variable subscales: Social Insecurity, Impulse Regulation, Asceticism, Maturity Fears, Interoceptive Awareness, Interpersonal Distrust, Perfectionism, Ineffectiveness, Body Dissatisfaction, Bulimia, and Drive for Thinness (Garner et al., 1983).  The EDI-2 is self-report inventory, widely used in assessing variables associated with eating disorders. Composed of 91 items, the EDI-2 uses a six-point answer scale (never to always) to measure the extent that each subscale is manifested in the individual’s behaviors (Thiel et al., 1997). For instance, one question reads “I am embarrassed by my bodily urges” as part of 8 questions evaluating asceticism. In each revision of the overall test, the EDI has proven to have high reliability and variability (Thiel and Paul, 2006). Repeatedly, this test provides quality information about eating disorder characteristics. The data file had the 11 EDI-2 scores but did not contain data from the individual EDI-2 items.
Creation of Variables
	Our main research question focuses on how the symptoms and presentation of eating disorders change with patient’s age. Age in this instance refers to the patient’s age at time of admission. We first created an age range variable to capture seven important developmental stages: 12-15 (young adolescent); 15-18 (older adolescent); 18-21, 21-25 (young adult); 25-35, 35-45 (adult); and 45 and older (older adult). We used height, weight, and age to create a variable called zBMI. For children, the norms for Body Mass Index (BMI = kilograms/m2) change over time and change differently for boys and girls. zBMI expresses the number of standard deviations above or below the age and sex specific 50th percentile. For example, a female patient with a zBMI score of –2 would be two standard deviations below the norm for a girl of her age. We created a variable called number of diagnoses, which was a count of the total number of comorbid diagnoses. We also created a variable indicating the number of substance abuse diagnoses given to each patient. 
Statistical Analysis
For our analyses, we began by looking at how each category of eating disorders, based on the DSM-IV-TR diagnosis material, differed by demographics, EDI-2 scores, and comorbidities. Then, we treated age as the independent variable and examined how the age groups differed on frequency of each type of diagnosis, zBMI, demographic characteristics, EDI-2 scores, and comorbid diagnoses. We used One-Way Analysis of Variance (ANOVA) to compare the age groups and made pair-wise comparisons between groups and controlled for Type-I error rate using the Bonferroni approach (Bonferroni, 1936). Comparisons of nominal scale variables were done using cross tabs with Chi-Square tests. Specific differences between categories were examined using standardized adjusted residuals (SPSS 22, IBM Corp.). 
Results
Sample Characteristics
Table 1 and 2 (Appendix A) show the characteristics of the sample by diagnosis. In Table 1, differences between diagnosis groups on categorical variable differences are presented. The table presents the frequency and percentages of each variable by diagnostic group along with the results of a Chi-Square Test. Significant differences were found for: Education, Marital Status, Sexual Abuse, Suicide Attempt, Major Depressive Disorder (MDD), Attention Deficit Hyperactive Disorder (ADHD), Obsessive Compulsive Disorder (OCD), Posttraumatic Stress Disorder (PTSD), Depressive Disorder Not Otherwise Specified (DDNOS), Dysthymic Disorder, Nicotine Dependence, Polysubstance Dependence, Cocaine Abuse or Dependence, Alcohol Abuse or Dependence. Table 2 compares the diagnostic groups on quantitative variables using a One-Way ANOVA. Means and standards deviations are presented along with the results of the F-test. Significant differences by diagnostic group were found for: Age, BMI, Social Insecurity, Impulse Regulation, Asceticism, Interoceptive Awareness, Interpersonal Distrust, Perfectionism, Ineffectiveness, Body Dissatisfaction, Bulimia, Drive for Thinness, Number of Substances, Number of Diagnosis, and Length of Disorder. Maturity fears was the only quantitative variable that did not qualify as significant. 
Due to the large number of differences between diagnostic groups, Table 3 (Appendix A) was created to summarize the findings. Each diagnostic group is listed separately and the entries for that group show how they differed from the other diagnostic categories. For anorexia nervosa, two columns are present, separating the restricting from the binge-purge subtype. Highlighted items show characteristics that were essentially absent or less common for this group, and unhighlighted items show characteristics that are present or more common. 
The table shows that patients struggling with restricting anorexia differ on 16 variables. Anorexia Nervosa Restricting (ANR) had lower rates of comorbidity and substance abuse. While being the youngest and having the lowest BMI scores, these individuals had lower rates of suicide attempt, sexual abuse, and self-harm. This group also demonstrated the lowest intensity of dysfunctional psychopathology. Following the evaluation of the EDI-2 scores, the lowest scoring group in every question was the ANR group. The characteristics of the ANR group tend to show extreme self-control. These patients are more likely to be white and not finished with high school (because many are not old enough). Also, they are more likely to have a comorbid diagnosis with DDNOS. Most of the significant variables in this section demonstrate the lack of an association, and therefore, show the lowest levels of comorbid psychopathology. The variables that are significantly absent include MDD, sexual abuse, suicide attempt, self-harm, ADHD, PTSD, nicotine dependence, polysubstance dependence, cocaine dependence, cannabis dependence, and alcohol dependence. The individuals qualifying for this group are more likely to not have comorbid conditions. 
The other subtype of anorexia nervosa, binge-purge, shows significance for 11 variables, all more likely to be present or common. This category includes predominantly white patients that are married or divorced, with a significant amount having earned at least a bachelor’s degree. More often, these individuals have a past involving sexual abuse and/or suicide attempt, or have at least one of the following comorbid diagnosis: MDD, PTSD, Dysthymia, Nicotine Dependence, and Alcohol Dependency. 
The three groups that included binge eating had more comorbid problems and higher rates of dysfunctional psychopathology than the anorexia groups. The bulimia nervosa also has two columns, separating the purging from the non-purging subtype. Again, highlighted items were absent or less common, and unhighlighted characteristics are present or more common. The bulimia nervosa groups differ greatly from the anorexia subtypes.
In the bulimia nervosa non-purging category, a significant amount of individuals had graduated high school and suffered from sexual abuse. Also, these patients commonly had comorbid diagnoses with ADHD, DDNOS, or abuse of hallucinogen, cannabis, or alcohol. The only significant absence of a variable was for OCD. 
Next, the bulimia nervosa purging demonstrated a few differences from the other groups. These individuals had likely completed some college or held a bachelor’s degree, but were not married. Additionally, more qualifying individuals were American Indian/Native American. In regards to comorbidities, this group had many individuals with sexual abuse, self-harm, ADHD, and MDD, but lacked associations with OCD and DDNOS.
The most distinct group was EDNOS, which only has one column of significant variables, with the least number of associations in comparison to the other groups. None of the characteristics are highlighted as significantly absent. However, these characteristics are present or more common: less than high school completed, married, suicide attempt, self harm, and PTSD. EDNOS had the least number of significant associations, likely because of the smaller sample size and high variability within this diagnostic group. 
In summary, each group consists of patients with common characteristics that differ from the other diagnostic groups. The anorexic restricting group shows the highest number of significant variables with the least comorbid issues. In these cases, the eating disorder shows less comorbidity, because the individual is largely focused on restriction itself. In contrast, the bulimia nervosa groups and even anorexia binge-purge have more comorbid problems, possibly causing the disorder to manifest in those diagnoses. More diverse than the other groups, EDNOS represents a heterogeneous category. 
Differences by Developmental Stage
Table 4 (Appendix A) presents the categorical data by age ranges along with the results of the Chi-Square Tests. The following eighteen variables are marked as significant according to the F-test: Education, Marital Status, Sexual Abuse, Suicide Attempt, Self-Harm, MDD, ADHD, Social Phobia, OCD, Anxiety Disorder NOS, PTSD, Depressive Disorder NOS, Dysthymic Disorder, Nicotine Dependence, Polysubstance Dependence, Opioid Abuse or Dependence, Cannabis Abuse or Dependence, and Alcohol Abuse or Dependence. 
Table 5 (Appendix A) shows the means and standard deviations determined by a One-Way ANOVA for each age range. F-tests were used to evaluate statistical significance. The following variables differed significantly by age: BMI, Social Insecurity, Impulse Regulation, Asceticism, Maturity Fears, Interoceptive Awareness, Interpersonal Distrust, Perfectionism, Ineffectiveness, Body Dissatisfaction, Bulimia, Drive for Thinness, Number of Substances, Number of Diagnosis, and Length of Disorder.  
In Table 6 (Appendix A), we have summarized the significant variables according to age range for the demographic and comorbidity categorical variables, because the complexity of differences is better understood in this visual format. Each age range group is listed separately and the entries for that group show how they differed from the other age range categories. Additionally, stage titles were given to age ranges, and similar age ranges were grouped together under larger stage titles. Participants aged 12-15 qualify as early adolescent, while ages 15-18 represents late adolescents. Ages 18-21 and 21-25 were grouped under the title of young adult. The title of adults was assigned to ages 25-35 and 35-45, and any patients 45 years and older were distinguished as older adults. Once again, highlighted items show characteristics that were essentially absent or less common for this group, and unhighlighted items show characteristics that are present or more common. 
The early adolescent group, 12-15 years, saw 9 significant variables, with most recognized for being absent or less common: no sexual abuse, no suicide attempts, no GAAD, no PTSD, no nicotine dependence, no cocaine dependence, no cannabis dependence, and no alcohol dependence. Depressive NOS saw significant presence in this age range. 
In the later adolescent age range, 15-18 years, most of the 14 variables found significant were for absence as well. This group saw decreased likeliness for sexual abuse, suicide attempts, social phobia, GAD, PTSD, dysthymia, MDD, nicotine abuse, polysubstance abuse, opioid abuse, hallucinogen abuse, and alcohol abuse. The items significant for higher presence were Hispanic/Latino race and self-harm.
Age group 18-21 years, the first group of young adults, had the least number of associations with only three characteristics qualifying as significant, so the group acted as an average that could be used in comparison. The three variables were no sexual abuse, cannabis abuse, and alcohol abuse. This range, ages 18-21, and age group 15-18 represented the largest populations, with 553 participants each. That next group, ages 21-25, is recognized as young adults as well. In contrast to the other young adult range, this one had the most significant associations with 15 variables: American Indian, Sexual abuse, ADHD, Social phobia, GAD, No DDNOS , Dysthymia,  MDD, Nicotine Abuse, Polysubstance Abuse,  Opioid abuse, Hallucinogen abuse, Cocaine abuse, Cannabis abuse, and Alcohol abuse. The only mentioned variable reaching significance for being absent was DDNOS. There is a drastic difference in the number of significant variables between the two young adult age ranges. 
The next stage, adults, splits into ages 25-35 and 35-45 with slight differences between the two for significant variables. The first group, aged 25-35, found significance for sexual abuse, suicide attempts, GAD, No Anxiety NOS, PTSD, MDD, phencyclidine dependence, hallucinogen dependence, no cannabis, and Alcohol dependence. The other group of adults, 35-45, had some of the same significant variables but not all: sexual abuse, suicide attempt, PTSD, and alcohol dependence. Additionally, this group showed an absence of self-harm, the only variable not mentioned in the other adult age range.
Older adults, the last group recognized and aged older than 45 years, saw 9 significant associations, with three being for absence: sexual abuse, no ADHD, PTSD, no DDNOS, Dysthymic, MDD, opioid dependence, no cannabis abuse, and alcohol dependence. 
To have better understanding, we took those variables that differed by age and graphed the results. This allows us to describe how each of these significant characteristics (EDI-2 scores, comorbid diagnoses, weight, etc.) changed from the youngest to oldest age group.
The first graph of this kind, Figure 1, shows the number of diagnosis by age group, demonstrating how comorbid frequencies change over time. Each age group remains near 2-2.5 diagnoses. This does not show how comorbidity increases with age, but rather that patients seeking treatment at these different ages also meet the criteria for other disorders in addition to the initial eating disorder diagnosis. The graph value at age range 12-15 is at two diagnoses, before an insignificant decrease for ages 15-18. Then, the number of diagnoses increases to 2.3 and stays between there and 2.5 for the rest of the groups, with high variability in the older adults. 

In Figure 2, the mean zBMI value by age range shows characteristics an inverted U, with the youngest and oldest age ranges holding the lowest values, respectively -1.7 and -2.1. The middle age ranges consistently remain between -1.5 and -1. A lower zBMI means they were more underweight for their age group.

The next graph, Figure 3, shows the number of substances abused at different age ranges. Once again, these values are the number of abused substances when patients sought treatment. The youngest group shows the least number of abused substances, with the error bar almost touching the x-axis. Age range 15-18 increases to an average of 0.3, and the next group, ages 18-21 also increases to around 0.5. Ages 21-25 represent the peak at 0.6 substances abused. The older age ranges decrease in value, but not dramatically. The oldest group has high variability at a value of 0.4.

Showing another inverted curve, mean EDI-2 scores for comparing ineffectiveness by age range is displayed in Figure 4. The young adolescents start at a value of 9.1. The scores show a slight increased before peaking in the adult age range at 12.9. The value decreases and the curve ends at 11.5 for the older adults. 

Figure 5 compares social insecurity by age range, with tendencies of an inverted U, but not as obvious as the previous figures, because the values are larger numbers as answers to scaled questions on the EDI-2. The youngest age range, ages 12-15, is near a measure 7, and the value increases until a peak in ranges at ranges for ages 25-35 and 35-45 at a value of 8.5. Then, the value for older adults decreases to closer to 7.5.

Impulse regulation by age range is graphed in Figure 6, with higher values because of EDI-2 scaled answers. Starting around 3 for ages 12-15, the value increases to almost 5 and peaks at ages 25-35 before decreasing back to 3 for the older adults. 

Asceticism has high figures from the EDI-2 test, as shown in Figure 7. The comparison starts at a value of 7.8 for the young adolescents and increases to 9 at ages 25-35, but ends at 8 for the last two age groups. While all age groups are marked by high rates of severe self-discipline, but the middle age group is the most intentionally self-sacrificing.

Interoceptive awareness by age range in Figure 8 also takes the form of an inverted U. The youngest age group has a value of 7.7, and gradually increases to a peak of value 11.9 for the adult age ranges. The value decreases to 9 for the age 45 and older group.

In Figure 9, EDI-2 scores for interpersonal distrust increase significantly before a slight decrease with high variability. The value for young adolescents is 4.9, peaks for age range 25-35 at 6.5, and ends at a value of 5.8 for older adults. 

The next graph, Figure 10, shows drive for thinness according to age with all ranges scoring high. The mean score for young adolescents is 11.9 and gradually increases to 14.5 with young adults. With a drop at ages 35-45, the value end at 11.9 for older adults.

A graph of EDI-2 scores for bulimia, Figure 11, shows the most drastic differences according to age range. Starting at 1.5 for the ages 12-15, the value increases significantly for the 15-18 age range and then again for the 18-21 age range. The series peaks for the 21-25 age range at a value of 7.1. Then, there is a significant decrease for the 35-45 age range before ending at a value of 3.4 for the older adults. 

Body dissatisfaction by age range is shown in Figure 12, and reaches the highest scores out of all EDI-2 categories. In another inverted U shape, the graph starts at a value of 13.7 for the young adolescents and ends at a value of 14.8 for the older adults. The age range of 21-25 years reaches the highest mean score with 17.4.

	Two of the variables from the EDI-2 test did not follow the curve shape of the previous graphs. The first variable that does not following the inverted U pattern is perfectionism, as seen in Figure 13. Comparing perfectionism by age range gradually increases over age. The youngest age group, at a mean score of 7.5, shows the lowest perfectionism tendencies in comparison to the entire treatment population. The values significantly increase but experience a minor dip in the 35-45 age group. The graph ends with the highest value of 10.0 for the older adults. Perfectionism tendencies increase with age. As patients continue to have an eating disorder in older ages, it seems that the eating disorder selects for higher levels of perfectionism.

	The other variable that did not demonstrate an upside down curve shape is maturity fears, graphed in Figure 14. As expected, maturity fears decrease with age. Although with high variability, the youngest adolescents hold the highest mean score for the fears at a value of 7.1. Progressing through each stage, the change is not significant, but the decrease is constant. Finally, the older adults show the lowest score mean with a value of 3.1. 

	For Figure 15, a final important comparison looks at the length of eating disorder by age range. For the youngest age group, the mean number of years of struggle is 2. The value for each age range increases by stages significantly before ending the graph at a value of 27.3 for the older adults. Rather than the consideration of late onset, the oldest patients developed their eating disorder decades ago. 

The frequency of eating disorder diagnosis changes as the women go through the stages of development with the middle ranges, 18-21 and 21-25, representing the highest number of diagnosed participants as well as showing a higher prevalence of bulimia nervosa than anorexia nervosa. As seen in Figure 16, patients diagnosed with anorexia nervosa types represent a higher proportion of the population in adolescents, adults, and older adults, in comparison to bulimia nervosa. The only group with higher rates of bulimia than anorexia was the young adults. 

Other than maturity fears and number of diagnosis, every comparison has the lowest scores in the youngest age range. Adolescents have the lowest BMI, lowest EDI-2 scores, and shortest length of eating disorder. Most variables and BN percentage increase for the young adults age ranges, meaning this group demonstrates highest rates of comorbidity, substance abuse, and psychopathology. In all figures except those for perfectionism and eating disorder length, values decrease at least slightly for the older adults but percentage of AN increases. 
Discussion
The research questions took eating disorder diagnosis into account while looking at differences of BMI, symptomology, and psychopathology by age range from a large data set of female patients in a treatment center. First, we looked at the frequency of eating disorder diagnosis changed as the women go through stages of development. The next question considered how diagnosed comorbidity changed as the women age. Considering the previous results, we examined how the cognitive and behavioral manifestations changed through development. 
First, we characterized the data sample by comparing the population of each diagnosis of eating disorders by demographics, EDI-2 scores, and comorbidities. Then, we use age ranges to determine how each stage differed on frequency of each type of diagnosis, zBMI, demographic characteristics, EDI-2 scores, and comorbid diagnoses. For categorical descriptive data, we used One-Way (ANOVA) to compare the age ranges. The continuous values, such as EDI-2 scores, were evaluated with Chi-Square tests to determine how the observed data differed from expectations. These tests allowed us to find which comparisons demonstrated significance.
The data showed significance by diagnosis and age. We saw that anorexia nervosa is the most common diagnosis in female adolescents and older adults, but bulimia nervosa is more common for young adults. Young adolescents had low levels of psychopathology, because the patients are strictly focused on the eating disorder and losing weight. Meanwhile, younger adults had higher rates of comorbidity, because they have higher rates of distress and easier access to drugs and alcohol. The older adults demonstrate some degree of psychopathology, especially with high levels of perfectionism. Patients older than 45 years old have found a way to live with an eating disorder. We found that there were important differences in presentations of eating disorder with age and associated symptoms. 
Adolescents 
In early age groups, the significant variables are highly focused on eating disorder symptoms. Younger diagnoses of eating disorders start with anorexia nervosa, with most participants lacking symptoms, appearing to not be as distressed as older women. Substance abuse is minimal. Older adolescents also show high levels of anorexia nervosa. Substance use increases but does not peak yet. EDI-2 scores increase between young and older adolescents, but in comparison to even older age groups, levels are still low. For eating disorders, adolescence is largely correlated with the presence of anorexia because of the environment and family pressures.
The younger adolescent group (ages 12-15) seems to not self-medicate with other dysfunctional behaviors, likely because they are more highly supervised by their parents. While spending many hours in school, young adolescents highly value peer opinion (Schmidt & Treasure, 2006).  Overall, young adolescent lifestyles lack autonomy. With more independence and developmental maturity, older adolescents have more autonomy and less supervision, but are still likely living at home in family situations. Family issues and a lack of control may have contributed to the adolescents’ eating disorder development. 
The adolescents seem to have adopted a powerful desire to be thin, likely due to thin ideal and body dissatisfaction. An obvious place to start to lose weight is by controlling food intake, which sometimes progresses to extreme measures and anorexia symptoms. In fact, the adolescent patients are at the eating disorder treatment center, because they are succeeding in the attempt to lose weight. These individuals are more often placed in treatment because parents are distressed at their child’s thin figure. Rather than being distressed or unhappy, the adolescents are content; the patients are achieving their desired results, and they have convinced themselves that life would improve if they weighed less. Their drive for thinness and other cognitive distortions have made them believe that if thin, they will meet society expectations (Schmidt & Treasure, 2006). This group denies harmful consequences because weight loss is their highest priority. Therefore, for treatment implications of adolescents, clinicians must take the low symptom and distress levels of the patients into consideration. The first step is weight restoration and then establishing healthy sustainable patterns of eating and exercise. Treatment needs to deactivate the adolescents’ drive for thinness and other cognitive distortions; long-term healthy eating habits will assist in preventing relapse.
Young Adults 
	The next age range, young adults ages 18-25, show higher rates of bulimia nervosa. Some patients may demonstrate later onset while others have lost control of extreme restriction and consequently developed binge-purge behaviors from prior anorexia. Bulimia transition correlates with more symptoms and comorbid diagnoses. Substance use increases, with this age group reaching the peak of abuse levels. Not only are there more comorbid diagnoses, but also, EDI-2 scores are higher. EDI-2 scores peak and show that, after 21 years of age, comorbidities become significant. Common comorbidities involve the emergence of self-harm behaviors and suicide attempts. Young adults more often show the greatest signs of distress, suffering, and out of control behavior, which most often aligns with the manifestation of bulimia nervosa.
Young adulthood represents a major transition period as young adults launch into independence, move out on their own, and are expected to become financially independent and personally responsible. Peer opinion becomes more important, and lifestyles are less structured and less supervised (Schmidt & Treasure, 2006). Being of legal buying age, young adults have more opportunity to be introduced to and have access to drugs and alcohol.  Meanwhile, another process is occurring for sexual abuse occurrences; a different trajectory leads to bulimia nervosa manifesting in young adult years. If an individual struggling with an eating disorder continues through adolescence without treatment, they likely show more difficulties in developing autonomy, maybe related to leaving home, family, and supervision. 
	Treatment for young adults must largely be based on symptoms and other comorbidities. Working through the likely presence of substance abuse and self-harm is crucial to recovery. Patients are still transitioning from adolescence into full adulthood, so therapeutic intervention should address self management, finishing school, getting a job, accepting sexuality, establishing relationships, etc. (Fairburn & Harrison, 2003). With this age range being largely marked by independent living, the patient likely guided themselves to treatment after recognizing that they had lost of control over eating and were risking their physical well-being. The most effective treatment will restabilize the patient’s eating cycle and interupt the thin ideal. 
Adults 
	Adult EDI-2 scores show that this age group is still struggling with high psychopathology manifestation, especially through self-destructive behaviors and substance abuse. The diagnosis of anorexia nervosa over bulimia nervosa slightly increases in adulthood.
For patients in the adult age range, 25-45 years, there is still considerable suffering and distress. In most cases, these individuals are developmentally established, but especially in modern society, transition often continues into later adult years. More frequently, adults are waiting until closer to 30 to get married, have children, and establish a family (Devine, 2005). Also at this age, individuals are settling into careers. Overall, adult lifestyles are marked by more responsibility in personal and professional ways. 
The treatment procedures described for young adults would likely be effective for adult patients. Since comorbid values for each age range are similar, they both would benefit from symptom specific treatment. By determining and addressing the deeper psychological issues, treatment can provide the accountability necessary for recovery.
Older Adults 
Older adults in eating disorder treatment reveal that anorexia nervosa, especially of the restricting subtype, is most common in this age range, even more than the youngest age range. Perhaps, they could not sustain bulimic behaviors for so many years, or they cycle over time between the two disorders. These patients have the lowest zBMI levels, so they are extremely underweight. EDI-2 scores reveal that perfectionism is a dominant feature. All other comorbidity values have lowered, nearing the same levels as adolescents. Levels of self-destruction are lower.
Women in this age range have better overall adjustment than younger adults. These patients have stabilized lifestyles. It is difficult to tell if older adult patients experience late onset of the eating disorder or if their suffering has been long-term. Possibly, these patients have been treatment resistant, so they have struggled for many years before seeking professional help. Otherwise, another reason for this distribution could be that the symptoms do not emerge until later or people with early eating disorders are able to resolve behaviors by their early 20s. Many people for whom an eating disorder persists over their life span have additional risk factors, such as PTSD, that continue through adulthood. 
Patients with eating disorders past the age of 35 look distinctly different from the other age ranges and must be treated accordingly.  These women seem to be content with living the rest of their life as skinny perfectionists. Such a mindset leads to a risk of chronic anorexia and long-term physical impacts. Weight restoration is of highest concern, but treating older women with eating disorders must also address other well-established comorbidities of both psychiatric and substance nature. Since other physical concerns are associated with aging bodies, older women in treatment are at a higher risk for fatal attack from other complications. Older adult treatment should work on physical health while simultaneously achieving cognitive reappraisal. 
Relation to Previous Research
Researchers acknowledge but do not fully understand the developmental timing of eating disorders (Thompson, Coovert, Richards, Johnson, & Cattarin, 1995). This study examined the development of personal body image and resulting eating disorder manifestation.  The last article of this kind is almost 20 years old (Attie et al., 1995). By updating this information and making it more available, adolescents with eating disorders and the individuals spending time with them will be able to identify the disorder in its earliest stages. Then, the professional efforts usually spent on treatment procedures can be better directed to prevention measures. By knowing a woman’s age and stage of life, a clinician is aware of which variables are more common and should be assessed. If the patient is in the age 18-25 young adult group, clinicians should also look for comorbidities, especially substance use, self-harm, and suicide attempts. With appropriate treatment programs and individualized attention, individuals may be able to avoid chronic anorexia. 
Limitations
The lack of racial diversity means these findings may not apply to women in minority groups. As expected, education and marriage variables differ according to developmentally appropriate times. Older individuals are inevitably more likely to be married and hold higher degrees of education. 
The results might differ if evaluated according to the most recent publication of the DSM-5. Since the data were collected during the time of DSM-IV-TR, diagnosis categories responded to such qualifications. While the distinctions of anorexia nervosa and bulimia nervosa remained largely the same, specific details were altered. For instance, the removal of amenorrhea from anorexia nervosa diagnosis moved many participants from the EDNOS category to anorexia nervosa after the collection of this data set. 
Clinical implications and significance
The earlier identification of symptoms will help get treatment started sooner in the manifestation of the eating disorder. Earlier treatment can prevent or evaluate any presence of comorbidity with other eating disorders or mental health issues. To improve treatment, we eliminated some uncertainty around official diagnosis with better symptom prediction. More individualized interventions explore childhood experiences that affect aging and behaviors. Working with an adolescent in light of their LSD stage will further develop treatment, as the professional knows specific behaviors that typically correlate with aging and eating disorder symptoms. For instance, priorities shift in the midst of adolescence, so depending on the age of treatment, parental approval or peer acceptance might be of the highest importance to the adolescent (Schmidt & Treasure, 2006). Odd behaviors take on different implications and originate from different sources depending on priorities. With a more accurate understanding of age range comorbidities, clinicians can streamline treatment on an individual level according to life span development stage. 
	The aim of eating disorder prevention is to healthily address body dissatisfaction and ultimately eliminate the “thin-ideal” altogether. When the thin-ideal is interpreted as a goal, adolescents manipulate responsive behaviors and become even further trapped in the lie of achieving an impossible body type. In contrast, older adults demonstrate higher rates of distress and comorbidity. Further improvement of treatment would include more implementation of prevention programs. Individuals will encounter stressors at every stage of life and deal with such expectations in some corresponding manner. With better symptom identification, prevention procedures for eating disorders improve, so treatment might not even be needed.
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Appendix A 


Table 1: Comparison of Demographic and Comorbid Variables by Diagnosis
	

Variable
	

Anorexia Restricting
Freq.       %
	

Anorexia Binge Purge
Freq.       %
	

Bulimia Nervosa Purge
Freq.       %
	

Bulimia Nervosa Non Purge
Freq.       %
	

EDNOS

Freq.       %

	
	
	n = 593
	n = 336
	n = 457
	n = 201
	n = 711

	Education ***

	
	Less than high school
	252
	42.5%
	63
	18.8%
	104
	22.8%
	29
	14.4%
	259
	36.4%

	
	High School
	106
	17.9%
	83
	24.7%
	67
	14.7%
	97
	48.3%
	154
	21.7%

	
	Some College
	123
	20.7%
	97
	28.9%
	178
	39.0%
	38
	18.9%
	173
	24.3%

	
	BA/BS
	83
	14.0%
	75
	22.3%
	91
	20.0%
	33
	16.4%
	104
	14.6%

	
	Post-graduate education
	29
	4.9%
	18
	5.4%
	16
	3.5%
	4
	2.0%
	21
	3.0%

	
	Total
	593
	
	336
	
	456
	
	201
	
	711
	

	Marital Status***
	
	
	
	
	
	
	
	
	
	

	
	Not married
	432
	81.7%
	231
	71.1%
	359
	83.3%
	163
	84.0%
	479
	76.2%

	
	Married
	77
	14.6%
	75
	23.1%
	59
	13.7%
	27
	13.9%
	132
	21.0%

	
	Divorced
	17
	3.2%
	17
	5.2%
	13
	3.0%
	4
	2.1%
	17
	2.7%

	
	Widowed
	3
	0.6%
	2
	0.6%
	0
	0.0%
	0
	0.0%
	1
	0.2%

	
	Total
	529
	
	325
	
	431
	
	194
	
	629
	

	Ethnicity      

	
	American Indian / Native American 1
	0.2%
	0
	0.0%
	2
	0.5%
	0
	0.0%
	0
	0.0%

	
	Asian or Pacific Islander
	1
	0.2%
	0
	0.0%
	0
	0.0%
	1
	0.5%
	3
	0.4%

	
	Black
	2
	0.4%
	1
	0.3%
	2
	0.5%
	2
	1.0%
	5
	0.7%

	
	Hispanic / Latino
	6
	1.1%
	7
	2.2%
	10
	2.3%
	4
	2.1%
	19
	2.8%

	
	White
	551
	98.2%
	306
	97.5%
	414
	96.7%
	187
	96.4%
	649
	96.0%

	
	Total
	561
	
	314
	
	428
	
	194
	
	676
	

	Sexual Abuse***
	
	
	
	
	
	
	
	
	
	

	
	Absent
	477
	81.1%
	193
	57.4%
	406
	89.2%
	178
	88.6%
	630
	89.0%

	
	Present
	111
	18.9%
	143
	42.6%
	49
	10.8%
	23
	11.4%
	78
	11.0%

	
	Total 
	588
	
	336
	
	455
	
	201
	
	708
	

	Suicide Attempt ***
	
	
	
	
	
	
	
	
	
	

	
	Absent
	547
	92.9%
	258
	77.0%
	361
	79.2%
	162
	80.6%
	547
	77.0%

	
	Present
	42
	7.1%
	77
	23.0%
	95
	20.8%
	39
	19.4%
	163
	23.0%

	
	Total 
	589
	
	335
	
	456
	
	201
	
	710
	

	Self-Harm

	
	Absent
	470
	79.7%
	211
	63.0%
	258
	56.6%
	131
	65.2%
	367
	51.8%

	
	Present
	120
	20.3%
	124
	37.0%
	198
	43.4%
	70
	34.8%
	342
	48.2%

	
	Total 
	590
	
	335
	
	456
	
	201
	
	709
	

	MDD***

	
	Absent
	308
	52.0%
	132
	39.4%
	180
	39.4%
	97
	48.3%
	343
	48.2%

	
	Present
	284
	48.0%
	203
	60.6%
	277
	60.6%
	104
	51.7%
	368
	51.8%

	
	Total 
	592
	
	335
	
	457
	
	201
	
	711
	

	ADHD***

	
	Absent
	571
	96.6%
	285
	85.6%
	387
	85.1%
	168
	83.6%
	618
	87.3%

	
	Present
	20
	3.4%
	48
	14.4%
	68
	14.9%
	33
	16.4%
	90
	12.7%

	
	Total 
	591
	
	333
	
	455
	
	201
	
	708
	

	Social Phobia

	
	Absent
	531
	89.7%
	289
	86.5%
	406
	89.2%
	178
	88.6%
	630
	89.0%

	
	Present
	61
	10.3%
	45
	13.5%
	49
	10.8%
	23
	11.4%
	78
	11.0%

	
	Total 
	592
	
	334
	
	455
	
	201
	
	708
	

	Generalized Anxiety Disorder
	
	
	
	
	
	
	
	
	
	

	
	Absent
	376
	63.5%
	188
	56.1%
	280
	61.4%
	118
	58.7%
	435
	84.8%

	
	Present
	216
	36.5%
	147
	43.9%
	176
	38.6%
	83
	41.3%
	78
	15.2%

	
	Total 
	592
	
	335
	
	456
	
	201
	
	513
	

	OCD***
	
	
	
	
	
	
	
	
	
	
	

	
	Absent
	437
	73.8%
	250
	74.9%
	387
	85.1%
	172
	85.6%
	561
	79.0%

	
	Present
	155
	26.2%
	84
	25.1%
	68
	14.9%
	29
	14.4%
	149
	21.0%

	
	Total 
	592
	
	334
	
	455
	
	201
	
	710
	

	Anxiety Disorder NOS
	
	
	
	
	
	
	
	
	
	

	
	Absent
	359
	60.7%
	221
	66.2%
	285
	62.6%
	125
	62.2%
	449
	63.4%

	
	Present
	232
	39.3%
	113
	33.8%
	170
	37.4%
	76
	37.8%
	259
	36.6%

	
	Total 
	591
	
	334
	
	455
	
	201
	
	708
	

	PTSD***

	
	Absent
	547
	92.6%
	273
	82.0%
	398
	87.5%
	171
	85.1%
	571
	80.4%

	
	Present
	44
	7.4%
	60
	18.0%
	57
	12.5%
	30
	14.9%
	139
	19.6%

	
	Total 
	591
	
	333
	
	455
	
	201
	
	710
	

	Depressive Disorder NOS***
	
	
	
	
	
	
	
	
	
	

	
	Absent
	403
	68.2%
	260
	78.1%
	369
	81.1%
	138
	68.7%
	539
	76.1%

	
	Present
	188
	31.8%
	73
	21.9%
	86
	18.9%
	63
	31.3%
	169
	23.9%

	
	Total 
	591
	
	333
	
	455
	
	201
	
	708
	

	Dysthymic Disorder*
	
	
	
	
	
	
	
	
	
	

	
	Absent
	554
	93.7%
	295
	88.3%
	424
	93.2%
	185
	92.0%
	649
	91.7%

	
	Present
	37
	6.3%
	39
	11.7%
	31
	6.8%
	16
	8.0%
	59
	8.3%

	
	Total 
	591
	
	334
	
	455
	
	201
	
	708
	

	Nicotine Dependence***
	
	
	
	
	
	
	
	
	
	

	
	Absent
	576
	97.1%
	297
	88.4%
	417
	91.2%
	185
	92.0%
	669
	94.1%

	
	Present
	17
	2.9%
	39
	11.6%
	40
	8.8%
	16
	8.0%
	42
	5.9%

	
	Total 
	593
	
	336
	
	457
	
	201
	
	711
	

	Polysubstance Dependence***
	
	
	
	
	
	
	
	
	
	

	
	Absent
	584
	98.5%
	320
	95.2%
	424
	92.8%
	192
	95.5%
	672
	94.5%

	
	Present
	9
	1.5%
	16
	4.8%
	33
	7.2%
	9
	4.5%
	39
	5.5%

	
	Total 
	593
	
	336
	
	457
	
	201
	
	711
	

	Sedative Abuse Or Dependence

	
	Absent
	591
	99.7%
	333
	99.1%
	453
	99.1%
	201
	0.0%
	709
	99.7%

	
	Abuse
	0
	0.0%
	2
	0.6%
	2
	0.4%
	0
	0.0%
	1
	0.1%

	
	Dependence
	2
	0.3%
	1
	0.3%
	2
	0.4%
	0
	0.0%
	1
	0.1%

	
	Total 
	593
	
	336
	
	457
	
	201
	
	711
	

	Phencyclidine Abuse Or Dependence
	
	
	
	
	
	
	

	
	Absent
	593
	0.0%
	336
	0.0%
	456
	99.8%
	201
	0.0%
	710
	99.9%

	
	Abuse
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%
	1
	0.1%

	
	Dependence
	0
	0.0%
	0
	0.0%
	1
	0.2%
	0
	0.0%
	0
	0.0%

	
	Total 
	593
	
	336
	
	457
	
	201
	
	711
	

	Opioid Abuse Or Dependence

	
	Absent
	589
	99.3%
	332
	98.8%
	448
	98.0%
	198
	98.5%
	703
	98.9%

	
	Abuse
	2
	0.3%
	1
	0.3%
	7
	1.5%
	2
	1.0%
	4
	0.6%

	
	Dependence
	2
	0.3%
	3
	0.9%
	2
	0.4%
	1
	0.5%
	4
	0.6%

	
	Total 
	593
	
	336
	
	457
	
	201
	
	711
	

	Hallucinogen Abuse Or Dependence

	
	Absent
	587
	99.0%
	331
	98.5%
	455
	99.6%
	192
	95.5%
	707
	99.4%

	
	Abuse
	6
	1.0%
	5
	1.5%
	2
	0.4%
	9
	4.5%
	3
	0.4%

	
	Dependence
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%
	1
	0.1%

	
	Total 
	593
	
	336
	
	457
	
	201
	
	711
	

	Cocaine Abuse Or Dependence*
	
	
	
	
	
	
	
	
	
	

	
	Absent
	585
	98.7%
	329
	97.9%
	434
	95.0%
	192
	95.5%
	690
	97.0%

	
	Abuse
	6
	1.0%
	6
	1.8%
	18
	3.9%
	8
	4.0%
	16
	2.3%

	
	Dependence
	2
	0.3%
	1
	0.3%
	5
	1.1%
	1
	0.5%
	5
	0.7%

	
	Total 
	593
	
	336
	
	457
	
	201
	
	711
	

	Cannabis Abuse Or Dependence
	
	
	
	
	
	
	
	
	
	

	
	Absent
	578
	97.5%
	311
	92.6%
	411
	89.9%
	171
	85.1%
	663
	93.2%

	
	Abuse
	14
	2.4%
	24
	7.1%
	41
	9.0%
	27
	13.4%
	42
	5.9%

	
	Dependence
	1
	0.2%
	1
	0.3%
	5
	1.1%
	3
	1.5%
	6
	0.8%

	
	Total 
	593
	
	336
	
	457
	
	201
	
	711
	

	Amphetamine Abuse Or Dependence
	
	
	
	
	
	
	

	
	Absent
	589
	99.3%
	334
	99.4%
	452
	98.9%
	197
	98.0%
	701
	98.6%

	
	Abuse
	3
	0.5%
	2
	0.6%
	4
	0.9%
	4
	2.0%
	8
	1.1%

	
	Dependence
	1
	0.2%
	0
	0.0%
	1
	0.2%
	0
	0.0%
	2
	0.3%

	
	Total 
	593
	
	336
	
	457
	
	201
	
	711
	

	Alcohol Abuse Or Dependence***
	
	
	
	
	
	
	

	
	Absent
	551
	92.9%
	250
	74.4%
	296
	64.8%
	150
	74.6%
	576
	81.0%

	
	Abuse
	40
	6.7%
	62
	18.5%
	130
	28.4%
	47
	23.4%
	114
	16.0%

	
	Dependence
	2
	0.3%
	24
	7.1%
	31
	6.8%
	4
	2.0%
	21
	3.0%

	
	Total 
	593
	
	336
	
	457
	
	201
	
	711
	


Significance levels: * <.05, ** <.01,  *** <.001
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Table 2: Comparison of Descriptive Variables by Diagnosis


	
n=2298
	Anorexia Restricting
n = 593
	Anorexia
Binge Purge
n = 336
	Bulimia Nervosa Purge
n = 457
	Bulimia Nervosa Non Purge
n = 201
	EDNOS

n = 711

	
	Mean
	S.D.
	Mean
	S.D.
	Mean
	S.D.
	Mean
	S.D.
	Mean
	S.D.

	Age ***
	22.5063
	9.95748
	26.2281
	9.91006
	22.8048
	6.72700
	23.2525
	6.48237
	22.9114
	8.52543

	BMI ***
	-2.7252
	1.00116
	-2.2930
	1.06125
	-.1468
	.96069
	-.0559
	1.03744
	-.7016
	1.03661

	EDI2 Social Insecurity ***
	7.4317
	4.64945
	8.744
	4.61664
	7.8687
	4.14489
	8.1741
	4.44686
	7.8397
	4.53961

	EDI2 Impulse Regulation ***
	2.683
	3.76918
	4.8006
	4.62299
	5.1729
	4.66259
	5.5522
	4.97981
	4.6357
	4.89044

	EDI2 Asceticism ***
	7.5059
	4.76584
	9.253
	4.54414
	8.6652
	3.94362
	9.2786
	4.31648
	8.2236
	4.45817

	EDI2 Maturity Fears 
	5.9444
	5.44865
	6.0208
	5.5902
	6.5492
	5.57783
	5.9602
	5.40078
	5.962
	5.53656

	EDI2 Interoceptive Awareness***
	8.1939
	6.3953
	11.622
	7.08056
	11.6346
	6.47261
	12.9254
	6.86436
	10.0295
	6.81717

	EDI2 Interpersonal Distrust ***
	5.2344
	4.21196
	6.6964
	4.73886
	6.0175
	4.30979
	6.5572
	4.94954
	6.3193
	4.6956

	EDI2 Perfectionism *
	8.0877
	4.82558
	8.8095
	4.8977
	8.5842
	4.7455
	9.0100
	4.7413
	8.8678
	4.95353

	EDI2 Ineffectiveness ***
	9.9292
	7.58098
	13.5268
	7.47169
	12.3611
	6.876
	13.3184
	7.1804
	11.9564
	7.46425

	EDI2 Body Dissatisfaction ***
	13.5295
	7.97205
	16.6607
	8.25766
	17.9409
	7.7716
	18.7463
	7.70651
	17.571
	8.57676

	EDI2 Bulimia ***
	1.0017
	1.99111
	6.7262
	5.86536
	11.0088
	5.46279
	11.7562
	5.75198
	3.4796
	4.21991

	EDI2 Drive for Thinness ***
	11.7352
	7.10555
	14.631
	5.7961
	14.7856
	5.19805
	15.1244
	5.49358
	13.7581
	6.72376

	Number of Substances ***
	0.1804
	0.59516
	0.5565
	0.96649
	0.709
	1.08649
	0.6517
	1.09914
	0.436
	0.89351

	Number of Diagnosis ***
	2.086
	1.14388
	2.4167
	1.27627
	2.1488
	1.09813
	2.2736
	1.21645
	2.2307
	1.21503

	Length of Disorder (years) ***
	6.8959
	8.85585
	10.5316
	8.69594
	7.4087
	6.41137
	7.9042
	6.82062
	8.1069
	7.98387



Significance levels: * <.05, ** <.01,  *** <.001
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Table 3: Variables of Significance by Diagnosis

	
	     Restricting
	      Binge Purge

	Anorexia Nervosa
	· Less than high school
· White
· OCD
· DDNOS
· No MDD
· Without sexual abuse
· No suicide attempt
· No self-harm
· No ADHD
· No PTSD 
· No nicotine
· No polysubstance
· No cocaine
· No cannabis
· No alcohol
· Lowest Level of Comorbid Psychopathology
	· MDD
· Bachelor’s Degree
· Married
· Divorced
· White
· With sexual abuse
· Suicide attempt
· PTSD
· Dysthymic 
· Nicotine dependence
· Alcohol dependency

	Bulimia Nervosa
	· High school
· With sexual abuse
· ADHD
· No OCD
· DDNOS
· Hallucinogen abuse
· Cannabis abuse
· Alcohol abuse
	· Some college
· Bachelor’s Degree
· American Indian/Native American
· Not Married
· With sexual abuse
· Self harm
· ADHD
· No OCD
· No DDNOS
· MDD

	EDNOS
	· Less than high school
· Married
· Suicide attempt
· Self harm
· PTSD




**Highlighted variables show that the characteristic is significantly more likely to be absent in that diagnostic group.


 

Table 4: Comparison of Demographic and Comorbid Variables by Age Range
	Age
	12-15
Freq.     %
	15-18
Freq.     %
	18-21
Freq.     %
	21-25
Freq.     %
	25-35
Freq.     %
	35-45
Freq.     %
	45 and older
Freq.     %

	  Variable (Categories)
	n = 147
	n = 553
	n = 553
	n = 423
	n = 386
	n = 172
	n = 87

	Education ***
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Less than high school
	144
	98.0%
	526
	95.1%
	38
	6.9%
	2
	0.5%
	5
	1.3%
	0
	0.0%
	1
	1.1%

	
	High School
	2
	1.4%
	23
	4.2%
	227
	41.0%
	127
	30.0%
	75
	19.4%
	43
	25.1%
	14
	16.1%

	
	Some College
	0
	0.0%
	2
	0.4%
	280
	50.6%
	193
	45.6%
	82
	21.2%
	34
	19.9%
	27
	31.0%

	
	BA/BS
	0
	0.0%
	1
	0.2%
	5
	0.9%
	92
	21.7%
	179
	46.4%
	74
	43.3%
	36
	41.4%

	
	Post-graduate education
	1
	0.7%
	1
	0.2%
	3
	0.5%
	9
	2.1%
	45
	11.7%
	20
	11.7%
	9
	10.3%

	
	Total
	147
	
	553
	
	553
	
	423
	
	386
	
	171
	
	87
	

	Marital Status***
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Not married
	117
	100.0%
	401
	99.5%
	546
	99.1%
	377
	89.8%
	202
	52.9%
	30
	17.4%
	10
	11.6%

	
	Married
	0
	0.0%
	2
	0.5%
	2
	0.4%
	37
	8.8%
	159
	41.6%
	117
	68.0%
	57
	66.3%

	
	Divorced
	0
	0.0%
	0
	0.0%
	3
	0.5%
	6
	1.4%
	21
	5.5%
	23
	13.4%
	15
	17.4%

	
	Widowed
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%
	2
	1.2%
	4
	4.7%

	
	Total
	117
	
	403
	
	551
	
	420
	
	382
	
	172
	
	86
	

	Ethnicity
	
	
	
	
	

	
	American Indian / Native American 0
	0.0%
	1
	0.2%
	0
	0.0%
	2
	0.5%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	
	Asian or Pacific Islander
	0
	0.0%
	1
	0.2%
	1
	0.2%
	2
	0.5%
	1
	0.3%
	0
	0.0%
	0
	0.0%

	
	Black
	1
	0.7%
	4
	0.8%
	3
	0.6%
	4
	1.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	
	Hispanic / Latino
	4
	3.0%
	17
	3.3%
	9
	1.7%
	10
	2.5%
	4
	1.1%
	2
	1.2%
	0
	0.0%

	
	White
	129
	96.3%
	500
	95.6%
	511
	97.5%
	387
	95.6%
	359
	98.6%
	161
	98.8%
	83
	100.0%

	
	Total
	134
	
	523
	
	524
	
	405
	
	364
	
	163
	
	83
	

	Sexual Abuse***
	
	
	
	
	
	
	
	
	
	
	
	

	
	Absent
	129
	87.8%
	455
	82.6%
	399
	72.2%
	260
	61.8%
	186
	48.6%
	73
	42.7%
	39
	45.3%

	
	Present
	18
	12.2%
	96
	17.4%
	154
	27.8%
	161
	38.2%
	197
	51.4%
	98
	57.3%
	47
	54.7%

	
	Total 
	147
	
	551
	
	553
	
	421
	
	383
	
	171
	
	86
	

	Suicide Attempt***
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Absent
	135
	91.8%
	485
	88.0%
	464
	83.9%
	342
	80.9%
	286
	74.7%
	117
	68.4%
	65
	75.6%

	
	Present
	12
	8.2%
	66
	12.0%
	89
	16.1%
	81
	19.1%
	97
	25.3%
	54
	31.6%
	21
	24.4%

	
	Total 
	147
	
	551
	
	553
	
	423
	
	383
	
	171
	
	86
	

	Self-Harm**
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Absent
	98
	66.7%
	308
	55.8%
	350
	63.3%
	274
	64.8%
	246
	64.4%
	121
	70.8%
	52
	60.5%

	
	Present
	49
	33.3%
	244
	44.2%
	203
	36.7%
	149
	35.2%
	136
	35.6%
	50
	29.2%
	34
	39.5%

	
	Total 
	147
	
	552
	
	553
	
	423
	
	382
	
	171
	
	86
	

	MDD***
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Absent
	76
	53.1%
	319
	58.3%
	246
	44.8%
	173
	41.0%
	152
	39.5%
	72
	41.9%
	26
	29.9%

	
	Present
	67
	46.9%
	228
	41.7%
	303
	55.2%
	249
	59.0%
	233
	60.5%
	100
	58.1%
	61
	70.1%

	
	Total 
	143
	
	547
	
	549
	
	422
	
	385
	
	172
	
	87
	

	ADHD***
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Absent
	132
	93.0%
	493
	90.1%
	472
	86.4%
	361
	85.5%
	335
	87.9%
	159
	92.4%
	85
	97.7%

	
	Present
	10
	7.0%
	54
	9.9%
	74
	13.6%
	61
	14.5%
	46
	12.1%
	13
	7.6%
	2
	2.3%

	
	Total 
	142
	
	547
	
	546
	
	422
	
	381
	
	172
	
	87
	

	Social Phobia***
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Absent
	132
	93.0%
	513
	93.8%
	480
	87.9%
	352
	83.4%
	336
	87.7%
	151
	87.8%
	78
	89.7%

	
	Present
	10
	7.0%
	34
	6.2%
	66
	12.1%
	70
	16.6%
	47
	12.3%
	21
	12.2%
	9
	10.3%

	
	Total 
	142
	
	547
	
	546
	
	422
	
	383
	
	172
	
	87
	

	Generalized Anxiety Disorder
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Absent
	98
	69.0%
	403
	73.7%
	320
	58.4%
	236
	55.9%
	199
	51.7%
	96
	55.8%
	49
	56.3%

	
	Present
	44
	31.0%
	144
	26.3%
	228
	41.6%
	186
	44.1%
	186
	48.3%
	76
	44.2%
	38
	43.7%

	
	Total 
	142
	
	547
	
	548
	
	422
	
	385
	
	172
	
	87
	

	OCD***
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Absent
	107
	74.8%
	437
	79.7%
	432
	79.0%
	338
	80.1%
	291
	76.2%
	141
	82.0%
	68
	78.2%

	
	Present
	36
	25.2%
	111
	20.3%
	115
	21.0%
	84
	19.9%
	91
	23.8%
	31
	18.0%
	19
	21.8%

	
	Total 
	143
	
	548
	
	547
	
	422
	
	382
	
	172
	
	87
	

	Anxiety Disorder NOS ***
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Absent
	90
	62.9%
	328
	60.0%
	339
	62.1%
	261
	61.8%
	259
	68.0%
	110
	64.0%
	60
	69.0%

	
	Present
	53
	37.1%
	219
	40.0%
	207
	37.9%
	161
	38.2%
	122
	32.0%
	62
	36.0%
	27
	31.0%

	
	Total 
	143
	
	547
	
	546
	
	422
	
	381
	
	172
	
	87
	

	PTSD***
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Absent
	136
	95.1%
	491
	89.8%
	478
	87.5%
	353
	83.6%
	312
	81.7%
	131
	76.2%
	67
	77.0%

	
	Present
	7
	4.9%
	56
	10.2%
	68
	12.5%
	69
	16.4%
	70
	18.3%
	41
	23.8%
	20
	23.0%

	
	Total 
	143
	
	547
	
	546
	
	422
	
	382
	
	172
	
	87
	

	Depressive Disorder NOS***
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Absent
	95
	66.9%
	392
	71.7%
	396
	72.5%
	338
	80.1%
	290
	76.1%
	132
	76.7%
	75
	86.2%

	
	Present
	47
	33.1%
	155
	28.3%
	150
	27.5%
	84
	19.9%
	91
	23.9%
	40
	23.3%
	12
	13.8%

	
	Total 
	142
	
	547
	
	546
	
	422
	
	381
	
	172
	
	87
	

	Dysthymic Disorder***
	
	
	
	
	
	
	
	
	
	
	
	

	
	Absent
	131
	92.3%
	526
	96.2%
	498
	91.2%
	377
	89.3%
	349
	91.4%
	159
	92.4%
	74
	85.1%

	
	Present
	11
	7.7%
	21
	3.8%
	48
	8.8%
	45
	10.7%
	33
	8.6%
	13
	7.6%
	13
	14.9%

	
	Total 
	142
	
	547
	
	546
	
	422
	
	382
	
	172
	
	87
	

	Nicotine Dependence***
	
	
	
	
	
	
	
	
	
	
	
	

	
	Absent
	143
	99.3%
	532
	97.1%
	510
	92.9%
	376
	89.1%
	352
	91.4%
	159
	92.4%
	81
	93.1%

	
	Present
	1
	0.7%
	16
	2.9%
	39
	7.1%
	46
	10.9%
	33
	8.6%
	13
	7.6%
	6
	6.9%

	
	Total 
	144
	
	548
	
	549
	
	422
	
	385
	
	172
	
	87
	

	Polysubstance Dependence*
	
	
	
	
	
	
	
	
	
	
	

	
	Absent
	142
	98.6%
	533
	97.3%
	518
	94.4%
	395
	93.6%
	363
	94.3%
	165
	95.9%
	85
	97.7%

	
	Present
	2
	1.4%
	15
	2.7%
	31
	5.6%
	27
	6.4%
	22
	5.7%
	7
	4.1%
	2
	2.3%

	
	Total 
	144
	
	548
	
	549
	
	422
	
	385
	
	172
	
	87
	




	Age
	12-15
Freq.     %
	15-18
Freq.     %
	18-21
Freq.     %
	21-25
Freq.       %
	25-35
Freq.     %
	35-45
Freq.     %
	45 and older
Freq.     %

	Sedative Abuse or Dependence
	
	
	
	
	
	
	
	
	
	
	
	

	
	Absent
	144
	100.0%
	548
	100.0%
	547
	99.6%
	419
	0.0%
	382
	99.2%
	170
	98.8%
	86
	98.9%

	
	Abuse
	0
	0.0%
	0
	0.0%
	1
	0.2%
	2
	0.5%
	1
	0.3%
	1
	0.6%
	0
	0.0%

	
	Dependence
	0
	0.0%
	0
	0.0%
	1
	0.2%
	1
	0.2%
	2
	0.5%
	1
	0.6%
	1
	1.1%

	
	Total 
	144
	
	548
	
	549
	
	422
	
	385
	
	172
	
	87
	

	Phencyclidine Abuse or Dependence
	
	
	
	
	
	
	
	
	
	
	

	
	Absent
	144
	100.0%
	548
	100.0%
	548
	99.8%
	422
	100.0%
	384
	99.7%
	172
	100.0%
	87
	100.0%

	
	Abuse
	0
	0.0%
	0
	0.0%
	1
	0.2%
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	
	Dependence
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%
	1
	0.3%
	0
	0.0%
	0
	0.0%

	
	Total 
	144
	
	548
	
	549
	
	422
	
	385
	
	172
	
	87
	

	Opioid Abuse or Dependence**
	
	
	
	
	
	
	
	
	
	
	
	

	
	Absent
	144
	100.0%
	546
	99.6%
	546
	99.5%
	414
	98.1%
	379
	98.4%
	168
	97.7%
	82
	94.3%

	
	Abuse
	0
	0.0%
	1
	0.2%
	2
	0.4%
	6
	1.4%
	3
	0.8%
	2
	1.2%
	2
	2.3%

	
	Dependence
	0
	0.0%
	1
	0.2%
	1
	0.2%
	2
	0.5%
	3
	0.8%
	2
	1.2%
	3
	3.4%

	
	Total 
	144
	
	548
	
	549
	
	422
	
	385
	
	172
	
	87
	

	Hallucinogen Abuse or Dependence
	
	
	
	
	
	
	
	
	
	
	
	

	
	Absent
	144
	100.0%
	548
	100.0%
	541
	98.5%
	412
	97.6%
	379
	98.4%
	170
	98.8%
	170
	98.8%

	
	Abuse
	0
	0.0%
	0
	0.0%
	8
	1.5%
	10
	2.4%
	5
	1.3%
	2
	1.2%
	2
	1.2%

	
	Dependence
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%
	1
	0.3%
	0
	0.0%
	0
	0.0%

	
	Total 
	144
	
	548
	
	549
	
	422
	
	385
	
	172
	
	172
	

	Cocaine Abuse or Dependence
	
	
	
	
	
	
	
	
	
	
	
	

	
	Absent
	144
	100.0%
	533
	97.3%
	535
	97.4%
	404
	95.7%
	370
	96.1%
	168
	97.7%
	85
	97.7%

	
	Abuse
	0
	0.0%
	10
	1.8%
	10
	1.8%
	17
	4.0%
	12
	3.1%
	4
	2.3%
	1
	1.1%

	
	Dependence
	0
	0.0%
	5
	0.9%
	4
	0.7%
	1
	0.2%
	3
	0.8%
	0
	0.0%
	1
	1.1%

	
	Total 
	144
	
	548
	
	549
	
	422
	
	385
	
	172
	
	87
	

	Cannabis Abuse or Dependence***
	
	
	
	
	
	
	
	
	
	
	
	

	
	Absent
	144
	100.0%
	510
	93.1%
	491
	89.4%
	381
	90.3%
	367
	95.3%
	163
	94.8%
	87
	100.0%

	
	Abuse
	0
	0.0%
	36
	6.6%
	51
	9.3%
	39
	9.2%
	15
	3.9%
	7
	4.1%
	0
	0.0%

	
	Dependence
	0
	0.0%
	2
	0.4%
	7
	1.3%
	2
	0.5%
	3
	0.8%
	2
	1.2%
	0
	0.0%

	
	Total 
	144
	
	548
	
	549
	
	422
	
	385
	
	172
	
	87
	

	Amphetamine Abuse or Dependence
	
	
	
	
	
	
	
	
	
	
	
	

	
	Absent
	144
	100.0%
	542
	98.9%
	543
	98.9%
	415
	98.3%
	381
	99.0%
	170
	98.8%
	87
	100.0%

	
	Abuse
	0
	0.0%
	5
	0.9%
	5
	0.9%
	6
	1.4%
	3
	0.8%
	2
	1.2%
	0
	0.0%

	
	Dependence
	0
	0.0%
	1
	0.2%
	1
	0.2%
	1
	0.2%
	1
	0.3%
	0
	0.0%
	0
	0.0%

	
	Total 
	144
	
	548
	
	549
	
	422
	
	385
	
	172
	
	87
	

	Alcohol Abuse or Dependence***
	
	
	
	
	
	
	
	
	
	
	

	
	Absent
	139
	96.5%
	467
	85.2%
	423
	77.0%
	316
	74.9%
	289
	75.1%
	129
	75.0%
	67
	77.0%

	
	Abuse
	4
	2.8%
	73
	13.3%
	117
	21.3%
	92
	21.8%
	67
	17.4%
	30
	17.4%
	12
	13.8%

	
	Dependence
	1
	0.7%
	8
	1.5%
	9
	1.6%
	14
	3.3%
	29
	7.5%
	13
	7.6%
	8
	9.2%

	
	Total 
	144
	
	548
	
	549
	
	422
	
	385
	
	172
	
	87
	





Table 5: Comparison of Descriptive Variables by Age Range
	
Age
	
12-15
	
15-18
	
18-21
	
21-25
	
25-35
	
35-45
	
45 and older

	
	Mean
	S.D.
	Mean
	S.D.
	Mean
	S.D.
	Mean
	S.D.
	Mean
	S.D.
	Mean
	S.D.
	Mean
	S.D.

	BMI***
	-1.6952
	1.36031
	-1.2446
	1.38848
	-1.1195
	1.46115
	-1.134
	1.49222
	-1.3749
	1.56592
	-1.4218
	1.55917
	-2.1286
	1.49419

	EDI2 Social Insecurity ***
	6.8027
	4.70301
	7.5262
	4.51685
	7.7468
	4.18212
	8.1773
	4.52474
	8.5389
	4.66095
	8.5814
	4.61365
	7.4598
	4.65009

	EDI2 Impulse Regulation***
	3.1088
	4.42615
	4.3128
	4.89507
	4.2188
	4.40119
	4.792
	4.72407
	4.9145
	4.91279
	3.9651
	4.10091
	3.046
	3.64694

	EDI2 Asceticism*** 
	7.1633
	4.66999
	7.8499
	4.59571
	8.4774
	4.38293
	8.818
	4.3684
	9.0285
	4.50878
	8.2151
	4.42021
	8.1494
	4.32281

	EDI2 Maturity Fears ***
	7.1088
	5.53956
	6.9349
	5.72967
	6.6148
	5.64835
	6.0473
	5.2427
	5.2876
	5.43798
	3.9884
	4.60611
	3.1264
	3.65617

	EDI2 Interoceptive Awareness***
	7.6871
	6.20517
	8.7722
	6.6408
	10.7523
	6.32786
	11.8723
	7.1552
	11.8031
	7.11629
	9.8547
	6.88305
	9.0805
	6.34331

	EDI2 Interpersonal Distrust*
	4.8912
	4.07654
	5.7957
	4.61172
	6.1175
	4.33083
	6.3144
	4.61534
	6.4637
	4.64534
	6.1512
	4.97953
	5.8276
	4.53976

	EDI2 Perfectionism ***
	7.2177
	5.26102
	7.5118
	4.5747
	8.9078
	4.82864
	9.104
	4.86681
	9.386
	4.87493
	8.75
	4.92294
	9.954
	4.64034

	EDI2 Ineffectiveness ***
	9.1156
	7.80105
	10.9439
	7.45363
	11.8481
	6.84365
	12.6761
	7.60528
	12.9482
	7.4581
	12.936
	7.81897
	11.4828
	7.41912

	EDI2 Body Dissatisfaction***
	13.7007
	9.28795
	16.0958
	8.70386
	17.1609
	7.68665
	17.4492
	8.26668
	17.1917
	8.15401
	15.9186
	8.64601
	14.8161
	7.92190

	EDI2 Bulimia ***
	1.5034
	2.98942
	3.7758
	4.98843
	6.5931
	6.36132
	7.0946
	6.33545
	7.0311
	6.4457
	4.814
	5.57251
	3.4023
	4.42367

	EDI2 Drive for Thinness ***
	11.8844
	7.65123
	13.3291
	6.77165
	14.4304
	5.8464
	14.5059
	6.25215
	13.9197
	6.05183
	12.2733
	6.57132
	11.8736
	6.65915

	Number of Substances ***
	0.0556
	0.2585
	0.3157
	0.74351
	0.5246
	0.99168
	0.6303
	1.10099
	0.5299
	0.9491
	0.5
	0.90805
	0.4138
	0.81486

	Number of Diagnosis ***
	1.9792
	0.90429
	1.865
	0.98249
	2.2933
	1.22607
	2.391
	1.3387
	2.387
	1.21121
	2.3081
	1.15132
	2.3103
	1.34086

	Length of Disorder (years) ***
	1.9928
	1.78312
	3.4809
	3.27143
	4.6366
	2.60362
	6.9086
	3.55413
	12.5749
	5.88496
	20.9256
	8.42898
	27.2616
	13.3946
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          Table 6: Variables of Significance by Age Range


	12-15 years 
n=147
Early Adolescent
	15-18 years   
n=553
Late Adolescent
	18-21 years
 n=553
Young Adult
	21-25 years 
n=423
Young Adult
	25-35 years  
n=386
Adult
	35-45 years 
n=172
Adult
	45+ years  
 n=87
Older Adult

	· No sexual abuse
· No suicide attempts
· No GAAD
· No PTSD
· Depressive NOS
· No nicotine
· No cocaine
· No cannabis
· No alcohol

	· Hispanic/Latino
· No sexual abuse
· No suicide attempts
· Self-harm
· No social phobia
· No GAD
· No PTSD
· No Dysthymic
· No MDD
· No nicotine
· No polysubstance
· No opioid
· No hallucinogens
· No alcohol
	· No sexual abuse
· Cannabis abuse
· Alcohol abuse

	· American Indian
· Sexual abuse
· ADHD
· Social phobia
· GAD
· No DDNOS 
· Dysthymic
· MDD
· Nicotine
· Polysubstance
· Opioid abuse
· Hallucinogen abuse
· Cocaine abuse
· Cannabis abuse
· Alcohol abuse
	· Sexual abuse
· Suicide attempts
· GAD
· No Anxiety NOS
· PTSD
· MDD
· Phencyclidine dependence
· Hallucinogen dependence
· No cannabis
· Alcohol dependence

	· Sexual abuse
· Suicide attempt
· No self-harm
· PTSD
· Alcohol dependence
	· Sexual abuse
· NO ADHD
· PTSD
· No DDNOS
· Dysthymic
· MDD
· Opioid dependence
· No cannabis
· Alcohol dependence



*Highlighted variables show that the characteristic is significantly more likely to be absent or less common in that age range. 
Figure 2: Comparing zBMI by Age Range 
Mean	0.221726519224722	0.11597816819207	0.122048182575758	0.142611500048993	0.156706431024579	0.234662753041363	0.318401832978208	0.221726519224722	0.11597816819207	0.122048182575758	0.142611500048993	0.156706431024579	0.234662753041363	0.318401832978208	12-15	15-18	18-21	21-25	25-35	35-45	45 and older	-1.695166413217894	-1.244602814724544	-1.119495341066451	-1.134042056772852	-1.374869128173546	-1.421841059681171	-2.12861597628688	Admission Age
Mean BMI
Figure 3: Comparing Number of Substances by Age Range
0.0425786628498054	0.0623885000489096	0.0831364535086005	0.105347556599585	0.0951040217610003	0.136666446070809	0.173641333723724	0.0425786628498054	0.0623885000489096	0.0831364535086005	0.105347556599585	0.0951040217610003	0.136666446070809	0.173641333723724	12-15	15-18	18-21	21-25	25-35	35-45	45 and older	0.0555555555555555	0.315693430656934	0.524590163934426	0.630331753554502	0.52987012987013	0.5	0.413793103448276	Admission Age
Mean EDI-2 Score
Figure 4: Comparing Ineffectiveness by Age Range
1.271547730372538	0.622594164832146	0.571643192447424	0.726838250679718	0.74635699749768	1.176792119706076	1.580969233432113	1.271547730372538	0.622594164832146	0.571643192447424	0.726838250679718	0.74635699749768	1.176792119706076	1.580969233432113	12-15	15-18	18-21	21-25	25-35	35-45	45 and older	9.11564625850341	10.94394213381555	11.84810126582279	12.67612293144207	12.94818652849741	12.93604651162791	11.48275862068966	Admission Age
Mean EDI-2 Score
Figure 5: Comparing Social Insecurity by Age Range
Mean	0.766577199739429	0.377287827625442	0.349328257375147	0.432429653269399	0.466436789131894	0.694376016842323	0.990906753149555	0.766577199739429	0.377287827625442	0.349328257375147	0.432429653269399	0.466436789131894	0.694376016842323	0.990906753149555	12-15	15-18	18-21	21-25	25-35	35-45	45 and older	6.802721088435374	7.52622061482821	7.746835443037979	8.17730496453901	8.538860103626948	8.581395348837205	7.45977011494253	Admission Age
Mean EDI-2 Scores
Figure 6: Comparing Impulse Regulation by Age Range 
0.721449210316743	0.408880341350721	0.367627226701147	0.451479816314774	0.491639439925324	0.617207197571189	0.777141402500654	0.721449210316743	0.408880341350721	0.367627226701147	0.451479816314774	0.491639439925324	0.617207197571189	0.777141402500654	12-15	15-18	18-21	21-25	25-35	35-45	45 and older	3.108843537414967	4.312839059674496	4.218806509945749	4.7919621749409	4.914507772020722	3.965116279069767	3.045977011494252	Admission Age
Mean EDI-2 Score
Figure 7: Comparing Asceticism by Age Range
0.761193754753793	0.383874861546386	0.366101691761512	0.417488470169066	0.451208120665574	0.665262782003452	0.921165469496454	0.761193754753793	0.383874861546386	0.366101691761512	0.417488470169066	0.451208120665574	0.665262782003452	0.921165469496454	12-15	15-18	18-21	21-25	25-35	35-45	45 and older	7.163265306122446	7.8499095840868	8.477396021699817	8.817966903073296	9.028497409326425	8.21511627906977	8.14942528735632	Admission Age
Mean EDI-2 Score
Figure 8: Comparing Interoceptive Awareness by Age Range
1.011424105724033	0.554698752758883	0.5285593270803	0.68382391843905	0.71215124376216	1.035932548584725	1.351722072326307	1.011424105724033	0.554698752758883	0.5285593270803	0.68382391843905	0.71215124376216	1.035932548584725	1.351722072326307	12-15	15-18	18-21	21-25	25-35	35-45	45 and older	7.687074829931966	8.772151898734171	10.75226039783002	11.87234042553192	11.80310880829014	9.85465116279069	9.08045977011494	Admission Age
Mean EDI-2 Score
Figure 9: Comparing Interpersonal Distrust by Age Range
0.664464303924646	0.385212098638181	0.361749714790292	0.441088941991779	0.464874771731841	0.749443411527977	0.96739648760197	0.664464303924646	0.385212098638181	0.361749714790292	0.441088941991779	0.464874771731841	0.749443411527977	0.96739648760197	12-15	15-18	18-21	21-25	25-35	35-45	45 and older	4.891156462585029	5.795660036166374	6.117540687160939	6.314420803782501	6.463730569948185	6.151162790697676	5.827586206896544	Admission Age
Mean EDI-2 Score
Figure 10: Comparing Drive for Thinness by Age Range
1.247127442547836	0.565628966975642	0.488343625802577	0.597519277416811	0.605627173978236	0.989014832736624	1.419024973602949	1.247127442547836	0.565628966975642	0.488343625802577	0.597519277416811	0.605627173978236	0.989014832736624	1.419024973602949	12-15	15-18	18-21	21-25	25-35	35-45	45 and older	11.8843537414966	13.32911392405065	14.43037974683543	14.50591016548464	13.91968911917098	12.2732558139535	11.87356321839081	Admission Age
Mean EDI-2 Score
Figure 11: Comparing Bulimia by Age Range
0.487266427201656	0.416678192177143	0.53135451754696	0.605480185415376	0.645042857522907	0.838690081976777	0.942656837903696	0.487266427201656	0.416678192177143	0.53135451754696	0.605480185415376	0.645042857522907	0.838690081976777	0.942656837903696	12-15	15-18	18-21	21-25	25-35	35-45	45 and older	1.503401360544218	3.775768535262201	6.593128390596743	7.09456264775414	7.031088082901553	4.813953488372095	3.402298850574713	Admission Age
Mean EDI-2 Scores
Figure 12: Comparing Body Dissatisfaction by Age Range
1.513907266309434	0.72702401849925	0.642057730185452	0.790048222150239	0.815998522445967	1.301266857827401	1.688108929123986	1.513907266309434	0.72702401849925	0.642057730185452	0.790048222150239	0.815998522445967	1.301266857827401	1.688108929123986	12-15	15-18	18-21	21-25	25-35	35-45	45 and older	13.70068027210884	16.09584086799277	17.16094032549727	17.44917257683212	17.1917098445596	15.91860465116278	14.816091954023	Admission Age
Mean EDI-2 Score
Figure 13: Comparing Perfectionism by Age Range
0.857530099157305	0.382119671809228	0.403331201321235	0.465121778765906	0.487849932403923	0.740926823624398	0.98882826636637	0.857530099157305	0.382119671809228	0.403331201321235	0.465121778765906	0.487849932403923	0.740926823624398	0.98882826636637	12-15	15-18	18-21	21-25	25-35	35-45	45 and older	7.21768707482993	7.511754068716095	8.907775768535251	9.104018912529541	9.386010362694294	8.750000000000005	9.95402298850575	Admission Age
Mean EDI-2 Score
Figure 14: Comparing Maturity Fears by Age Range
0.902931191925792	0.478593161530318	0.471801197111193	0.501045740964218	0.544196803593269	0.693241561666188	0.779106917125736	0.902931191925792	0.478593161530318	0.471801197111193	0.501045740964218	0.544196803593269	0.693241561666188	0.779106917125736	12-15	15-18	18-21	21-25	25-35	35-45	45 and older	7.108843537414966	6.934900542495477	6.614828209764917	6.047281323877064	5.287564766839377	3.988372093023257	3.126436781609196	Admission Age
Mean EDI-2 Score
Figure 15: Comparing Length of Eating Disorder by Age Range
0.29064381331	0.273259134681726	0.217477996502011	0.3396684518621	0.588927851262592	1.26860229296293	2.854309152979073	0.29064381331	0.273259134681726	0.217477996502011	0.3396684518621	0.588927851262592	1.26860229296293	2.854309152979073	12-15	15-18	18-21	21-25	25-35	35-45	45 and older	1.992792188809523	3.480923541904154	4.636609718893302	6.908634747617017	12.57487950972021	20.92556070230232	27.26155129144828	Admission Age
Mean Number of Years
Figure 16: Comparing Eating Disorder Diagnosis by Age Range
AN	Adolescent	Young Adult	Adults	Older Adults	0.712962962962963	0.481534090909091	0.581151832460733	0.863636363636364	BN	Adolescent	Young Adult	Adults	Older Adults	0.287037037037037	0.518465909090909	0.418848167539267	0.136363636363636	Percentage of Age-Range Specific Population
Figure 1: Comparing Number of Diagnosis by Age Range
0.148950151798885	0.0824412103909938	0.10278674018956	0.128092499847072	0.121367642971388	0.173279836799721	0.285729939145669	0.148950151798885	0.0824412103909938	0.10278674018956	0.128092499847072	0.121367642971388	0.173279836799721	0.285729939145669	12-15	15-18	18-21	21-25	25-35	35-45	45 and older	1.979166666666666	1.864963503649635	2.293260473588341	2.390995260663505	2.387012987012987	2.308139534883719	2.310344827586207	Admission Age
Number of Diagnosis
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