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Abstract 

Eating disorders (EDs), initially considered specific to Western societies, are 

becoming more common in non-Western cultures, including China. The present study 

investigated Chinese clinicians’ knowledge, experience, and opinions about EDs. A 

questionnaire was developed based on a literature review and consultation with ED 

experts and Chinese clinicians. The final survey was mailed to 437 clinicians in 

different geographic regions of Mainland China after an initial phone contact. 

Descriptive and inferential analyses were conducted on 434 completed surveys. 

Respondents in the present study demonstrated limited knowledge of EDs with 

weakness in knowledge of physical complications on the developed scale. About 80% 

of respondents reported having no experience in diagnosing or treating an ED 

although the majority (73.5% to 90.8%) indicated seeing an increase in ED-related 

concerns and behaviors among their patients. On average, respondents reported 

“sometimes” or “often” screening for EDs when patients presented ED-like symptoms. 

They also expressed moderate confidence in the diagnosis and management of EDs. 

Issues related to emotion, acculturation and sociocultural transition were identified as 

important risk factors for EDs. ED care in China was characterized as inadequate by 

respondents; especially, rural clinicians were considered unlikely to know about EDs. 

In general, most respondents held the same views on ED care as Western clinicians 

and perceived similar clinical features between Chinese and Western ED patients. In 

conclusion, Chinese clinicians in the present sample appear to have limited 

knowledge and experience in EDs as measured by the developed instrument. 
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ED-related issues are perceived to be increasing while ED care is considered 

inadequate in China. All this indicates a need for further education and training. The 

clinical profile of Chinese ED patients perceived by Chinese clinicians does not 

support the existence of a culturally specific form of EDs in China. Further research 

in clinicians across different cultures using the same instruments and procedures may 

further clarify cultural universals and particulars in EDs. 

Key words: eating disorders, culture, clinicians 
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Knowledge, Experience, and Opinions of Chinese Clinicians  

about Eating Disorders 

Eating disorders (EDs), initially considered specific to Western societies, have 

become increasingly common in non-Western cultures, such as Caribbean, Arabian, 

East Asian, and South African countries (Hoek et al., 2005; Le Grange, Telch, & 

Tibbs, 1998; Mumford, Whitehouse, & Choudry, 1992; Nobakht & Dezhkam, 2000; 

Tsai, 2000). These observations have inspired a series of studies on EDs among 

non-Western populations, in which some cultural features have been detected. For 

example, Asian patients with EDs may lack fear of weight gain, desire to be thin, or 

distorted perception of their size and shape (Yager et al., 2006; Goh, Ong, & 

Subramaniam, 1993; Khandelwal & Saxena, 1990; Lee, Ho, & Hsu, 1993). 

Despite the prevalence of EDs around the world, research in Western countries 

suggests that a substantial proportion of cases remain undiagnosed, untreated, or 

under-treated in general and psychiatric practice (Hay & Hall, 1991; Hay, Marley, & 

Lemar, 1998; King, 1989; Whitehouse, Cooper, Vize, Hill, &Vogel, 1992). One of the 

reasons for inadequate care may be that clinicians have insufficient knowledge and 

experience in EDs to make accurate diagnoses and develop appropriate treatment 

plans. This hypothesis seems to be supported by studies among different groups of 

clinicians from the United Kingdom, the United States, and Australia (Bhanji, 1979; 

DeBate, Tedesco, & Kerschbaum, 2005; Hay, Darby, & Mond, 2007; Henderson, May, 

& Chew-Graham, 2003; Leddy, Jones, Morgan, & Schulkin, 2009). 
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Given the rise of EDs in Asian countries (Lee, 2000; Tsai, 2000), quite a few 

studies have investigated the prevalence and features of EDs in China (Chen & 

Jackson, 2008; Huon, Qian, Oliver, & Xiao, 2002; Lee, 1991; Lee et al., 1993; Lee, 

Ng, Kwok, & Fung, 2010; S. Lee, A. Lee, Ngai, D. Lee, & Wing, 2001; Ngai, S. Lee, 

& A. Lee, 2000). It has been found that EDs are increasing in China and that a large 

proportion of ED patients in Hong Kong appear to lack fat phobia (an intense fear of 

body fatness and/or becoming obese), drive for thinness (relentless pursuit of 

thinness), and body-image distortion (perceiving oneself as normal or fat despite 

emaciation). With regard to Chinese clinicians’ understanding of EDs, scant research 

has been conducted. If Chinese patients present culturally specific features in ED 

psychopathology (Lee et al., 1993; Ngai et al., 2000), Chinese clinicians may differ 

from Western professionals in their knowledge, experience, and opinions relevant to 

EDs. For instance, one study assessing ED specialists’ understanding of the link 

between physical activity and EDs demonstrated that more specialists from Japan or 

China considered physical activity unimportant in EDs than did those from North 

America, Europe, and Australia or New Zealand (Hechler, Beumont, Marks, & Touyz, 

2005). 

To date, there is little evidence available on Chinese clinicians’ knowledge, 

experience, and opinions about EDs although many studies have been conducted 

among Western professionals from the United Kingdom, Australia, and the United 

States (Bhanji, 1979; DeBate et al., 2005; Hay et al., 2007; Leddy et al., 2009). Some 

researchers have found that a considerable proportion of Chinese ED patients are 
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different in core psychopathology from their Western counterparts based on patients’ 

self-report, namely, lack of fat phobia, drive for thinness, and body-image distortion. 

It is not clear, however, whether Chinese clinicians believe these features are truly 

absent in Chinese ED patients or Chinese ED patients are more likely to deny such 

concerns in front of a professional. The present study aimed to find out how much 

ED-related knowledge and experience Chinese clinicians possess and how they 

perceive EDs in general and particularly in China. The extent to which Chinese 

clinicians endorse the reported clinical features of Chinese ED patients was of 

particular interest. A survey instrument was developed to measure Chinese clinicians’ 

general knowledge of EDs, clinical experience related to EDs, and opinions about 

EDs in general and in China. The profile of Chinese clinicians’ ED-related knowledge, 

experience, and beliefs was described and analyzed. The psychometric properties of 

the developed questionnaire were also examined. In the discussion section, the 

findings from the present study are compared to those from relevant studies 

conducted in the West. 

Background 

Eating Disorders 

The EDs are a group of mental disorders characterized by extreme 

overvaluation of body weight and shape plus resulting disturbances in eating and 

weight-control behaviors. The two main types of EDs are Anorexia Nervosa (AN) and 

Bulimia Nervosa (BN). AN is characterized by a refusal to maintain a minimally 

normal body weight, an intense fear of weight gain, extreme weight-control behavior, 
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a distortion of body image, and a lack of menstruation in females. Some people with 

AN control weight solely by excessive dieting and/or exercise, while others do so 

through a combination of restriction and binge-eating/purging (i.e., self-induced 

vomiting or misuse of laxatives, diuretics, or enemas). The former is classified as 

Restricting Type and the latter as Binge-Eating/Purging Type in the Diagnostic and 

Statistical Manual of Mental Disorders (4th ed., text rev.; DSM-IV-TR; American 

Psychiatric Association [APA], 2000). BN is defined by repeated episodes of binge 

eating followed by inappropriate compensatory behaviors to prevent weight gain, 

which include purging, fasting, and excessive exercise. Unlike AN patients, 

individuals with BN can have a normal weight or be overweight, but both groups 

share the same essential feature of overvaluation of body shape and weight (APA, 

2000). A third category of EDs is denoted Eating Disorders Not Otherwise Specified 

(EDNOS), which includes several variations of eating disturbances that do not meet 

diagnostic criteria for AN or BN but are considered clinically significant. Most of 

these disorders are similar to AN or BN but with slightly different characteristics. For 

example, a type of AN-like EDNOS in females meets all diagnostic criteria for AN 

but the amenorrhea criterion; a type of BN-like EDNOS fulfills all diagnostic criteria 

for BN except that binge eating and inappropriate compensatory behaviors occur at a 

sub-threshold frequency or duration. Another well-recognized EDNOS is 

Binge-Eating Disorder (BED), manifested as recurrent binge-eating episodes in the 

absence of inappropriate compensatory behaviors (APA, 2000). 
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EDs usually appear during adolescence or early adulthood, but some reports 

indicate that they can develop in childhood or late adulthood as well. The lifetime 

prevalence of AN and BN among Western females is approximately 0.5% and 1%-3%, 

respectively (APA, 2000). If AN-like and BN-like syndromes are included, the 

lifetime prevalence can increase to 3.7% for AN (Walters & Kendler, 1995) and 5.7% 

for BN in Western women (Kendler et al., 1991). A recent epidemiological study 

conducted in Portugal found a prevalence of 2.37% for EDNOS among young 

females, higher than the 0.39% for AN and 0.30% for BN (P. Machado, B. Machado, 

Goncalves, & Hoek, 2007). Another recent study in Finland indicated that the lifetime 

prevalence rates of EDs in females age 18 were 2.6% for AN, 0.4% for BN, 7.7% for 

AN-NOS, 1.3% for BN-NOS, and 8.5% for sub-clinical EDs (R. Isomma, A. Isomma, 

Marttunen, Kaltiala-Heino, & Bjorkqvist, 2009). Most epidemiological studies have 

been conducted among females because they are much more likely than males to 

develop an ED. It is estimated that males account for 5% to 15% of patients with AN 

or BN and 35% of those with BED (APA, 2000). 

EDs are treatable illnesses with complex underlying psychological and 

biological causes. They frequently co-exist with other psychiatric disorders, such as 

depression, substance abuse, or anxiety disorders (Garfinkel, et al., 1995). Patients 

with EDs may also develop numerous physical complications, some of which, such as 

cardiac conditions and electrolyte disturbances, can lead to death (Comerci, 1990; 

Mehler, Crews, & Weiner, 2004; McCallum, et al., 2006; Mitchell & Crow, 2006). A 

considerable proportion of ED patients, especially AN patients, suffer from long-term 
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morbidity (Jones, Halford, & Dooley, 1993; Nicolas, 2008; Rigotti, Neer, Skates, 

Herzog, & Nussbaum, 1991). Mortality rates in EDs, specifically AN, are among the 

highest in mental disorders (Button, Chadalavada, & Palmer, 2010; Crow et al., 

2009). 

Regarding prognosis, the overall percentage of full recovery from EDs is 

modest (van Son, van Hoeken, van Furth, Donker, & Hoek, 2010; Nicolas, 2008). For 

example, information on 147 ED patients provided by general practitioners in the 

Netherlands indicated that about 57% of AN patients and 61% of BN patients 

achieved full recovery (van Son et al., 2010). Generally, BN has a better prognosis 

than AN. A review of 119 outcome studies on AN over the second half of the 20th 

century suggested that, on average, less than one-half of treated patients recovered, 

one-third improved, and one-fifth remained chronically ill (Steinhausen, 2002). A 

long-term outcome study with 173 BN patients in the United States (Keel, Mitchell, 

Miller, Davis, & Crow, 1999) reported that 69.9% were fully or partially recovered at 

a mean follow-up of 11.5 years. A recent review on the course and outcome of EDs in 

the United States revealed an overall remission rate of 50% for AN and 75% for BN 

after 10 or more years following intake (Keel & Brown, 2010). In this study, EDNOS 

showed more favorable short-term outcomes compared to AN and BN, but few 

differences remained evident between EDNOS and BN as the duration of follow-up 

increased to five or more years. Research in the United States also revealed that 

chronic ED patients usually stay impaired in their psychosocial and school 

functioning (Strober, Freeman, & Morrell, 1997). 
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Culture and Eating Disorders 

Incidence and prevalence. Some research has examined the prevalence of 

EDs in ethnic groups other than Europeans and European North Americans. In the 

United States, EDs appear to be more common in Native American females compared 

to their Caucasian counterparts, equally common in Hispanic American females, and 

less common in African and Asian American females (Crago, Shisslak, & Estes, 

1996). Outside of the United States and other Western countries, diagnosable EDs 

seem to be relatively rare while the prevalence of disordered eating appears to be 

comparable to that in Western countries. Tsai (2000) reviewed ED-related studies 

among Asian populations that were published in English between 1966 and 1999. The 

study found that estimated prevalence rates of EDs among Japanese females of 

different ages ranged from 0.020% to 0.12% for AN and 0.0032% to 2.9% for BN; in 

China, estimated prevalence rates of AN in females were 0.014%-0.020% and BN 

0.56%-1.3%. In contrast, prevalence rates of body dissatisfaction among women 

ranged from 68% to 81% and dieting 34% to 68% across different Asian countries in 

this study. Among non-white woman in South Africa, Fiji, and Iran, the prevalence of 

ED attitudes, as assessed by surveys, also appears to be comparable to that in Western 

societies (Becker, Burwell, Gilman, Herzog, & Hamburg, 2002; Le Grange et al., 

1998; Nobakht & Dezhkam, 2000). 

The incidence and prevalence of EDs seem to have increased in the West over 

the past century. A meta-analysis (Hoek & van Hoeken, 2003) examined various 

epidemiological studies conducted in northern Europe from 1930 to 1999 and 
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revealed an increase in the registered incidence of AN until the 1970s, after which the 

incidence of AN remained rather stable. A longitudinal study investigating the 

age-adjusted incidence rates of AN in the United States from 1935 to 1989 also found 

a significant linear increasing trend in females aged 15-24 (Lucas, Crowson, O’Fallon, 

& Melton, 1999). For BN, a study in the United States reported a sharp rise in the 

yearly incidence among women during the early 1980s, from 7.4 per 100,000 

population in 1980 to 49.7 in 1983, and a relative constant incidence of 30 per 

100,000 population after that (Soundy, Lucas, Suman, & Melton, 1995). Another 

study reviewing newly diagnosed cases of EDs recorded in primary care throughout 

the United Kingdom found a threefold increase in BN from 1988 to 1993 (Turnbull, 

Ward, Treasure, Jick, & Derby, 1996). 

Similar to Western countries, non-Western cultures also appear to have 

witnessed an increase in EDs and related problems, but it seem to occur later than that 

in the West. For example, an early review of ED studies in Japan (Nogami, 1997) 

documented a rapid increase in the number of ED patients at institutions during the 

early 1980s, which continued into the 1990s. In a later review, Chisuwa and O’Dea 

(2010) concluded that the community prevalence of EDs in Japanese females has 

been increasing significantly during the past three decades, although it remains 

relatively low compared to that in Western countries. In addition, they suggested that 

the prevalence of body-image distortion and ED-related problems also significantly 

increased from the 1990s to 2000s. 
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In China, EDs are found to be affecting more and more people following the 

globalization of the economy and culture, not only in the more developed regions like 

Hong Kong but also in the less developed ones like Sichuan (Chen & Jackson, 2008; 

Fu, Wang, Wang, & Chen, 2008; Guan & Wang, 2003; Huon et al., 2002; Lee, 1993; 

S. Lee & A. Lee, 2000; Liang, Guo, & Liu, 2008; Qian & Liu, 2002; Xiao, Qian, Gail, 

& Wang, 2001). In the 1980s, AN was considered virtually unknown in China 

(Powers & Fernandez, 1984). In Hong Kong, Lee and Katzman (2002) noted that the 

number of patients referred to a university-affiliated psychiatric clinic for ED-related 

issues increased from two per year in the early 1990s to at least one per week by 

mid-2000. By comparing the socio-demographic characteristics of Chinese ED 

patients seen at this tertiary psychiatric clinic in Hong Kong between 1987-1997 and 

1998-2007, Lee et al. (2010) reported that the number of patients with EDs in the 

second decade was nearly twice that in the first decade (128 vs. 67). 

This increase in EDs is also observed in Mainland China. In a large-scale 

study conducted among 1,246 female students aged 12-19 in Mainland China during 

the early 2000s, nine (0.7%) of the participants met partial criteria for AN excluding 

the amenorrhea criterion, none met criteria for BN, and seven (0.6%) fulfilled criteria 

for BED (Huon et al., 2002). Six years later, the estimated total prevalence of EDs 

increased to 3.32% in a study with 1,486 female students from universities, senior 

high schools, and junior high schools in Chengdu; the highest prevalence rate (5.21%) 

was reported among high school girls (Liang et al., 2008). Another study in the same 

year, which sampled 1320 females and 783 males between 12 and 22 years of age 
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from various regions of China, demonstrated the same trend (Chen & Jackson, 2008). 

This study found that the overall rate of DSM-IV EDs (APA, 1994) was 2.3%, with 

1.1% meeting all criteria for AN with the exception of amenorrhea, 0.3% meeting all 

criteria for BN, and 0.4% meeting all criteria for BED. 

Causes and risk factors. The increasing prevalence of EDs around the world 

has inspired researchers to investigate the development of these originally 

“culture-bound syndromes” in non-Western cultures. It is proposed that acculturation, 

culture clash, sociocultural transition, and local values may all contribute to the 

pathogenesis of EDs in non-Western populations. 

Research findings regarding the role of acculturation are ambiguous. Some 

researchers reported a positive association between acculturation levels and ED 

symptoms among Chinese college students, Asian women, and Hispanic women in 

the United States, and among Japanese women in the United Kingdom (Cachelin, 

Veisel, Barzegarnazari, & Striegel-Moore, 2000; Davis & Katzman, 1999; Pumariega, 

1986; Waller & Matoba, 1999). Others found no relationship between acculturation 

levels and disordered eating in African, Asian, and Mexican Americans, as well as 

among Japanese and Chinese female students in the United States (Akan & Grilo, 

1995; Joiner & Kashubeck, 1996; Stark-Wroblewski, Yanico, & Lupe, 2005). Still 

others revealed a negative correlation between acculturation levels and ED 

symptomatology in Hong Kong-born women studying at Australian universities 

(Lake, Staiger, & Glowinski, 2000). Stark-Wroblewski et al. (2005) suggested that 

acculturation may be too broad a concept to exhibit a consistent relationship with 
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eating pathology. Awareness and internalization of Western appearance norms may be 

sufficiently specific as an aspect of acculturation in this regard, which were found to 

predict ED symptoms after controlling for general distress and acculturation among 

Japanese and Chinese international students studying in the United States 

(Stark-Wroblewski et al., 2005). 

The culture-clash hypothesis is thought to be supported by studies revealing 

the mediating effect of high levels of perceived parental control between cultural 

conflicts and eating psychopathology among Asian schoolgirls living in the United 

Kingdom (Ahmad, Waller, & Verduyn, 1994; McCourt & Waller, 1995). To clarify 

the relative impact of acculturation and culture clash, Humphry and Ricciardelli 

(2004) conducted a study with acculturated and traditional female Chinese 

Australians and found both similar and different risk factors for eating pathology in 

these two groups. Specifically, low levels of physical appearance satisfaction and 

high levels of parental overprotection or perceived pressure to lose weight from best 

female friends appeared to be risk factors for both acculturated and traditional women, 

while acculturated women who perceived higher levels of pressure to lose weight 

from their fathers or best male friends and traditional women who experienced higher 

levels of parental care reported the greatest eating pathology. 

Sociocultural transition has been linked to the increased prevalence of EDs 

and related problems in non-Western societies by two studies. One study in the Czech 

Republic, a country that was undergoing a sociocultural transition in the 1990s, 

reported that the admission rate for EDs in females aged 10-39 increased from 2.6 per 
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100,000 in 1981 to 10.6 in 2001, and it remained elevated until 2005 (Pavlova, Uher, 

Dragomirecka, & Papezova, 2010). A study in China also provided supportive 

evidence. Using an ED screening test, the Eating Attitudes Test (EAT; Garner & 

Garfinkel, 1979), S. Lee and A. Lee (2000) revealed a positive correlation between 

the proportion of Chinese high school girls who met the cutoff score (20) on the EAT 

and the socioeconomic development level of their communities, i.e., 10.8% in Hong 

Kong, 5.2% in Shenzhen, and 2.5% in Hunan had an EAT score at or above 20. 

Exposure to the Western idealization of thinness during sociocultural 

transition, in particular, may account for the increased incidence of EDs among 

non-Western ethnicities. Becker et al. (2002) documented an increased prevalence of 

disordered eating attitudes and behaviors among Fijian adolescent girls after three 

years of television exposure. Narrative data from this study explicitly associated the 

changing attitudes about diet, weight loss, and beauty ideals with exposure to the 

Western media imagery. On a Caribbean island undergoing economic transition 

between 1995 and 1998, 11 incident cases fulfilling the DSM-IV criteria for AN were 

detected, nine of which were indigenous cases (Hoek et al., 2005). Six indigenous AN 

patients from this study were successfully traced, who presented atypical island 

characteristics such as mixed race, upper class, and overseas exposure (Katzman, 

Hermans, van Hoeken, & Hoek, 2004). Another study by van Hoeken, Veling, Smink, 

and Hoek (2010) also found that the incidence of AN in the general population was 

much lower in the Netherlands Antilles than in the Netherlands, but that in the 
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Netherlands, AN was as common among Netherlands Antilleans as among native 

Dutch. 

 Moreover, socioeconomic considerations may become the motivation to 

engage in disordered eating behaviors among non-Western populations that are 

experiencing sociocultural transition. For example, Fijian adolescent girls appeared to 

use disordered eating behaviors to help reshape their body and identity in order to 

enhance their social and economic opportunities (Becker, 2004). A study in Belize 

also revealed that possible cases of ED behaviors among young women related more 

to economic opportunity in the tourism industry and less to personal distress or drive 

for thinness (Anderson-Fye, 2004). 

In addition to the impact of cultural and economic globalization, indigenous 

values specific to each culture may also play a role in the development of EDs in that 

particular population. A recent study in China suggested that the preoccupation with 

facial appearance, not weight or shape, emerged as one of the strongest individual 

factors that distinguished between the group who fulfilled all criteria for a DSM-IV 

ED and the matching group who did not (Jackson & Chen, 2007). In addition, Pike 

and Borovoy (2004) reported that concerns with modesty, rather than weight and 

shape, appeared to set the stage for self-starvation in some Japanese women. 

Furthermore, among seven AN patients from low-income families in Hong Kong, 

family poverty, health concerns, interpersonal difficulties, and parents’ marital discord 

were reported as triggers in five cases (Ma, 2007a). 
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Symptom expression. Differences in cultural norms for articulation of 

psychological distress are well recognized in the literature on cross-cultural 

psychopathology (Kleinman, 1980); such differences may result in cultural variations 

in symptomatology. One example in ED symptomatology is the lack of fat phobia in 

some AN patients from Hong Kong, who otherwise meet DSM-IV diagnostic criteria 

for AN. Lee (1991) first reported these non-fat-phobic AN patients in a study with 16 

Chinese AN patients in Hong Kong, who exhibited emaciation, food refusal, and 

amenorrhea but reported no intense fear of fatness, drive for thinness, or body-image 

distortion. A comparative study of 70 Chinese AN patients in Hong Kong (Lee et al., 

1993) revealed that non-fat-phobic individuals usually attributed their food refusal 

and emaciation to epigastric bloating (31.4%), lack of appetite/hunger (15.7%), or 

naturally eating less (12.9%). Among a range of patient characteristics and clinical 

features examined in this study, non-fat-phobic patients differed from their fat-phobic 

counterparts in the fact that they had a lower pre-morbid weight and were less likely 

to exhibit bulimic symptoms. It should be noted that diverse rationales, such as fat 

phobia, fear of food, stomach bloating, stomach pain, no hunger, and no appetite, 

were used for food refusal by both fat-phobic and non-fat-phobic AN patients from 

Hong Kong, of which fat phobia and stomach bloating were the most common among 

the former and latter, respectively (Lee et al., 2001). 

The lack of fat phobia has also been observed in a subgroup of ED patients 

from other Asian cultures, like India, Singapore, and Japan (Khandelwal & Saxena 

1990; Ong & Tsoi, 1982; Suematsu, Ishikawa, Kuboki, & Ito, 1985), less affluent 
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societies in Europe, such as Czechoslovakia and Poland (Faltus, 1986; 

Kasperlik-Zaluska, Migdalska, Kazubska, & Wisniewska-Wozniak, 1981), as well as 

developed Western countries, including the United States, Australia, and the United 

Kingdom (Banks, 1992; Norvell & Cooley, 1986; Rieger, Touyz, Swain, & Beumont, 

2001; Soomro, Crisp, Lynch, Tran, & Joughin, 1995). Nonetheless, it appears to be 

more common among non-white patients with AN. In Lee et al.’s (1993) study, 41 out 

of 70 (58.6%) AN patients from Hong Kong were characterized as non-fat phobic. In 

addition, a chart review of AN patients in the United Kingdom found that 12% of the 

non-white patients vs. 5% of the white patients denied sensitivity to fatness (Soomro 

et al., 1995). 

Rather than a categorical, static characteristic of fat-phobic AN patients, fat 

phobia also exists in a small portion of non-fat-phobic AN patients and changes over 

time in both groups. As noted in Lee et al.’s (2001) study, both fat-phobic and 

non-fat-phobic AN patients from Hong Kong endorsed fat phobia as a rationale for 

food refusal, although more fat-phobic than non-fat-phobic patients did so at all three 

points of assessment over a period of one year. In addition, fat phobia became less 

common when AN progressed in both groups, while physical complaints became 

more commonly used by fat-phobic patients. The variability of fat phobia in AN 

patients from Hong Kong was also demonstrated by Ngai et al. (2000). In their case 

studies of four AN patients, four different courses of fat phobia were identified: 

present consistently, present and then absent, absent and then present, and absent 

consistently. In a recent study examining the clinical charts of AN patients from a 
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tertiary psychiatric clinic in Hong Kong (Lee et al., 2010), a decrease in the 

proportion of non-fat-phobic patients and an increase in the proportion of fat-phobic 

patients were noted from 1987 to 2007. This trend seems to coincide with what has 

been observed in Western cultures. In the mid-20th century, most AN patients in 

developed Western countries, such as the United Kingdom, Canada, Italy, and Berlin, 

did not express fear of weight gain (Shorter, 1994); in the literature, their starvation 

was attributed to an unwillingness to eat, a fear of food, an aversion to food, or a loss 

of appetite (Nemiah, 1958). Then beginning in the 1970s, the fear of weight gain 

came to be perceived as the major cause of food refusal in the underweight (Russell, 

1970; Bruch, 1973; Shorter, 1994) and was included as an essential diagnostic feature 

of AN by the third edition of the Diagnostic and Statistical Manual of Mental 

Disorders (DSM-III; APA, 1980). 

The drive for thinness, a symptom closely related to the fear of weight gain, 

has also been found to vary across individuals and cultures. A case report by Kam and 

Lee (1998) described two AN patients from Hong Kong based on their clinical charts 

and profiles from the Eating Disorder Inventory (EDI; Garner, Olmstead, & Polivy, 

1983; Garner, 1991); one was reported to have both fat phobia and drive for thinness, 

and the other had neither of these features. Interestingly, the former patient developed 

AN in Canada, and the latter in Hong Kong. In a later study, using clinical assessment 

combined with the EDI (S. Lee, A. Lee, & Leung, 1998), Hong Kong patients with 

restricting AN showed a significantly lower drive for thinness when compared to 

Canadian patients with restricting AN. In addition, when Japanese patients with EDs 
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were compared to ED patients in North America using a DSM-based interview and 

the EDI, Japanese patients with restricting AN or BN exhibited a significantly lower 

drive for thinness on the EDI profiles (Pike & Mizushima, 2005). In another 

cross-cultural study with AN patients in East Berlin and West Berlin (Steinhausen, 

Neumarker, Vollrath, Dudeck, & Neumarker, 1992), participants from East Berlin 

also scored significantly lower on the drive for thinness subscale of the EDI than 

those from West Berlin. Moreover, AN and non-AN individuals from East Berlin did 

not differ significantly in their drive for thinness. 

Furthermore, using the EDI and Eating Disorder Examination (EDE; Fairburn 

& Cooper, 1993; Fairburn, Cooper, & O’Connor, 2008), four studies of AN patients in 

Western societies, including Italy, Belgium, and Canada, identified two subgroups in 

this population, one with a high drive for thinness and the other with a low drive for 

thinness (Abbate-Daga, Piero, Gramaglia, Gandione, & Fassino, 2007; Dalle Grave, 

Calugi, & Marchesini, 2008; Ramacciotti et al., 2002; Vervaet, van Heeringen, & 

Audenaert, 2004). The proportion of AN patients having a low drive for thinness 

ranged from 17% (Ramacciotti et al., 2002) to 38% (Abbate-Daga et al., 2007) across 

these studies. In two of the studies, AN patients with a low drive for thinness reported 

bloating, nausea, and postprandial discomfort as rationales for food refusal, similar to 

those used by non-fat-phobic AN patients from Hong Kong (Dalle Grave et al., 2008; 

Ramacciotti et al., 2002). A comparison between the low and high drive-for-thinness 

AN patients in these studies further indicated that the former exhibited less severe 
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eating pathology, as demonstrated by lower EDI or EDE scores and lower rates of 

binge eating and purging. 

As pointed out by Becker, Thomas, and Pike (2009), evidence of cultural 

differences in fat phobia and drive for thinness is largely provided by case studies and 

theoretical reviews. Studies proposing a non-fat-phobic AN subgroup in non-Western 

populations are primarily from a single research group in Hong Kong, in which 

diagnoses of fat-phobic and non-fat-phobic AN were mainly based on clinical 

judgment. As reviewed above, the lack of fat phobia and low drive for thinness were 

also present in a proportion of Western AN patients, who seemed to use similar 

rationales for food refusal as non-fat-phobic AN patients in non-Western cultures. 

Becker et al. (2009) compared the standard mean difference in eating pathology 

between fat-phobic and non-fat-phobic AN patients in non-Western populations with 

that between high and low drive-for-thinness AN patients in Western samples, which 

were found similar to each other. Both non-fat-phobic AN and low drive-for-thinness 

AN appeared to be characterized by less eating pathology but similar physical status 

compared with typical AN across non-Western and Western cultures. Therefore, 

Becker et al. (2009) concluded that available data on non-fat-phobic AN may not 

support a culturally specific category distinct from typical AN depicted in the 

DSM-IV-TR.  

No matter whether non-fat-phobic AN patients articulated fear of weight gain 

or drive for thinness, they were actively maintaining a low body weight by dietary 

restriction and resistant to weight gain; for these patients, extreme weight-control 
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behaviors appeared ego-syntonic (Lee, 1991). If a physical rationale could enable AN 

patients to resist food and achieve the desired low weight without confronting people 

around them, they would not necessarily need either fat phobia or drive for thinness 

to help them accomplish the same goals. In this sense, AN patients in any culture may 

use a variety of motives for self-starvation as long as the rationale they use can help 

them pursue and maintain weight loss, normalize self-destructive behaviors to 

themselves, or justify their ED behaviors to others.  

In addition, body-image distortion, another symptom associated with fat 

phobia and drive for thinness, is reported to be absent in many non-Western AN 

patients. For example, among sixteen Chinese AN patients in Hong Kong (Lee, 1991), 

distorted body image was weakly present in only seven patients and absent in the 

other nine. In a study of five AN patients from India who presented with refusal to eat, 

persistent vomiting, marked weight loss, and amenorrhea, four did not display the 

features typically seen in their Western counterparts, such as body-image distortion, 

fear of maintaining a normal weight, desire for thinness, and preoccupation with food 

(Khandelwal, Sharan, & Saxena, 1995). In Singapore, among the 49 ED cases 

reviewed by Ung, Lee, and Kua (1997), 16% did not have distorted body image 

although the majority exhibited this typical feature. Meanwhile, atypical AN patients 

without body-image distortion have been identified in Western countries as well. For 

example, a study in the United States (Strober, Freeman, & Morrell, 1999) reported 

that 21% of AN patients admitted to an ED treatment program between 1980 and 

1985 did not exhibit body-image distortion or fear of weight gain.  
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Similar to the fear of weight gain and drive for thinness, body-image 

distortion may help patients maintain a need for losing weight and restricting food 

intake. Although body-image distortion tends to develop naturally when a person 

starves for a long time or securitizes his or her body too often, it is not necessary for 

being anorexic. In this regard, culture may play a role in increasing or decreasing an 

individual’s awareness of or emphasis on its existence in a particular context.  

Some cultural features in behavioral manifestations have also been 

documented in EDs. For example, Lee (1991) reported that excessive exercise was 

largely absent among 16 Chinese AN patients in this study. Self-reported “binges” 

involving high-carbohydrate processed foods were mild (e.g., 150g of biscuits and 

100 g of cake at one time) or moderate (e.g., 200g of biscuits and 500 g of bread at 

one time) and not secret in nature, usually substituting for regular meals and 

encouraged by relatives. Fasting was more commonly used than vomiting or use of 

laxatives as a compensatory strategy. In addition, a study conducted in a community 

sample of female Hispanic, Asian, African, and European Americans with EDs in the 

United States showed that Hispanic Americans were most likely to use diuretics and 

African Americans laxatives, although various ethnic groups were equally likely to 

report the key behavioral symptoms of AN, BN, BED, and EDNOS (Cachelin, et al., 

2000). 

Assessment and diagnosis. Cultural issues in the assessment and diagnosis of 

EDs have been raised by some researchers, which include the use of DSM diagnostic 

criteria with non-Western populations, dependence on self-report questionnaires 
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derived in Western cultures, and insufficient psychometric validation of assessment 

instruments in ethnically diverse populations (Becker, 2007; Cummins, Simmons, & 

Zane, 2005). 

Given the cultural variations in symptom expression discussed above, the 

absence of fat phobia may exclude a substantial portion of patients from an accurate 

diagnosis if DSM-IV-TR criteria are used with non-Western populations. In fact, 

intense fear of weight gain and amenorrhea are not required criteria for a diagnosis of 

AN in the Chinese Classification of Mental Disorders (3rd ed.; CCMD-3; Chinese 

Psychiatric Society, 2001; Chen, 2002); instead, they are listed as possible 

manifestations. The required diagnostic criteria for AN in the CCMD-3 include only 

marked weight loss that is self-imposed, persistence of symptoms for at least 3 

months, and exclusion of weight loss caused by medical conditions. 

Assessment issues can also arise when applying Western-derived instruments 

to non-Western populations. Studies with ED patients in Hong Kong showed that the 

EAT misclassified 88.6% of non-fat-phobic AN patients as non-cases when the 

conventional cut-off of 20 was used (Lee, Kwok, Liau, & Leung, 2002). The EDI also 

demonstrated an atypical profile in non-fat-phobic AN patients from Hong Kong (Lee 

et al., 1998), with a significantly lower score (0.18) on the drive for thinness subscale 

compared to Hong Kong female undergraduates (3.97) and Canadian patients with 

restricting AN (11.3). As mentioned above, these patients might have developed 

physical rationales that better helped them maintain an extremely low weight, address 

the conflict between psychological fear of weight gain and physical needs for food, or 
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justify their food refusal and/or emaciation to others. In this case, they may report 

only physical rationales but not psychological concerns when interviewed by a 

professional.  

Differences in social norms for dietary patterns and weight control in various 

cultures may also introduce problems into the assessment and diagnosis of EDs. In 

Fijian culture, feasting followed by using indigenous herbal preparations as 

purgatives to compensate for such periodic over-consumption is culturally sanctioned 

and therefore not considered a disorder. In contrast, there is considerable concern in 

Fijian culture about food refusal and weight loss (Becker, 1995). Similarly, the use of 

herbal remedies to purge in China is also prevalent and thought to promote health by 

many people. As a result, this kind of purging behavior in ED patients, as opposed to 

self-induced vomiting, may not be taken as seriously in these cultures as in Western 

societies and thus a diagnosis may not be made if patients only use herbal remedies to 

purge. 

Moreover, physical differences between ethnic groups can cause difficulty 

when Western body mass index (BMI) standards are used with non-Western 

populations in determining the weight criterion for the diagnosis of AN. A study 

conducted with multi-ethnic groups by Deurenberg, Yap, and van Staveren (1998) 

showed that when compared with Caucasians, African Americans and Polynesians 

had higher BMI means while Ethiopians, Chinese, Thais, and Indonesians had lower 

BMI means. When compared to Caucasians matched for body fat, age, and gender, 

the former ethnic groups also had higher BMI values whereas the latter had lower 
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BMI values, indicating that Asians may have a higher percentage of body fat than 

Caucasians of the same BMI, age, and gender. For these reasons, BMI cutoffs of 23 

for overweight and 26 for obesity were suggested for Chinese from Hong Kong (Ko 

et al., 2001), lower than the global criteria of 25 and 30 recommended by the World 

Health Organization (WHO; WHO, 2000). Similarly, BMI cutoffs of 26 for obesity in 

Indians and 27 in Chinese and Malays were proposed in Singapore by 

Deurenberg-Yap, Schmidt, van Staveren, and Deurenberg (2000). Actually, the 

regional office for the Western Pacific Region of WHO (WPRO) recommended a 

BMI of 18.5-22.9 as the normal weight range for Asian populations (WHO, 

International Association for the Study of Obesity, & International Obesity Task Force, 

2000), a lower BMI cutoff for overweight but the same BMI cutoff for underweight 

compared to the WHO global criteria (WHO, 2000).  

Different relationships between the BMI and percent body fat across 

ethnicities may also have implications for the amenorrhea criterion in the diagnosis of 

AN as the percent body fat is more closely related to menstrual function than the BMI. 

For example, Asian patients with AN may still have menstrual cycles when their 

BMIs fell below the diagnostic cutoff of 17.5 due to their relatively high proportion 

of body fat mass. This possibility seems to be partially supported by a large-scale 

survey of ED symptomatology conducted in China (Huon et al., 2002). In this study, 

348 (27.9%) of 1,246 girls aged 12 to 19 had a BMI under 18, while only nine (0.7%) 

participants fulfilled a partial diagnosis of AN excluding amenorrhea and currently 

dieting. It should be noted, however, that the age-adjusted BMI cutoffs for 
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underweight (<5th percentile for age) in American adolescent girls aged 12 to 19 

range from 14.8 to 17.4, according to the 2000 Centers for Disease Control and 

Prevention (CDC) growth charts (CDC, 2000). 

Treatment and management. Studies conducted in Western societies, such as 

the United States and Australia, have found that a large number of patients with EDs 

in primary care and community settings are not engaged in treatment and most are not 

receiving optimal treatment (Cachelin & Striegel-Moore, 2006; Hay et al., 1998). 

Among those who seek treatment in ED clinics, only 3% to 5% are minority women, 

even in cities with large minority populations in the United States (Cachelin et al., 

2000). In a study conducted in Los Angeles (Cachelin & Striegel-Moore, 2006), 

Mexican Americans with EDs were less likely to seek treatment and to receive 

diagnosis or treatment when they did. In addition, European Americans were more 

likely to seek help from psychotherapists and psychiatrists and to receive 

psychotropic medications in their treatment, whereas Mexican Americans more 

frequently visited general practitioners for weight concerns and received prescription 

diet pills. 

Although medication has been demonstrated to be unhelpful for patients with 

AN, psychiatric care for AN patients in Hong Kong seems still largely based on a 

biomedical model that emphasizes psychiatric diagnosis followed by medication (Ma, 

Lai, & Pun, 2004), which remained a prevalent practice in the West until several 

decades ago. It appears, however, that Chinese clinicians have begun to realize the 

importance of an interdisciplinary approach to EDs. In a case report from Mainland 
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China (Huang et al., 2006), an interdisciplinary approach was adopted in the 

treatment of six adolescents with EDs, which included medical management for 

physical complications, cognitive-behavioral therapy for eating attitudes and 

behaviors, and psychiatric medication for severe body-image distortion or treatment 

resistance. 

Regarding family therapy for adolescents with AN, Chinese clinicians seem to 

hold different attitudes. Chen (1990) from Mainland China recommended that parents 

be excluded from treatment because they usually interfered with treatment, which was 

also a common attitude in the West several decades ago. Ma and Lai (2009) from 

Hong Kong, on the other hand, argued that family therapy was effective for weight 

regain and symptom reduction. In their study conducted in Hong Kong, family 

therapy was perceived by participants as helpful with patients’ eating problems and 

psychological well-being, with parents’ psychological distress and coping, and with 

family conflicts (Ma & Lai, 2006). They indicated that parents of AN patients in their 

study were highly motivated and actively engaged in treatment, with an engagement 

rate of 86% (Ma & Lai, 2009). In contrast, Ma (2007b) reported that only 20% of 

parents in Shenzhen, China, agreed to participate in family therapy for their children’s 

EDs, which was quite low compared to the corresponding percentage of parents in 

Hong Kong. In addition, filial piety to parents was reported as an impetus for 

recovery in some AN patients from Hong Kong; financial difficulty and inadequate 

knowledge of health services were identified as barriers to recovery for some patients 

from poor families (Ma, 2007a). 
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Clinicians and Eating Disorders 

Non-psychiatric physicians.  Research in the West has indicated that ED 

patients are prone to a wide range of physical complications (Cavanaugh & Lemberg, 

1999; Pomeroy & Mitchell, 2002; Robinson, 2000) and that most never seek mental 

health treatment (Powers & Santana, 2002). As a result, they often consult 

primary-care physicians and present with non-specific symptoms, such as dizziness, 

abdominal discomfort, menstrual disorders, and depression (Carney & Yates, 1998; 

Ogg, Millar, Pusztai, & Thom, 1997; Selzer, Bonomo, & Patton, 1995). It is estimated 

that among 2,000 patients visiting a general practitioner in the United Kingdom, at 

least one would have AN, 20 would have BN, and 40 could be diagnosed with 

EDNOS (Hugo, Hendrick, Reid, & Lacey, 2000), although up to 50% of ED cases 

might not be recognized by family physicians in the United Kingdom (King, 1989; 

Whitehouse et al., 1992). Data from the United Kingdom also suggest that few ED 

patients report their EDs to a health professional spontaneously (Beat, 2007), because 

they may view their ED behaviors as normal or present complaints other than weight 

concerns and dietary restriction (Flahavan, 2006; Mayer, 2005; Ogg et al., 1997). 

Interestingly, studies in the United States and the United Kingdom reveal that 

patients are more likely to disclose their problem if asked directly by a doctor (Becker, 

Thomas, Franko, & Herzog, 2005), although physicians may not have adequate 

knowledge to identify relevant signs and ask their patients ED-related questions 

(Noordenbos, 1998). For example, a study in the United Kingdom found that 

clinicians not specialized in EDs knew as much about EDs as lay students or ED 
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patients (Schmidt, Ali, Slone, Tiller, & Treasure, 1995). Another recent survey 

reported that 59% of 1,500 ED patients in the United Kingdom visited their general 

practitioners but only 15% felt that their physicians understood the seriousness of 

EDs and knew how to manage an ED (Beat, 2009). A survey among British general 

practitioners confirmed this finding by showing that clinicians were not highly 

competent in recognizing EDs in their patients, making an early diagnosis, or 

referring patients properly (Flahavan, 2006). Thus, the author suggested that British 

physicians need more knowledge of EDs to aid early detection and adequate care. 

A series of studies have been conducted with general physicians in the West 

on their knowledge, attitude, and practice in EDs. Currin, Waller, and Schmidt (2009) 

conducted a study among 154 primary-care physicians in the United Kingdom and 

revealed some gaps in clinicians’ knowledge of EDs. Specifically, certain features 

relevant to primary care, such as diagnostic symptoms and physical complications of 

EDs, were largely unknown by these general physicians. With regard to the prognosis 

of EDs, AN was more likely to be considered chronic and associated with negative 

consequences when compared to BN. In addition, a better knowledge of EDs and a 

belief in AN patients’ personal control over their problem were related to the offer of 

a follow-up appointment.  

In a preliminary survey of general physicians’ familiarity with BED in the 

United States (Cummins et al., 2003), 80% of the respondents perceived themselves 

as familiar with the BED diagnosis, while only 18% demonstrated a comprehensive 

knowledge of the diagnostic criteria proposed in the DSM-IV (APA, 1994). Although 



CHINESE CLINICIANS’ KNOWLEDGE, EXPERIENCE, AND OPINIONS ABOUT EATING DISORDERS 

 

28 

 

61% of the respondents demonstrated familiarity with essential symptoms of BED, 

35% of the physicians who considered themselves familiar with BED did not know 

the most basic BED symptoms. 

Encouragingly, a study in Australia (Hay, de Angelis, Millar, & Mond, 2006) 

found that most general physicians correctly identified BN in a fictional vignette, 

preferred specialist clinicians and services to alternative approaches, and considered 

cognitive-behavioral therapy the most helpful treatment. Although they were 

optimistic about treatment outcomes, 70.2% thought it difficult to treat BN. Younger 

physicians in this study showed a better ability to identify BN, were more positive 

about treatment outcomes, and demonstrated more confidence in managing the 

disorder themselves. No differences were detected between male and female 

physicians. 

According to a qualitative study in the United Kingdom, general practitioners 

thought that ED cases were rare in their practice because of a low prevalence and 

missed diagnoses, but they considered EDs difficult to manage due to the complex 

nature of these disorders and their lack of expertise and experience (Reid, Williams, 

& Hammersley, 2010). Similar views on ED treatment seemed to be shared by 

Canadian clinicians in a study by Clarke and Polimeni-Walker (2004), in which 80% 

of the family physicians working with ED patients felt that they were unable to treat 

some cases for reasons ranging from a lack of skills, limited resources, and 

insufficient time to meet patient demands to patient non-compliance and illness 

severity. 
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In terms of screening and diagnosis, it was reported that most primary care 

clinicians in the United States seldom screened for EDs in females aged 10-25 

(Maradiegue, Cecelic, Bozzelli, & Frances, 1996). A review of the clinical records of 

100 ED patients in the United Kingdom (Ogg et al., 1997) revealed that 54 patients 

were referred by their general practitioners to other medical specialists prior to the 

diagnosis of EDs. Another survey of general physicians in the United States (Bursten, 

Gabel, Brose, & Monk, 1996) indicated that about 30% of the respondents never 

diagnosed BN and that 60% believed they had no BN patients at the time of the 

survey. Among these respondents, younger and female physicians were more likely to 

report having BN patients. 

In addition to studies conducted with general physicians, some studies have 

focused on different groups of specialized non-psychiatric physicians. Although EDs 

can predispose females to a variety of gynecologic and obstetric problems (Crow, 

Thuras, Keel, & Mitchell, 2002; Franko et al., 2001; Kouba, Hallstrom, Lindholm, & 

Hirschberg, 2005; Stewart, 1992), a study conducted in the United Kingdom and 

Australia demonstrated that many experienced gynecologists and obstetricians from 

teaching hospitals had limited knowledge of the endocrinological and gynecological 

sequelae of EDs, even less than their knowledge of the diagnosis and treatment of 

EDs (Morgan, 1999). In this study, only one-fifth of the respondents were confident 

in making a diagnosis of EDs. A more recent study of obstetrician/gynecologists in 

the United States (Leddy et al., 2009) revealed that less than half assessed 

ED-specific symptoms in their practice and that over a third could not decide whether 
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several maternal and fetal/neonatal complications are associated with ED patients 

during pregnancy. This study also indicated that female obstetrician/gynecologists 

screened for more ED indicators and were more likely to view ED assessment as their 

responsibility compared to male clinicians. 

Oro-dental problems can develop as early as six months following continuing 

calorie restriction and vomiting (Harwood & Newton, 1995); failure to identify these 

manifestations may delay treatment and result in irreversible damage to the oral 

cavity (Studen-Pavlovich & Elliott, 2001). Despite the important role of dental 

professionals in the early detection of EDs, Harwood and Newton (1995) found that 

the overall knowledge of the oral signs of EDs was poor among 100 dentists from the 

United Kingdom. These dentists focused only on the management of oral problems in 

ED patients and seldom referred patients to mental health professionals. In a study 

conducted in the United States, Debate et al. (2005) also reported inadequate 

knowledge of oral manifestations and physical signs of AN and BN among dental 

hygienists and dentists, with the former demonstrating higher knowledge than the 

latter. Another study with dental practitioners in the United States revealed that these 

clinicians seemed to know more about common physical complications of EDs than 

about oral manifestations, although they were not completely knowledgeable in both 

areas (DiGioacchino, Keenan, & Sargent, 2000). This study also showed that most 

participants did not assess or refer patients suspected of disordered eating. 

The importance of pediatricians in identifying and treating EDs has been 

recognized by the professional organization (American Academy of Pediatrics 
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Committee on Adolescence, 2003), given the increased prevalence of EDs among 

children and adolescents (Hsu, 1996; Lucas, Beard, O’Fallon, & Kurland, 1991; 

Whitaker, 1992). Several studies have been conducted among pediatricians regarding 

their knowledge, views, and practices related to EDs. In a survey conducted in the 

United Kingdom, Bryant-Waugh, Lask, Shafran, and Fosson (1992) reported that only 

a third of the pediatricians considered AN as a differential diagnosis for two case 

vignettes of children with AN. In a large survey of pediatricians in the United States 

(Stein et al., 2008), most respondents thought that they were responsible for 

identifying and referring but not treating or managing EDs. In terms of screening for 

childhood EDs in primary care, a study in the United States (Desocio, O’toole, 

Nemirow, Lukach, & Magee, 2007) showed that 71% of the participating clinics 

assessed eating patterns in clinical interviews, although most diagnosed only one or 

two ED patients during the previous year. Analysis of the returned health-screening 

forms from these clinics revealed that only half of them included questions specific to 

EDs. 

ED-related clinicians. Compared to other clinicians, some specialists are 

more likely to encounter and work with ED patients in their practice, such as 

psychiatrists, psychologists, and dietitians. A few studies have been conducted with 

these ED-related clinicians. For example, Hay et al. (2007) compared knowledge and 

beliefs about BN across psychologists, counselors, and dieticians in Australia and 

found that all three groups showed adequate knowledge in identifying and treating 

BN. Among the three groups, counselors were the least likely to make an accurate 
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diagnosis of BN, perceive a psychologist as the most helpful treatment provider, or 

endorse cognitive-behavioral therapy as the most helpful treatment. Compared with 

general physicians in a similar study in Australia (Hay et al., 2006), these 

professionals were more optimistic about treatment outcomes and less likely to view 

BN as difficult to treat. Qualitative analysis showed that these ED-related clinicians 

were sympathetic towards BN patients, understood the complexity of BN, and 

preferred a multidisciplinary approach in treatment. 

Only one study (Njenga & Kangethe, 2004) was found to investigate 

knowledge of EDs among mental health professionals in non-Western cultures. This 

telephone survey in a small group of African psychiatrists suggested that respondents 

had adequate knowledge to recognize AN but that the cases were rare in their practice, 

with only 16 cases reported by 27 psychiatrists in their combined 320 years in 

practice. 

Because nutrition is important to the pathology and treatment of EDs, a study 

in the United Kingdom investigated the level of nutritional knowledge among 

different groups of professionals currently working with ED patients (Cordery & 

Waller, 2006). It was found that dietitians knew the best in this area, followed by 

psychiatrists, and then by psychologists and nurses, with the last two groups no better 

than lay people. Although psychiatrists in this study demonstrated a good 

understanding of general nutrition principles, their knowledge of specific nutrients 

was patchy. 
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To investigate ED specialists’ understanding of the role of physical activity in 

EDs, Hechler et al. (2005) conducted a survey among 33 specialists in EDs from four 

different regions: the United States/Canada, Europe, Japan/China, and Australia/New 

Zealand. This study indicated that most ED specialists acknowledged the importance 

of physical activity in EDs, with the exception of two (22.2%) clinicians from Asia 

and one (16.7%) from Europe who attributed a minor role to physical activity. 

Although 70% of the respondents in this study assessed physical activity in their 

clinical interviews, few utilized monitoring tools. 

In an early study on the opinions and practices of psychiatrists and 

psychologists regarding AN in the United States (Whyte & Kaczkowski, 1983), both 

groups considered AN as part of a larger psychological problem. Compared to 

psychologists, psychiatrists in this study perceived more physical over-activity, more 

amenorrhea, fewer additional psychological illnesses, and less anxiety related to food 

intake in AN patients. Neither group, however, saw AN as a problem predominant in 

females. Self-consciousness about physical appearance, dieting for obesity, onset of 

puberty, and feelings of powerlessness or loneliness were the most endorsed 

precipitants of AN, followed by separation from family and life changes. Regarding 

the choice of treatment modalities, both psychiatrists and psychologists preferred 

individual and family psychotherapy, while the former used group psychotherapy and 

hospitalization more often than the latter. Most respondents in this study indicated 

that they obtained their knowledge of AN primarily through practice, with workshops 

identified as a secondary source of information. 
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More recently, a longitudinal cohort comparison study of Canadian psychiatry 

residents (Williams & Leichner, 2006) revealed that the 2004 cohort rated genetics 

and sexual abuse more important in the etiology of EDs than did the 1990 cohort. The 

gender difference that female residents were more likely than male residents to 

provide family therapy to ED patients was observed in the 1990 cohort but 

disappeared in the 2004 cohort. In the 2004 cohort, more residents (31.5%) reported 

lacking knowledge of BED compared to those who reported lacking knowledge of 

AN (7.2%) or BN (8.5%). Most 2004 participants (85%) also rated an 

interdisciplinary team approach, nutrition rehabilitation, individual therapy, group 

therapy, family therapy, self-help support groups, outpatient clinic settings, and 

community follow-up as moderately or definitely important treatment components for 

EDs. Interestingly, the majority of both cohort indicated no interest in specializing in 

EDs; 28% of the 2004 cohort acknowledged that they perceived negative attitudes 

towards EDs from professionals in their school and/or training environments. 

In addition, a recent study in the United Kingdom investigated psychiatrists’ 

attitudes towards compulsory treatment of AN (Tan, Doll, Fitzpatrick, Stewart, & 

Hope, 2008). In this study, senior psychiatrists were likely to support compulsory 

treatment to prevent harm or to promote the patient’s best interests. Child and 

adolescent psychiatrists supported compulsory treatment only when the patient’s 

decision-making was impaired. ED specialists tended to support compulsory 

treatment regardless of their views on the patient’s decision-making capacity. 
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Non-psychiatric physicians vs. ED-related clinicians. There is only one 

early study in the United Kingdom comparing non-psychiatric physicians with 

psychiatrists in their experience with AN patients and views on the diagnosis, 

precipitants, and treatment of AN (Bhanji, 1979). This study suggested that 

non-psychiatric physicians and psychiatrists had comparable numbers of ED cases 

and broadly similar views on diagnosis and precipitants. Most respondents supported 

admission to a hospital and supervised high-calorie meals for the treatment of AN. 

More psychiatrists than non-psychiatric physicians employed antidepressants, major 

tranquillizers, insulin therapy, and psychotherapy. Admissions under non-psychiatric 

physicians were shorter, accompanied with lower relapse rates after discharge. It is 

interesting to note that 65.7% of the non-psychiatric physicians and 50% of the 

psychiatrists in this study believed incorrectly that the loss of appetite is essential to 

AN diagnosis. 

Chinese Clinicians’ Knowledge, Experience, and Opinions about Eating 

Disorders 

To date, no published research has examined Chinese clinicians’ knowledge of 

EDs. Given that the prevalence of EDs in China has increased in the past few decades 

and that clinicians are responsible for the identification and management of EDs, it is 

important to know how much ED-related knowledge Chinese clinicians possess. 

Studies conducted with Western clinicians suggest that non-psychiatric physicians, 

either general or specialized, usually have limited knowledge of EDs, while 

ED-related clinicians, including mental health professionals and dieticians, are better 
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equipped with such knowledge. The present study is interested in finding out whether 

the same pattern applies to Chinese clinicians. 

Research among Western clinicians suggests that many of them do not have 

much experience in working with ED patients, do not recognize or screen for EDs, 

and do not have confidence in the diagnosis or management of EDs. In addition, 

psychiatrists in non-Western countries may rarely see ED patients in their practice 

even when they do possess relevant knowledge. Although the literature has 

documented an increase in EDs among Chinese population, it is not known whether 

Chinese clinicians have witnessed a similar increase in their practice. Therefore, it 

would be desirable to learn how much experience Chinese clinicians have in working 

with ED patients, what changes they perceive in the prevalence of ED-related 

concerns and behaviors, whether they recognize and screen for EDs when patients 

present ED-like symptoms, and how confident they are in the diagnosis and 

management of EDs. 

A few studies have reflected Chinese clinicians’ opinions about EDs in general. 

For example, Chinese clinicians may perceive a minor role of physical activity in EDs 

and adopt a biomedical model in the management of EDs (Hechler et al., 2005; Ma et 

al., 2004), which are quite opposite to what are believed by Western professionals. It 

would be informative to see how Chinese clinicians think about the role of different 

factors in the development of EDs, how they conceptualize EDs, and how they 

perceive the importance of various components in the treatment of EDs. With regard 

to the clinical features of EDs in China, Chinese clinicians have identified a 
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non-fat-phobic subcategory of AN and diverse rationales for food refusal and/or 

emaciation (Lee et al., 1993; Lee et al., 2001). As these opinions were solicited 

largely from Chinese clinicians in Hong Kong, it would be instructive to explore 

whether Chinese clinicians in Mainland China hold the same views. Because the 

literature has documented several cultural variations in symptom expression among 

ED patients from Asian countries, it would also be interesting to explore the extent to 

which Chinese clinicians endorse these reported features in Chinese ED patients.  

In summary, Chinese clinicians’ knowledge, experience, and opinions about 

EDs remain largely unknown, although some data on the opinions of Chinese 

clinicians in Hong Kong are available. Because health professionals’ knowledge and 

views are important for adequate care of EDs, the present study hopes to increase our 

knowledge in this area by conducting a survey among Chinese clinicians in Mainland 

China. 

Method 

Participants 

Because the principal investigator is from a physician family and was 

formerly a medical student in China, she has access to Chinese clinicians from 

different hospitals in a number of geographic regions. Six collaborators, who are 

clinicians from different regions of China, were contacted and agreed to help conduct 

the survey in China. Using a snowball sampling strategy (Pittenger, 2003), 437 

clinicians of various specialties across a wide range of age groups were recruited 

from different health care facilities in urban and suburban areas of Beijing and 
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Shanghai, two rural cities in Inner Mongolia, and a rural area close to Tianjin. It 

should be noted that Inner Mongolia is one of the less developed regions in China. 

The socioeconomic development level of its cities probably equals to that of towns in 

the developed regions of China. Among these Chinese clinicians, 303 are 

non-psychiatric physicians and 134 are mental health clinicians. 

Procedures 

The study was approved by the Committee on Human Studies of the 

University of Hawaii at Manoa (CHS #18896). Collaborators in the geographic 

regions of China described above recruited clinicians through their connections in 

local areas. The study was first described, and the consent process explained, to 

potential participants over the telephone. The survey questionnaire (see Appendix I) 

and two copies of the consent form (see Appendix II) were then mailed to each 

potential participant with two stamped and addressed envelopes enclosed for separate 

return of the completed questionnaire and a copy of the signed consent form. When 

the completed questionnaire and consent form were separately returned from a 

respondent, the collaborator opened the envelope containing the consent form and 

mailed a small monetary incentive of $5 (￥30) to the respondent signing the consent 

form. The envelope containing the completed questionnaire was kept sealed and 

stored separately from the returned consent form in a locked filing cabinet in each 

collaborator’s locked office. The survey was anonymous through separate return of 

the completed questionnaire and consent form. If the completed questionnaire and 

consent form were returned in one envelope, they would be separated immediately 
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and shuffled with other questionnaires and consent forms respectively to secure 

anonymity. Upon completion of data collection, each collaborator sent completed 

questionnaires to the principal investigator by certified mail. All received 

questionnaires were locked in a filing cabinet in the principal investigator’s locked 

office and destroyed upon completion of data entry, verification, and analysis. 

Survey Instrument 

A survey questionnaire was generated to investigate the knowledge, 

experience, and opinions of Chinese clinicians about EDs. An initial questionnaire in 

English was developed by reviewing relevant literature and similar surveys (Bhanji, 

1979; Leddy et al., 2009; Schmidt et al., 1995; Smith, Pruitt, Mann, & Thelen, 1986; 

Whyte & Kaczkowski, 1983; Williams & Haverkamp, 2010). The questionnaire was 

refined on the basis of input from two experts in EDs and a group of fellow graduate 

students familiar with EDs. The modified version was translated into Chinese by the 

principal investigator and back translated by a fellow graduate student from China. 

Discrepancies were reconciled through consultation with a native speaker and another 

Chinese graduate student to ensure linguistic equivalence between the two language 

versions. 

To seek feedback on the preliminary questionnaire in Chinese, the principal 

investigator contacted 20 Chinese clinicians through personal connections and asked 

them to complete the preliminary questionnaire. Then the principal investigator had 

individual discussions with 12 of these contributors and a group discussion with the 

other eight. A guideline (see Appendix III) was used during individual discussions; an 
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outline (see Appendix IV) and summary information from 20 completed preliminary 

questionnaires (see Appendix V) were employed in the group discussion. In addition, 

three Chinese clinicians experienced in EDs reviewed the questionnaire with the 

principal investigator and provided feedback.  

The input from Chinese clinicians (see Appendix VI), combined with 

information from completed preliminary questionnaires, was used to examine the 

construct equivalence of each item, select items from the preliminary questionnaire, 

and generate additional culturally relevant items. Particularly, the item discrimination 

index for each item in the preliminary questionnaire was calculated using the formula 

lu ppD −=  (Crocker & Algina, 1986, p. 314). The upper and lower groups were 

defined respectively by top and bottom 27% of clinicians based on their total scores 

on the knowledge scale of the preliminary questionnaire. Items with an item 

discrimination index at or above 40% were retained based on Ebel’s (1965) 

recommendation, along with some items that did not meet this standard but were of 

key interest to the constructs being investigated. In addition, item wording was 

revised to improve clarity, and items suggested by Chinese clinicians were added to 

enhance construct validity and cultural validity.  

The revised Chinese questionnaire was translated into English, which was 

back translated and refined in the same manner outlined above to increase linguistic 

equivalence between the Chinese and English versions of the revised questionnaire. 

The revised questionnaire in English was finalized through discussing the preliminary 

information and present study with two experts in EDs. The final English version of 
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the questionnaire was then translated into Chinese, which was again back translated 

and revised in the same way as above to enhance linguistic equivalence between the 

two final versions. 

The final survey is a 55-item questionnaire consisting of four sections: 

Background, Understanding, Experience, and Opinions (see Appendix I). The 

Background section collects information on physician characteristics, including age, 

gender, education, years in practice, specialty, work setting, and practice location. 

The last item in this section asks respondents how much they know about different 

views on cultural variations in ED psychopathology to estimate its impact on 

clinicians’ knowledge, experience, and opinions related to EDs. Because the system 

in China is different from that in Western countries, some physician characteristics 

collected in the present study need further explanation. First, the medical education 

system in China can be divided into four types of programs: three-year certificate or 

associate programs, five-year bachelor’s degree programs, seven-year master’s degree 

programs, and eight-year doctoral degree programs (Schwarz, Wojtczak, & Zhou, 

2004). Second, hospitals in China are categorized by the government into three 

different levels, i.e., primary hospitals, secondary hospitals, and tertiary hospitals. 

Community health centers are primary care settings smaller to primary hospitals and 

located in communities. Third, the urbanization level of practice locations depend on 

the socioeconomic development level of different geographic regions. As noted above, 

rural cities in the less developed regions may equal to towns in developed regions in 

terms of urbanization level. 
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The knowledge scale in the Understanding section measures knowledge of 

diagnosis, physical complications, treatment, and epidemiology of EDs on four 

rational subscales using True/False questions. Each question is accompanied by a 

5-point Likert scale ranging from 1 (Not confident at all) to 5 (Completely confident) 

to indicate respondents’ confidence level in their answers. At the end of this section is 

a question about sources of knowledge.  

The Experience section is composed of items with different response formats 

to sample respondents’ experience related to EDs. These items ask about their first- 

and second-hand experience with ED patients, impression of changes in the 

proportion of patients presenting ED-like symptoms, frequency of considering an ED 

diagnosis in suspected cases, and confidence in the diagnosis and management of 

EDs.  

The Opinions section includes items asking respondents to rate the relative 

importance of various risk factors for EDs and items assessing respondents’ opinions 

about ED care in general and particularly in China. At the end of this section, items 

addressing clinical features of Chinese ED patients are reserved for respondents who 

have experience with at least one ED patient in personal or clinical contexts. 

Data Analysis 

In terms of descriptive analysis, the response rate was calculated and 

physician characteristics were compiled into a summary table to examine the 

representativeness of the sample with regard to age, gender, education, length of 

clinical practice, specialty, work setting, and practice location. Respondents’ 
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familiarity with different views on cultural variations in ED psychopathology was 

also examined to estimate its impact on clinicians’ knowledge, experience, and 

opinions about EDs.  

Mean percentage scores on the knowledge scale and four rational subscales 

were computed. To evaluate the effect of guessing and further inform respondents’ 

exact knowledge level of EDs, mean confidence ratings and confidence-weighted 

mean percentage scores on the total and subscales were also obtained. The knowledge 

sources of EDs were ranked by the percent of respondents endorsing the item as one 

of their knowledge sources.  

In the Experience section, count data representing respondents’ clinical 

experience with ED patients were transformed into ordinal data in the descriptive 

analysis. Modes of responses to questions about impression of changes and medians 

of responses to other questions were profiled to describe respondents’ clinical 

experience with ED patients, impression of changes in the prevalence of ED-related 

concerns and behaviors, frequency of considering an ED diagnosis in suspected cases, 

and confidence in the diagnosis and management of EDs.  

For the importance of different risk factors in the development of EDs, mean 

importance ratings were calculated and used to rank order these factors because 

median importance ratings were the same for many items. For the rest of the items in 

the Opinions section, medians of responses were calculated to describe the profile of 

respondents’ opinions on EDs in general and particularly in China. 
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With regard to inferential analysis, the Statistical Package for the Social 

Sciences (SPSS) version 16.0 was used for all procedures except the confirmatory 

factor analysis (CFA), which was conducted in Mplus version 5.0. Specifically, 

independent-samples t-tests, chi-squared tests, and Mann-Whitney U tests were 

conducted to compare the knowledge, experience, and opinions about EDs between 

non-psychiatric physicians and mental health clinicians. When more than 20% of the 

cells in a cross table have an expected cell count smaller than five, the asymptotic 

method in chi-squared tests may not produce reliable results because the assumption 

that the data conform to a chi-squared distribution is violated (Agresti, 2007, p.156). 

In such situations, exact and Monte Carlo methods were used to calculate accurate 

p-values based on the exact distribution of the test statistic. These methods can be 

regarded as a natural generalization for Fisher’s exact test, with the former suitable 

for small data sets by setting exact time limit for each test and the latter appropriate 

for large data sets by setting exact number of repeated random sampling (Bal, Er, & 

Sonmez, 2009). Because not all knowledge scores of non-psychiatric physicians and 

mental health clinicians were normally distributed (assessed by the one-sample 

Kolmogorov-Smirnov test) or had equal variances (evaluated by the Levene’s test), 

both independent-samples t-tests (equal variances not assumed) and Mann-Whitney U 

tests were performed in the comparison.  

The influence of different physician characteristics and familiarity with 

different views on cultural variations in ED psychopathology on clinicians’ 

knowledge, experience, and opinions was also explored. As the total 
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confidence-weighted scores on the knowledge scale were normally distributed 

(assessed by the one-sample Kolmogorov-Smirnov test), they were used in the linear 

regression and general linear model analyses to explore possible factors that may 

influence respondents’ knowledge of EDs. Where the assumption of equal variances 

was not met, the Tamhane’s T2 test (Tamhane, 1977) was used in the post-hoc 

comparison; otherwise, the Scheffe’s method was used to reduce the risk for a Type I 

error. Because responses to questions in the Experience and Opinions sections were 

non-parametric data, Kruskal-Wallis H tests, Mann-Whitney U tests, and chi-squared 

tests were performed to examine the influence of each factor mentioned above on 

clinicians’ experience and opinions about EDs. Count data reflecting respondents’ 

clinical experience with ED patients were transformed to ordinal data in these 

individual analyses. As above, exact and Monte Carlo methods were used in 

chi-squared tests when more than 20% of the cells had expected frequencies less than 

five. Significance levels for post-hoc comparisons were adjusted using the Bonferroni 

correction.  

After combining non-psychiatric physicians other than internists into one 

group, Poisson log-linear regression (Agresti, 2007, p. 75) using the number of cases 

as the dependent variable was performed to examine unique contribution of each 

factor to clinicians’ clinical experience with ED patients when all other factors were 

held constant. When responses of “decrease”, “no change”, and “don’t know” to 

questions about clinicians’ impression of changes in the prevalence of ED-related 

concerns and behaviors were grouped together and non-psychiatric physicians other 
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than internists were combined into one category, multinomial logit regression 

(Agresti, 2007, p. 173) was conducted to explore the independent influence of each 

factor on clinicians’ impression of changes after controlling for the effects of all other 

factors. Even after collapsing responses and each factor into two categories, ordinal 

regression could not be carried out because of zero frequencies in too many cells.  

To evaluate whether results from the present study were reasonably reliable 

and valid, psychometric properties of the survey instrument were examined. First, the 

response distribution of individual items was inspected to see whether a broad range 

of responses was obtained for each item. Second, item analysis of the knowledge 

scale was conducted by calculating item difficulty and item discrimination indices for 

each item on the scale. Lord (1952) suggested an ideal item difficulty of .85 for a 

true/false item; item difficulties of most published aptitude and achievement tests 

typically fall in the range of .60 to .80 (Crocker & Algina, 1986). The minimum 

acceptable item discrimination index recommended by Ebel (1965) is .20 and items 

with an index under .20 are suggested to be eliminated or completely revised. These 

recommended standards were used to evaluate each item of the knowledge scale. 

Third, internal consistency of the knowledge scale was examined by computing the 

Cronbach’s alpha and mean inter-item correlation and comparing them to 

conventional standards, i.e., the former at or above .80 and the latter between .15 

and .50 (Clark & Watson, 1995). In addition, mean inter-item correlations were 

calculated for each of the four rational subscales to evaluate their internal consistency. 

Because unweighted item scores did not meet certain conditions for reliability 
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analysis, confidence-weighted item scores were used. Fourth, all items were subjected 

to an exploratory principal component analysis to see whether they were measuring a 

single knowledge construct. To determine whether the four rational subscales 

(diagnosis, physical complications, treatment, and epidemiology) were supported, 

both exploratory principal factor analysis and confirmatory factor analysis were 

conducted. As unweighted knowledge scores did not meet certain conditions for 

principal component analysis and factor analyses, confidence-weighted knowledge 

scores were used in the above procedures. Fifth, concurrent validity of the knowledge 

scale was examined by calculating the Spearman’s rank correlation coefficients 

between the rank of respondents’ total knowledge scores and the ranks of their 

clinical experience with ED patients, frequency of screening for EDs in suspected 

cases, and confidence in the diagnosis and management of EDs. Both unweighted and 

confidence-weighted scores were used in the evaluation of the concurrent validity. 

Results 

Representativeness of the Sample 

All of the 437 surveys distributed were completed and returned, resulting in a 

response rate of 100%. As a snowball sampling strategy was used to recruit 

participants in this study, however, this perfect response rate did not ensure the 

representativeness of the sample. In addition, three of the returned questionnaires 

were judged invalid and excluded from data analysis because more than 10% of 

non-optional items were left blank.  
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To further examine the representativeness of the sample, respondents’ 

physician characteristics and familiarity with different views on cultural variations in 

ED psychopathology are summarized in Table 1. The age of respondents ranged from 

21 to 76 years, with a mean of 35.14 years (SD = 9.99). There were more females 

(60.4%) than males (39.6%) in the sample. The average duration of practice was 

10.52 years (SD = 10.42), with a range from 0.1 to 50 years. About half (54.6%) of 

the respondents were bachelor’s-level clinicians and more than one-third (35.9%) had 

a degree higher than bachelor’s. The majority of respondents were from tertiary 

(47.5%) or secondary (44.7%) hospitals located in urban (54.6%) or suburban (35.9%) 

areas. Most (82.7%) respondents reported knowing a little (49.1%) or some (33.6%) 

about different views on cultural variations in ED psychopathology. It should be 

noted that respondents from rural cities in Inner Mongolia indicated practicing in 

town areas, probably due to the reason reviewed above. 

Among the 434 respondents included in the data analysis, 300 (69.1%) were 

non-psychiatric physicians and 134 (30.9%) were mental health clinicians. The 

non-psychiatric specialties, internal medicine subspecialties, and mental health 

specialties sampled in the present study are detailed in Table 1. It should be noted that 

mental health clinicians were largely comprised of psychiatrists (95.5%) and that the 

majority (61.5%) who reported working in a psychology clinic or clinical psychology 

department were psychiatrists. Among the factors examined, mental health clinicians 

had higher education levels, worked in higher levels of care settings, practiced in 
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more urbanized locations, and knew more about different views on cultural variations 

in ED psychopathology compared to non-psychiatric physicians (see Table 1). 

Table 1 

Respondents’ Background Information 

Background factors All respondents  
(n = 434) 

Non-psychiatric 
physicians 
(n = 300) 

Mental health 
clinicians 
(n = 134) 

Age in years 
  Mean 

21-76  
35.14 (SD = 9.99) 

21-70 
35.69 (SD = 9.89) 

21-76  
33.90 (SD = 10.15) 

Gender 
  Female 
  Male 

 
262 (60.4%) 
172 (39.6%) 

 
178 (59.3%) 
122 (40.7%) 

 
84 (62.7%) 
50 (37.3%) 

Years in practice 
  Mean 

0.1-50 
10.52 (SD = 10.42) 

0.1-46 
11.09 (SD = 10.40) 

0.1-50  
9.26 (SD = 10.39) 

Education 
  4 = Doctoral level 
  3 = Master’s level 
  2 = Bachelor’s level 
  1 = Below bachelor 
  Median 
  Mean rank a 

 
50 (11.5%) 
106 (24.4%) 
237 (54.6%) 
41 (9.4%) 
2 

 
34 (11.3%) 
56 (18.7%) 
172 (57.3%) 
38 (12.7%) 
2 
202.68*** 

 
16 (11.9%) 
50 (37.3%) 
65 (48.5%) 
3 (2.2%) 
2 
250.67*** 

Setting 
  4 = Tertiary  
  3 = Secondary 
  2 = Primary 
  1 = Community 
  Median 
  Mean rank a 

 
206 (47.5%) 
194 (44.7%) 
20 (4.6%) 
14 (3.2%) 
3 

 
96 (32.0%) 
180 (60.0%) 
10 (3.3%) 
14 (4.7%) 
3 
186.15*** 

 
110 (82.1%) 
14 (10.4%) 
10 (7.5%) 
 
4 
287.69*** 

Location 
  4 = Urban  
  3 = Suburban  
  2 = Town 
  1 = Rural 
  Median 
  Mean rank a 

 
237 (54.6%) 
156 (35.9%) 
37 (8.5%) 
4 (0.9%) 
4 

 
110 (36.7%) 
149 (49.7%) 
37 (12.3%) 
4 (1.3%) 
3 
178.09*** 

 
127 (94.8%) 
7 (5.2%) 
 
 
4 
305.74*** 

Specialty 
 
 
 
 

Non-psychiatric 
specialties = 300 
(69.1%) 
Mental health 
specialties = 134 

Internal medicine b = 
185 (61.7%) 
Obstetrics/gynecology 
= 41 (13.7%) 
Surgery = 42 (14.0%) 

Psychiatry d = 121 
(90.3%) 
Psychology e = 13 
(9.7%) 
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(30.9%) 
 

Pediatrics = 8 (2.7%) 
Miscellaneous c =24 
(8.0%) 

Familiarity 
  1 = Knowing nothing 
  2 = Knowing a little bit 
  3 = Knowing some 
  4 = Knowing quite a lot 
  Median 
  Mean rank a 

 
69 (15.9%) 
213 (49.1%) 
146 (33.6%) 
6(1.4%) 
2 

 
53 (17.7%) 
162 (54.0%) 
84 (28.0%) 
1 (0.3%) 
2 
202.20*** 

 
16 (11.9%) 
51 (38.1%) 
62 (46.3%) 
5 (3.7%) 
2.5 
251.75*** 

Note: Modes of respondents’ specialties are highlighted in bold. 
a Mann-Whitney U tests were used to compare mean ranks. 
b General internal medicine (n = 95), Cardiology (n = 21), Pulmonology (n = 8), Gastroenterology (n 
= 18), Nephrology (n = 3), Infectious disease (n = 18), Hematology (n = 1), Endocrinology (n = 2), 
Neurology (n = 2), Geriatric medicine (n = 2), Emergency medicine (n = 14), Critical care medicine 
(n = 1). 
c Chinese medicine (n = 5), Dentistry (n =12), EEG&TCD (n = 1), Medical education (n = 2), 
Mongolian medicine (n =1), Pharmacy (n = 1), Radiotherapy (n =1), Ultrasound (n = 1). 
d Psychiatrists (n = 120), Psychologists (n = 1). 
e Psychiatrists (n = 8), Psychologists (n = 5). 
*** 001.≤p ..      ,… 

 

Knowledge of EDs 

Respondents’ scores on the knowledge scale and confidence in their answers 

are reported in Table 2. The total mean percentage score on the knowledge scale was 

68.66 (SD = 13.23) with a range from 22 to 94, representing the percentage of items 

answered correctly. The highest subscale mean percentage score was obtained on the 

epidemiology subscale (85.94), followed by treatment (71.90), diagnosis (68.49), and 

physical complications (51.61). Because the total and subscale scores were not 

normally distributed (assessed by the one-sample Kolmogorov-Smirnov test), both 

independent-samples t tests and Mann-Whitney U tests were conducted to compare 

the knowledge level between non-psychiatric physicians and mental health clinicians. 

As predicted, mental health clinicians achieved significantly higher scores on the total 

scale and subscales than did non-psychiatric physicians using either method (see 
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Table 2). Specifically, both groups obtained highest subscale scores on the 

epidemiology subscale and lowest on physical complications. Non-psychiatric 

physicians demonstrated a higher level of knowledge of treatment than of diagnosis, 

while mental health clinicians had a higher score on the diagnosis subscale than on 

the treatment subscale.  

According to the mean confidence ratings shown in Table 2, respondents were 

moderately to quite confident in their answers to the knowledge questions. Their 

mean confidence ratings on subscales largely matched the corresponding knowledge 

scores except that mental health clinicians expressed substantially higher confidence 

in their answers to the diagnostic questions, which elevated the mean confidence 

rating on the diagnosis subscale as a whole. It was obvious that mental health 

clinicians had a higher confidence level in their answers on the total scale and 

subscales than non-psychiatric physicians (see Table 2).  

To further inform respondents’ exact knowledge level of EDs, 

confidence-weighted mean percentage scores were calculated. As shown in Table 2, 

these confidence-weighted scores were lower than the corresponding unweighted 

scores but the pattern generally remained the same with increased discrepancies 

between non-psychiatric physicians and mental health clinicians. It was noted that 

after confidence weighting the total knowledge scores of both groups and some 

subscale scores of mental health clinicians achieved a normal distribution (assessed 

by the one sample Kolmogorov-Smirnov test) and that all but epidemiology subscale 

scores had equal variances across the two groups (evaluated by the Levene’s test). 
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Table 2 

Respondents’ Knowledge of Eating Disorders 

 All respondents (n = 
434) 

Non-psychiatric 
physicians (n = 300) 

Mental Health 
clinicians (n = 134) 

Knowledge 
  Unweighted mean score a 

   
  Unweighted mean rank b 

  Mean confidence a 

   
  Confidence-weighted     

mean score a 

  Confidence-weighted 
mean rank b 

 
68.66 (SD = 13.23) 
 
 
3.303 (SD = 9.177) 
 
47.05 (SD = 17.62) 

 
64.85 ( SD = 12.69) 
*** 
179.84*** 
3.119 (SD = 0.932) 
*** 
41.73 (SD = 16.00) 
*** 
177.23*** 

 
77.19 (SD = 10.10) 
*** 
301.82*** 
3.710 (SD = 0.741) 
*** 
58.98 (SD = 15.10) 
*** 
301.94*** 

Epidemiology 
  Unweighted mean score a 

   
  Unweighted mean rank b 

  Mean confidence a 

   
  Confidence-weighted     

mean score a 

  Confidence-weighted 
mean rank b 

 
85.94 (SD = 19.48) 
 
 
3.441 (SD = 1.065) 
 
61.82 (SD = 24.74) 

 
82.92 (SD = 20.80) 
*** 
199.34*** 
3.261 (SD = 1.079) 
*** 
57.03 (SD = 24.71) 
*** 
192.70*** 

 
92.72 (SD = 13.99) 
*** 
258.15*** 
3.843 (SD = 0.917) 
*** 
72.54 (SD = 21.28) 
*** 
273.03*** 

Treatment c 

  Unweighted mean score a 

   
  Unweighted mean rank b 

  Mean confidence a 

   
  Confidence-weighted 

mean score a 

  Confidence-weighted 
mean rank b 

 
71.90 (SD = 19.51)  
 
 
3.305 (SD = 0.967)  
 
49.02 (SD = 20.61)  

 
70.00 (SD = 20.05) 
** 
205.57** 
3.131 (SD = 0.985) 
*** 
45.09 (SD = 20.25) 
*** 
192.62*** 

 
76.12 (SD = 17.60) 
** 
240.81** 
3.690 (SD = 0.804) 
*** 
57.82 (SD = 18.67) 
*** 
269.61*** 
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Diagnosis 
  Unweighted mean score a 

   
  Unweighted mean rank b 

  Mean confidence a 

   
  Confidence-weighted 

mean score a 

  Confidence-weighted 
mean rank b 

 
68.49 (SD = 25.13)  
 
 
3.378 (SD = 1.023) 
 
47.49 (SD = 24.85) 

 
61.75 (SD = 21.99) 
*** 
184.28*** 
3.127 (SD = 1.019) 
*** 
38.45 (SD = 20.92) 
*** 
172.15*** 

 
83.58 (SD = 17.90) 
*** 
291.87*** 
3.938 (SD = 0.784) 
*** 
67.72 (SD = 20.73) 
*** 
317.08*** 

Physical Complications 
  Unweighted mean score a 

   
  Unweighted mean rank b 

  Mean confidence a 

   
  Confidence-weighted 

mean score a 

  Confidence-weighted 
mean rank b 

 
51.61 (SD = 21.40) 
 
 
3.141 (SD = 0.934) 
 
32.92 (SD = 18.47) 

 
47.53 (SD = 21.34) 
*** 
193.21*** 
3.007 (SD = 0.961) 
*** 
28.73 (SD = 17.55) 
*** 
187.64*** 

 
60.75 (SD = 18.58) 
*** 
271.89*** 
3.440 (SD = 0.795) 
*** 
42.30 (SD = 17.04) 
*** 
284.35*** 

a Independent-samples t tests (equal variances not assumed) were used. 
b Mann-Whitney U tests were used to compare mean ranks. 
c All respondents (n = 432), Non-psychiatric physicians (n = 298), Mental health clinicians (n = 134).  
** 01.<p . *** 001.<p .. 

 

Table 3 presents the reported sources of respondents’ knowledge of EDs. 

Ranked by the percentage of respondents who endorsed the item as one of their 

knowledge sources, clinicians’ knowledge of EDs seemed to derive primarily from 

school courses and textbooks (66.6%) and the mass media (65.7%), followed 

sequentially by academic journals (44.5%), clinical practice (41.0%), personal 

contacts (39.4%), continuing medical education (36.6%), and other sources (0.9%). 

Although personal contacts did not emerge as a major source of ED knowledge in the 

present study as it did in the previous consultation with 20 Chinese clinicians, the 

mass media remained a principal source in the current sample. In addition, different 

patterns of knowledge sources were found for non-psychiatric physicians and mental 
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health clinicians, respectively. As shown in Table 3, more clinicians in the former 

group obtained their knowledge from the mass media and from personal contacts 

while more in the latter group gained their knowledge from school courses and 

textbooks and from clinical practice.  

Table 3 

Sources of Respondents’ Knowledge about Eating Disorders 

Sources of Knowledge All respondents (n 
= 434) 

Non-psychiatric 
physicians (n = 
300) 

Mental health 
clinicians (n = 
134) 

School courses and textbooks 66.6% 56.7%*** 88.8%*** 
Mass media 65.7% 76.0%*** 42.5%*** 
Academic journals 44.5% 43.0% 47.8% 
Clinical practice 41.0% 32.3%*** 60.4%*** 
Personal contacts 39.4% 46.7%*** 23.1%*** 
Continuing medical education 36.6% 35.3% 39.6% 
Others 0.9% 0.7% 1.5% 
Note: Chi-square tests were used to compare knowledge sources between non-psychiatric physicians 
and mental health clinicians. 
*** 001.<p .       

 

Clinical Experience, Impression of Changes, Screening, and Confidence 

Respondents reported limited clinical experience with ED patients, both 

indirectly and directly (see Table 4). Nearly half of respondents (45.6%) had never 

heard any ED case discussed or presented by other clinicians; approximately 

four-fifths had never diagnosed (79.3%) or treated (80.4%) an ED. As expected, 

mental health clinicians apparently had more clinical experience with ED patients 

than non-psychiatric physicians did, as demonstrated in Table 4. 

Table 4 

Respondents’ Clinical Experience in Eating Disorders 
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Clinical experience reflected by 
the number of ED cases 
respondents have 

All respondents (n 
= 434) 

Non-psychiatric 
physicians (n = 
300) 

Mental health 
clinicians (n = 
134) 

Heard about from other clinicians 
  1 = 0 
  2 = 1-5 
  3 =  6-10 
  4 = 11-20 
  5 = >20 
  Median 
  Mean rank a 

 
45.6% 
39.4% 
8.8% 
4.1% 
2.1% 
2.0 

 
60.3% 
32.0% 
4.3% 
3.0% 
0.3% 
1.0 
181.68*** 

 
12.7% 
56.0% 
18.7% 
6.7% 
6.0% 
2.0 
297.71*** 

Diagnosed 
  1 = 0 
  2 = 1-5 
  3 =  6-10 
  4 = 11-20 
  5 = >20 
  Median 
  Mean rank a 

 
79.3% 
15.7% 
3.0% 
0.7% 
1.4% 
1.0 

 
92.3% 
7.3% 
0.3% 
0.0% 
0.0% 
1.0 
188.43*** 

 
50.0% 
34.3% 
9.0% 
2.2% 
4.5% 
1.5 
282.59*** 

Treated 
  1 = 0 
  2 = 1-5 
  3 =  6-10 
  4 = 11-20 
  5 = >20 
  Median 
  Mean rank a 

 
80.4% 
15.9% 
2.1% 
0.7% 
0.9% 
1.0 

 
93.0% 
7.0% 
0.0% 
0.0% 
0.0% 
1.0 
189.63*** 

 
52.2% 
35.8% 
6.7% 
2.2% 
3.0% 
1.0 
279.90*** 

a Mann-Whitney U tests were used to compare mean ranks. 
*** 001.<p .       

 

Respondents’ impression of changes in the prevalence of ED-related concerns 

and behaviors is summarized in Table 5. In spite of their limited clinical experience 

with ED patients, most respondents reported seeing a marked increase in the 

proportion of Chinese patients who are concerned about weight and/or shape (65.2%) 

or who have engaged in weight loss (73.3%); many perceived a slight (36.4%) or 

marked (37.1%) increase in the proportion of Chinese patients engaging in ED 

behaviors. When the responses from non-psychiatric physicians and mental health 
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clinicians were examined separately, more of the latter endorsed a marked increase in 

the prevalence of ED-related concerns and behaviors in their practice, especially 

problematic behaviors (see Table 5).  

Table 5 

Respondents’ Impression of changes in the Prevalence of ED-related Concerns and 

Behaviors 

Impression of changes in the proportion 
of Chinese patients 

All respondents 
(n = 434) 

Non-psychiatric 
physicians (n = 
300) 

Mental health 
clinicians (n = 
134) 

Concerned about weight and/or shape 
  1 = Decrease 
  2 =  No change 
  3 = Slight increase 
  4 = Marked increase 
  5 = Don’t know 
  Mode a 

 
0.2% 
2.5% 
24.7% 
65.2% 
7.4% 
4 

 
0.0% 
3.0% 
26.0% 
61.3% 
9.7% 
4** 

 
0.7% 
1.5% 
23.9% 
73.9% 
2.2% 
4** 

Engaging in weight loss 
  1 = Decrease 
  2 =  No change 
  3 = Slight increase 
  4 = Marked increase 
  5 = Don’t know 
  Mode a 

 
0.5% 
2.5% 
17.5% 
73.3% 
6.2% 
4 

 
0.3% 
2.0% 
19.3% 
69.7% 
8.7% 
4** 

 
0.7% 
3.7% 
13.4% 
81.3% 
0.7% 
4** 

Having problems related to EDs 
  1 = Decrease 
  2 = No change 
  3 = Slight increase 
  4 = Marked increase 
  5 = Don’t know 
  Mode a 

 
1.2% 
6.2% 
36.4% 
37.1% 
19.1% 
4 

 
1.3% 
7.0% 
38.0% 
29.0% 
24.7% 
3** 

 
0.7% 
4.5% 
32.8% 
55.2% 
6.7% 
4** 

Note: Modes are presented and highlighted in bold because a nominal scale was used. 
a Chi-square tests were used to compare frequency distributions. 
** 01.<p . 

 

Table 6 shows respondents’ frequency of considering an ED diagnosis when 

patients presented ED-like symptoms. As indicated in Table 6, less than half of 
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respondents reported “often” or “almost always” screening for EDs when patients 

presented with excessive exercise (26.7%), disordered eating (49.5%), or an 

abnormally low weight (49.6%). In contrast, more than half of respondents reported 

“often” or “almost always” considering a possible diagnosis of EDs in the case of 

purging (54.7%) and diet-induced amenorrhea (57.3%). According to the percent of 

respondents who indicated “almost always” screening for EDs in suspected cases, 

diet-induced amenorrhea was the most likely indicator for a possible ED (29.0%) and 

excessive exercise the least likely indicator (6.7%). Actually, 40.6% of respondents 

reported “never” (9.0%) or “rarely” (31.6%) considering the possibility of an ED in 

the case of excessive exercise. When non-psychiatric physicians and mental health 

clinicians were compared with each other, the latter ranked significantly higher in the 

frequency of considering an ED diagnosis in all suspected cases (see Table 6). 

Table 6 

Respondents’ Consideration of an ED Diagnosis in Suspected Cases 

Frequency of considering 
the possibility of an ED 
in the case of 

All respondents (n = 
434) 

Non-psychiatric 
physicians (n = 300) 

Mental health 
clinicians (n = 134) 

Disordered eating 
  1 = Never 
  2 = Rarely 
  3 = Sometimes 
  4 = Often 
  5 = Almost always 
  Median 
  Mean rank a 

 
1.6% 
13.4% 
35.5% 
35.9% 
13.6% 
3.0 

 
2.3% 
16.7% 
40.3% 
30.0% 
10.7% 
3.0 
196.10*** 

 
0.0% 
6.0% 
24.6% 
49.3% 
20.1% 
4.0 
265.41*** 

Excessive exercise 
  1 = Never 
  2 = Rarely 
  3 = Sometimes 
  4 = Often 

 
9.0% 
31.6% 
32.7% 
20.0% 

 
11.3% 
33.3% 
31.3% 
15.7% 

 
3.7% 
27.6% 
35.8% 
29.9% 
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  5 = Almost always 
  Median 
  Mean rank a 

6.7% 
3.0 

8.3% 
3.0 
207.53** 

3.0% 
3.0 
239.82** 

Purging 
  1 = Never 
  2 = Rarely 
  3 = Sometimes 
  4 = Often 
  5 = Almost always 
  Median 
  Mean rank a 

 
2.1% 
11.5% 
31.6% 
36.0% 
18.7% 
4.0 

 
3.0% 
15.1% 
34.8% 
35.1% 
12.0% 
3.0 
193.58*** 

 
0.0% 
3.7% 
24.6% 
38.1% 
33.6% 
4.0 
269.26*** 

Abnormally low weight 
  1 = Never 
  2 = Rarely 
  3 = Sometimes 
  4 = Often 
  5 = Almost always 
  Median 
  Mean rank a 

 
2.3% 
15.7% 
32.5% 
31.6% 
18.0% 
3.0 

 
3.0% 
21.0% 
31.3% 
29.3% 
15.3% 
3.0 
201.32*** 

 
0.7% 
3.7% 
35.1% 
36.6% 
23.9% 
4.0 
253.72*** 

Diet-induced amenorrhea 
  1 = Never 
  2 = Rarely 
  3 = Sometimes 
  4 = Often 
  5 = Almost always 
  Median 
  Mean rank a 

 
2.3% 
14.1% 
26.3% 
28.3% 
29.0% 
4.0 

 
3.3% 
17.7% 
27.7% 
26.0% 
25.3% 
4.0 
201.31*** 

 
0.0% 
6.0% 
23.1% 
33.6% 
37.3% 
4.0 
253.74*** 

a Mann-Whitney U tests were used to compare mean ranks. 
** 01.=p . *** 001.<p .        

 

With reference to confidence in the diagnosis and management of EDs (see 

Table 7), 61% of the respondents were slightly (25.3%) or moderately (35.7%) 

confident in making an accurate diagnosis of EDs and 53.3% were moderately 

(29.1%) or quite (24.2%) confident in managing ED patients properly. As indicated in 

Table 7, mental health clinicians demonstrated higher levels of confidence in both 

diagnosis and management compared to non-psychiatric physicians. 

Table 7 
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Respondents’ Confidence in ED Diagnosis and Management 

 All respondents (n = 
434) 

Non-psychiatric 
physicians (n = 300) 

Mental health 
clinicians (n = 134) 

Confidence in diagnosis 
  1 = Not confident at all 
  2 = Slightly confident 
  3 = Moderately confident 
  4 = Quite confident 
  5 = Completely confident 
  Median 
  Mean rank a 

 
14.3% 
25.3% 
35.7% 
20.7% 
3.9% 
3.0 

 
18.7% 
31.0% 
34.0% 
16.0% 
0.3% 
3.0 
188.32*** 

 
4.5% 
12.7% 
39.6% 
31.3% 
11.9% 
3.0 
282.82*** 

Confidence in management 

b 

  1 = Not confident at all 
  2 = Slightly confident 
  3 = Moderately confident 
  4 = Quite confident 
  5 = Completely confident 
  Median 
  Mean rank a 

 
17.6% 
23.1% 
29.1% 
24.2% 
6.0% 
3.0 

 
23.4% 
25.8% 
24.1% 
21.1% 
5.7% 
3.0 
197.97*** 

 
4.5% 
17.2% 
40.3% 
31.3% 
6.7% 
3.0 
259.46*** 

a Mann-Whitney U tests were used to compare mean ranks. 
b All respondents (n = 433), Non-psychiatric physicians (n = 299), Mental health clinicians (n = 134).  
*** 001.<p .       

 

Opinions on Risk Factors, ED Care, and Clinical Features 

The mean importance ratings of different risk factors for EDs are summarized 

in Table 8, where all the factors were sorted by their perceived importance in the 

development of EDs. Emotional problems and the prevalence and acceptance of the 

thin ideal were ranked as the most important risk factors. Excessive dieting emerged 

as the third important factor, followed in order by modernization, lifestyle transition, 

peer influence, life transition and/or stress events, marketing and commercialization 

of beauty products, and biogenetic factors. Family influence was not considered a 

very important risk factor in the development of EDs, and it tied with excessive 
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exercise as the third least important factor. Increased health and nutritional 

information from the media was ranked as the second least important factor, just 

above upper socioeconomic status. In this data set, non-psychiatric physicians and 

mental health clinicians seemed to share similar opinions on the relative importance 

of different factors in increasing the risk of EDs except that the former ranked 

modernization as a more important risk factor than did the latter (see Table 8). 

Table 8 

Respondents’ Importance Ratings of Risk Factors for EDs  

 All respondents 
(n = 434) 

Non-psychiatric 
physicians (n = 300) 

Mental health 
clinicians (n = 134) 

 Mean a Mean a Mean 
rank b 

Mean a Mean 
rank b 

Emotional problems 3.88 3.85 216.44 3.94 219.87 
Prevalence and acceptance of the 

thin ideal 
3.82 3.80 216.61 3.86 219.50 

Excessive dieting c 3.62 3.67  221.81  3.53 206.27 
Modernization   3.45 3.52 225.75* 3.31 199.03* 
Lifestyle transition 3.33 3.36 220.50 3.28 210.78 
Peer influence 3.32 3.30 215.08 3.37 222.91 
Life transition and/or stress 

events 
3.15 3.12 213.75 3.23 225.89 

Marketing and commercialization 
of beauty products 

3.11 3.14 221.99 3.03 207.44 

Biogenetic factors 3.09 3.02 210.18 3.25 233.90 
Family influence 3.03 2.98 212.30 3.14 229.15 
Excessive exercise 3.03 3.04 219.06 2.99 214.01 
Increased health and nutritional 

information from the media 
2.99 2.97 215.94 3.02 221.00 

Upper socioeconomic status 2.84 2.90 223.98 2.70 202.99 
a 1 = Not important at all, 2 = Slightly important, 3 = Moderately important, 4 = Very important, 5 = 
Extremely important. 
b Mann-Whitney U tests were used to compare mean ranks. 
c All respondents (n = 433), Non-psychiatric physicians (n = 299), Mental health clinicians (n = 134). 
* 05.<p . 
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Table 9 summarizes respondents’ opinions on ED care in general and 

particularly in China. According to the median, respondents largely agreed that EDs 

are serious psychiatric disorders. More than half of respondents (61.1%) totally 

agreed that psychotherapy is very important in the treatment of EDs, while less than 

one-fourth (22.8%) completely endorsed the importance of medication in ED 

treatment. The majority of respondents disagreed that most rural clinicians in China 

know about EDs (62.4%), that ED patients in China have obtained accurate diagnoses 

(54.8%), and that treatment for EDs in China is adequate (57.5%). The only 

significant difference between non-psychiatric physicians and mental health clinicians 

was that the latter placed more emphasis on medication in the treatment of EDs (see 

Table 9). 

Table 9 

Respondents’ Opinions on ED care in general and particularly in China 

 All respondents 
(n = 434) 

Non-psychiatric 
physicians (n = 
300) 

Mental health 
clinicians (n = 134) 

 Median a Median a Mean 
rank b 

Median a Mean 
rank b 

I think eating disorders are serious 
psychiatric disorders 

4.0 4.0 223.70 4.0 203.62 

I think psychotherapy is very 
important in the treatment of 
eating disorders. 

5.0 5.0 218.85 5.0 214.49 

I think medication is very 
important in the treatment of 
eating disorders 

4.0 3.0 203.53*
** 

4.0 248.78*
** 

I think most rural clinicians in 
China know about eating 
disorders. 

1.0 1.0 218.70 1.0 214.81 

I think most eating disorder 
patients in China have got an 

1.0 1.0 218.07 1.0 216.23 
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accurate diagnosis. 
I think treatment for eating 

disorders in China is adequate. c 

1.0  1.0  222.90  1.0 203.83 

a 1 = Not agree at all, 2 = Slightly agree, 3 = Moderately agree, 4 = Largely agree, 5 = Totally agree. 
b Mann-Whitney U tests were used to compare mean ranks. 
c All respondents (n = 433), Non-psychiatric physicians (n = 299), Mental health clinicians (n = 134). 
*** 001.<p         

 

Respondents’ opinions on the clinical features of Chinese ED patients are 

presented in Table 10. In general, the similarity of core psychopathology between 

Chinese and western ED patients was moderately supported by respondents (median 

= 3.0, range = 1-5). About three-fourths (73.0%) of respondents answered the 

optional questions about specific clinical features of Chinese ED patients with whom 

they had had contact. It seemed that a larger portion of mental health clinicians had 

experience with ED patients in personal or clinical contexts compared to 

non-psychiatric physicians (87.3% vs. 66.7%, χ2 = 20.053, p < .001). According to the 

medians, fear of weight gain, body-image distortion, drive for thinness, attribution of 

food refusal and/or emaciation to psychological distress, and treatment resistance 

were largely endorsed as clinical features of Chinese ED patients; on the other hand, 

attribution of food refusal and/or emaciation to appetite problems and physical 

discomfort were only moderately endorsed. Non-psychiatric physicians and mental 

health clinicians did not show any significant differences in their opinions on these 

items. 

Table 10 

Respondents’ Opinions on Clinical Features of Chinese Eating Disorder Patients 

 All respondents 
(n = 317) 

Non-psychiatric 
physicians (n = 200) 

Mental health 
clinicians (n = 117) 



CHINESE CLINICIANS’ KNOWLEDGE, EXPERIENCE, AND OPINIONS ABOUT EATING DISORDERS 

 

63 

 

 Median a Median a Mean 
rank b 

Median a Mean 
rank b 

I think eating disorders patients in 
China have the same core 
psychopathology as those in the 
West. 

3.0 3.0 215.53 4.0 221.91 

The eating disorder patient(s) I 
have contacted 

     

  Fear weight gain 4.0 4.0 156.93 4.0 162.54 
  Perceive themselves as too fat 

even if underweight. 
4.0 4.0 153.18 4.0 168.95 

  Have a drive for thinness 4.0 4.0 167.57 4.0 144.35 
  Attribute their food refusal 

and/or emaciation to appetite 
problems 

3.0 3.0 163.78 3.0 150.83 

  Attribute their food refusal 
and/or emaciation to physical 
discomfort 

3.0 3.0 165.86 3.0 147.27 

  Attribute their food refusal 
and/or emaciation to 
psychological distress 

4.0  4.0 160.45 4.0 156.52 

  Are especially resistant to 
treatment compared to other 
patients c 

4.0 4.0  154.28  4.0  165.68 

a 1 = Not agree at all, 2 = Slightly agree, 3 = Moderately agree, 4 = Largely agree, 5 = Totally agree.  
b Mann-Whitney U tests were used to compare mean ranks. 
c All respondents (n = 433), Non-psychiatric physicians (n = 299), Mental health clinicians (n = 134). 

 

Factors Influencing Clinicians’ Knowledge, Experience, and Opinions about EDs 

Although the distinction between non-psychiatric and mental health 

specialties was found to have a significant impact on respondents’ knowledge, 

experience, and opinions about EDs, other factors may also influence these variables. 

For example, education levels, work settings, practice locations, and familiarity with 

different views on cultural variations in ED psychopathology differed significantly 

between non-psychiatric physicians and mental health clinicians (see Table 1), which 

might contribute to the group differences reported above. To help identify factors that 
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may play a significant role in respondents’ knowledge, experience, or opinions about 

EDs, parametric and non-parametric inferential analyses were conducted 

corresponding to the scale level of the data. 

First, the influence of each factor collected in the Background section on 

clinicians’ knowledge of EDs was examined individually using parametric methods. 

Based on the results of simple regression and general linear model analyses, 

respondents’ age, gender, years in practice, and work settings did not have a 

significant effect on their knowledge of EDs weighted by their confidence.  

Table 11 lists factors that significantly influenced respondents’ 

confidence-weighted knowledge scores. As predicted, the factor that explained the 

largest portion (21.7%) of the variance in respondents’ knowledge of EDs was 

specialty (p < .01), with a unique contribution of 13.2% to the total variance by the 

difference between mental health specialties and all other specialties (p < .001). 

Mental health clinicians achieved the highest confidence-weighted scores on the 

knowledge scale, significantly higher than those of non-psychiatric physicians except 

pediatricians (see Table 11). Non-psychiatric physicians of various specialties, on the 

other hand, did not differ significantly from one another in their knowledge levels.  

The factor that explained a relatively large portion (7.2%) of the variance in 

respondents’ knowledge of EDs was their familiarity with different views on cultural 

variations in ED psychopathology (p < .001). Not surprisingly, respondents more 

familiar with those views obtained higher confidence-weighted scores on the 

knowledge scale. The biggest difference existed between respondents knowing some 
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about those views and those knowing less than some, accounting for 6.7% of the 

variance in confidence-weighted knowledge scores (p < .001). Respondents knowing 

some about different views in ED psychopathology scored significantly higher on the 

knowledge scale than did respondents knowing nothing or a little about those views 

(see Table 11). It was noted that no significant difference in knowledge of EDs was 

found between six respondents who reported knowing quite a lot about different 

views in ED psychopathology and respondents from other groups even though they 

obtained the highest knowledge scores.    

In addition, respondents’ education emerged as the third factor that affected 

their knowledge of EDs, contributing a modest 2.6% to its total variance (p = .01), a 

large part (81.9%) of which was attributable to the distinction between having a 

bachelor’s degree or above and an associate degree or below (p < .01). Results of 

post-hoc comparisons are detailed in Table 11. It was noted that doctoral clinicians 

obtained the highest unweighted scores on the knowledge scale but the second lowest 

confidence-weighted scores, implying that more educated guesses might be involved 

when they were completing the questionnaire.  

Clinicians’ practice locations also made a significant, but small, difference in 

their knowledge of EDs, accounting for 2.0% of the variance in confidence-weighted 

knowledge scores (p < .05). This explained variance was largely attributed to the 

difference between respondents from town areas and those from more urbanized areas, 

which uniquely contributed to 1.6% of the total variance (p < .01). Although 

respondents’ observed knowledge scores did increase by the urbanization level of 
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their practice locations, no significant difference in the level of ED knowledge was 

found between respondents from rural areas and those from town, suburban, or urban 

areas. Only respondents practicing in town locations demonstrated significantly lower 

knowledge than did those from more urbanized locations (see Table 11). It should be 

noted that rural respondents had an extremely small sample size of four, which might 

affect the power of statistical analysis.    

Table 11 

Factors Influencing Knowledge of EDs  

 N Confidence-weighted mean 
score (SD) 

Unweighted 
mean score 
(SD) 

Specialty    
 Miscellaneous 24 35.83 (12.70)*** 64.38 (12.19) 
 Surgery 42 39.44 (19.90)*** 62.69 (13.13) 
 Internal medicine 185 42.38 (15.85)*** 65.02 (12.92) 
 Obstetrics/Gynecology 41 43.14 (14.12)*** 66.83 (12.56) 
 Pediatrics 8 49.03 (10.86) 63.38 (5.78) 
 Mental health 134 58.98 (15.10)***/***/***/*** 77.19 (10.10) 
Familiarity with different views in 

ED psychopathology 
   

 Not know at all 69 40.48 (17.49)*** 67.30 (15.36) 
 Know a little bit 213 44.87 (17.12)*** 67.06 (12.78) 
 Know some 146 52.88 (16.63)***/*** 71.45 (12.46) 
 Know quite a lot 6 58.33 (18.80) 73.17 (11.69) 
Education    
 Below the bachelor’s level 41 38.89 (17.33)*/** 60.37 (16.42) 
 Bachelor’s level 237 47.37 (16.61)* 68.68 (11.86) 
 Master’s level 106 49.73 (18.85)** 70.11 (13.99) 
 Doctoral level 50 46.60 (18.35) 72.26 (12.43) 
Practice location    
 Rural 4 36.39 (18.45) 57.00 (5.23) 
 Town 37 39.73 (12.02)**/** 59.68 (10.41) 
 Suburban 156 47.59 (16.23)** 68.31 (12.00) 
 Urban 237 48.03 (18.95)** 70.49 (13.83) 
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Note: The slash “/” separates the asterisks that indicate the significance levels of different post-hoc 
comparisons. The Scheffe’s method or Tamhane’s T2 test was used depending on whether the 
assumption of equal variances was met. 
* 05.<p . ** 01.≤p .*** 001.<p .       

 

A stepwise linear regression was conducted on confidence-weighted 

knowledge scores using orthogonal contrasts as predictors, including those explaining 

the largest proportions of the variance in the dependent variable. The criterion used 

for predictors to enter the model was a probability of F no more than 0.50 and for 

predictors to remove was a probability of F no less than 1.00. A model with four 

predictors that accounted for 29.7% of the variance in respondents’ knowledge of EDs 

was yielded (see Table 12). Specifically, respondents’ knowledge of EDs weighted by 

their confidence could be explained by four orthogonal contrasts, one between mental 

health and non-psychiatric specialties, one between suburban and urban practice 

locations, one between knowing some and knowing nothing or a little about different 

views on cultural variations in ED psychopathology, and one between education 

below and at or above the bachelor’s level. These results converged with those from 

general linear model analysis using dummy variables as predictors (see Table 13 and 

14). Based on model comparison, a four-factor main-effects model was found to 

provide the best prediction of respondents’ knowledge of EDs weighted by their 

confidence because the inclusion of interaction items did not significantly increase 

the explanatory power of the model, i.e., ∆F (83, 336) = 1.274, p > .05. The four 

factors, i.e., specialty, location, familiarity, and education, explained 31.9% of the 

variance in the dependent variable (p < .001). Both models demonstrated the 
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significant influence of specialty, practice location, familiarity with different views in 

ED psychopathology, and education on respondents’ confidence-weighted knowledge 

scores, after controlling for the effects of all other factors. The significant partial 

regression coefficients from both analyses indicated that mental health specialties, 

suburban practice locations, some knowledge about different views in ED 

psychopathology, and higher education levels were uniquely linked to a better 

knowledge of EDs (see Table 12 and 14).  

Table 12 

Significant Partial Regression Coefficients of Four Predictors in the Stepwise 

Regression 

Predictors b t Mean difference  Partial  

Mental health vs. non-psychiatric specialties 3.488 11.387*** 20.928 .232 
Suburban vs. urban practice locations  5.363 5.982*** 10.73 .077 
Knowing some vs. knowing nothing or a 

little about different views in ED 
psychopathology 

1.856 3.592*** 3.712 .029 

Below bachelor’s vs. bachelor’s level or 
above 

-1.787 -2.865** -7.15 .019 

** 01.<p . *** 001.<p .       

 

Table 13 

ANOVA Table of the Four-Factor Main-Effects General Linear Model  

Source SS df MS F Partial  

Specialty 27400.748 5 5480.150 25.060*** .230 
Location 8524.796 3 2841.599 12.994*** .085 
Familiarity 3193.913 3 1064.638 4.869** .034 
Education 2826.358 3 942.119 4.308** .030 
Error 91625.8601 419 218.677   
Total 134482.053 433    
*** 001.<p .       
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Table 14 

Significant Partial Regression Coefficients of Four Dummy Variables in the 

Four-Factor Main-Effects General Linear Model 

Predictors b t Mean difference  Partial  

Mental health vs. miscellaneous specialties 25.161 7.382*** 25.16 .114 
Suburban vs. urban practice locations 12.567 6.115*** 12.57 .082 
Knowing some vs. knowing nothing about 

different views in ED psychopathology 
7.684 3.426*** 7.68 .027 

Below bachelor’s vs. doctoral level  -11.899 -3.410*** -11.90 .027 
Bachelor’s vs. doctoral level -5.626 -2.185* -5.63 .011 
Note: Miscellaneous specialties, urban practice locations, knowing nothing about different views in ED 
psychopathology, and doctoral level were chosen as reference categories in the dummy coding.  
* 05.<p . *** 001.≤p .       

 

Second, the individual influence of each background factor on clinicians’ 

responses to items in Experience and Opinions sections was examined using 

non-parametric methods. Count data reflecting respondents’ clinical experience with 

ED patients were transformed to ordinal data in these individual analyses. 

The significant influence of respondents’ age on their experience and opinions 

about EDs is summarized in Table 15. It was found that respondents in their twenties 

had significantly less clinical experience with ED patients than those in their thirties 

or above (see Table 15). This youngest group also rated modernization more 

important as a risk factor for ED compared to respondents in their thirties. 

Respondents at or above age 40 showed greatest agreement with the statement that 

ED patients in China have the same core psychopathology as those in the West, 

significantly higher than respondents in their twenties and thirties (see Table 15). 
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Interestingly, respondents in their thirties ranked significantly lower in their 

agreement with the attribution of food refusal and/or emaciation to appetite problems 

and physical discomfort in Chinese ED patients compared to respondents of other age 

groups (see Table 15).  

Table 15 

Influence of Age on Experience and Opinions about EDs 

Mean rank 21-29 
(n = 153) 

30-39 
(n = 173) 

≥40 
(n = 108) 

Clinical experience reflected by the number of ED 
cases respondents have 

   

  Heard about from other clinicians 195.09** 223.77 239.21** 
  Diagnosed 198.08**/* 227.68** 228.70* 
  Treated 202.32* 225.48* 226.23 
Importance of modernization as an ED risk factor 234.88* 201.07* 219.19 
Most rural clinicians in China know about EDs 235.11* 204.59* 213.23 
ED patients in China have the same core 

psychopathology as those in the West 
197.92** 214.49* 250.05**/* 

ED patient(s) I have contacted a    
  Attribute their food refusal and/or emaciation to 

appetite problems 
176.16** 135.91**/* 173.99* 

  Attribute their food refusal and/or emaciation to 
physical discomfort 

174.41** 140.54** 168.58 

Note: Mean ranks from Kruskal-Wallis H tests are shown in the table. The slash “/” separates the 
asterisks that indicate the significance levels of different post-hoc comparisons.  
a 21-29 (n = 109), 30-39 (n = 131), ≥40 (n = 77). 
* p < Bonferroni family-wise alpha of .05. ** p < Bonferroni family-wise alpha of .01. 

 

Only a few significant gender differences were detected in respondents’ 

ED-related experience and opinions (see Table 16). As indicated, male respondents 

reported treating more ED cases, rated lifestyle transition and the marketing and 

commercialization of beauty products more important in increasing the risk of EDs, 

and were more likely to consider EDs as serious psychiatric disorders compared with 
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female respondents. Otherwise, female and male respondents were very similar in 

their experience and opinions related to EDs. 

Table 16 

Influence of Gender on Experience and Opinions about EDs 

Mean rank Females (n = 262) Males (n = 172) 
Number of ED cases respondents have treated 210.83* 227.66* 
Importance of different risk factors for EDs   
  Lifestyle transition 205.13** 236.34** 
  Marketing and commercialization of beauty products 206.24* 234.66* 
EDs are serious psychiatric disorders 206.06* 234.93* 
Note: Mean ranks from Mann-Whitney U tests are shown in the table. 
* 05.<p . ** 01.<p . 

 

More differences were detected in ED-related experience and opinions across 

various education levels, as shown in Table 17. Respondents with a degree below the 

bachelor’s level reported significantly less experience in ED diagnosis and treatment 

compared to those with a master’s or doctoral degree (see Table 17). A marked 

increase in the prevalence of ED behaviors was the most common impression among 

master’s-level respondents, which was significantly different from bachelor’s-level 

respondents who were most likely to perceive a slight increase (p < Bonferroni 

family-wise alpha of .01). Respondents with an associate degree or below did not 

recognize the role of excessive exercise in EDs as well as those with a bachelor’s or 

master’s degree (see Table 17).  

With regard to the perceived importance of various risk factors for EDs, 

respondents showed significantly different opinions on eight variables, as indicated in 

Table 17. Generally, bachelor’s-level respondents rated each factor listed as 
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significantly more important than one or two groups of respondents with other 

education levels. As shown in Table 17, respondents holding a degree below the 

bachelor’s level shared the same opinion with bachelor’s-level respondents on the 

importance of modernization but ranked the influence of the thin ideal, life transition 

and/or stress events, excessive dieting, and emotional problems significantly lower in 

importance than did bachelor’s- and sometimes master’s-level respondents. 

Doctoral-level respondents, different from respondents with a degree below the 

bachelor’s level, perceived a minor role for modernization, lifestyle transition, 

excessive exercise, and upper socioeconomic status in the development of EDs, but 

agreed with the latter on the low importance of emotional problems (see Table 17). 

Significant differences in opinions on ED care and clinical features of Chinese 

ED patients across education levels are reported in Table 17. As demonstrated, 

respondents with the lowest education level understated the seriousness of EDs as 

psychiatric disorders and the importance of psychotherapy and medication in the 

treatment of EDs than did one to three groups with a higher education level. 

Bachelor’s-level respondents, compared to those with a degree below the bachelor’s 

level or at the doctoral level, were more likely to endorse body-image distortion and 

attribution of food refusal and/or emaciation to physical or psychological causes as 

clinical features of Chinese ED patients (see Table 17). 

Table 17 

Influence of Education on Experience and Opinions about EDs 

Mean rank Below the 
bachelor’s 

Bachelor’s 
level 

Master’s 
level 

Doctoral 
level 
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level  
(n = 41) 

(n = 237) (n = 106) (n = 50) 

Clinical experience reflected by the 
number of ED cases respondents have 

    

  Diagnosed 183.54* 217.52 224.26 230.93* 
  Treated 181.05*/**/* 214.89* 232.05** 228.90* 
Impression of changes in the proportion 

of Chinese patients a 

 Engaging in weight loss  
  1 = Decrease 
  2 = No change 
  3 = Slight increase 
  4 = Marked increase 
  5 = Don’t know 
  Mode 

 
 
 
0.0% 
0.0% 
14.6% 
78.0% 
7.3% 
4 

 
 
 
0.0% 
2.1% 
17.3% 
77.2% 
3.4% 
4* 

 
 
 
1.9% 
3.8% 
19.8% 
67.9% 
6.6% 
4 

 
 
 
0.0% 
4.0% 
16.0% 
62.0% 
18.0% 
4* 

 Having problems related to EDs 

  1 = Decrease 
  2 = No change 
  3 = Slight increase 
  4 = Marked increase 
  5 = Don’t know 
  Mode 

 
0.0% 
4.9% 
41.5% 
34.1% 
19.5% 
3 

 
0.4% 
8.0% 
41.4% 
35.0% 
15.2% 
3** 

 
2.8% 
2.8% 
22.6% 
46.2% 
25.5% 
4** 

 
2.0% 
6.0% 
38.0% 
30.0% 
24.0% 
3 

Frequency of considering an ED 
diagnosis in the case of excessive 
exercise 

163.48*/** 221.13* 234.67** 208.19 

Importance of risk factors for EDs     
  Modernization 237.72* 235.93*/** 193.23* 165.03*/

** 
  Lifestyle transition 212.50 232.54** 207.87 170.73** 
  Prevalence and acceptance of the thin 

ideal  
175.34* 230.99* 212.59 198.55 

  Life transition and/or stress events  156.24**/* 224.81** 226.22* 214.60 
  Excessive dieting  157.27**/* 230.08** 216.26* 205.82 
  Excessive exercise 193.43 228.87* 223.00 171.68* 
  Emotional problems 182.45* 226.45*/* 227.01 183.66* 
  Upper socioeconomic status 217.78 227.80** 216.03 171.58** 
EDs are serious psychiatric disorders 162.45*/*/* 219.92* 225.49* 234.25* 
Psychotherapy is very important in the 

treatment of EDs 
178.73* 228.20* 210.12 214.20 

Medication is very important in the 
treatment of EDs 

145.10**/** 230.20** 229.09** 192.08 

ED patient(s) I have contacted b     
  Perceive themselves as too fat even if 

underweight 
112.98**/* 172.72**/* 165.30* 128.82* 
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  Attribute their food refusal and/or 
emaciation to physical discomfort 

135.39 168.49* 168.39* 121.50*/
* 

  Attribute their food refusal and/or 
emaciation to psychological distress 

120.21* 170.94* 158.75 143.81 

Note: Mean ranks from Kruskal-Wallis H tests are shown in the table. The slash “/” separates the 
asterisks that indicate the significance levels of different post-hoc comparisons.  
a Modes are presented and highlighted in bold because a nominal scale was used. Chi-square tests were 
used to compare frequency distributions. 
b Below the bachelor’s level (n = 31), Bachelor’s level (n = 156), Master’s level (n = 88), Doctoral 
level (n = 42). 
* p < Bonferroni family-wise alpha of .05. ** p < Bonferroni family-wise alpha of .01. 

  

Table 18 shows the significant influence of years in practice on respondents’ 

experience and opinions about EDs. As expected, respondents who had practiced for 

10 years or more had significantly more clinical experience with ED patients than 

those who had practiced for fewer than 10 years (see Table 18). At a significance level 

of .05, the perception of a marked increase in the prevalence of weight and/or shape 

concerns was more common in respondents with longer practice duration than in 

those with shorter practice duration. Surprisingly, fewer years in practice 

corresponded to a higher level of confidence in ED management, as indicated in Table 

18. Compared to clinicians with less practice experience, more experienced clinicians 

perceived more similarity of core psychopathology between Chinese and Western ED 

patients and were more likely to feel treatment resistance from ED patients (see Table 

18). 

Table 18 

Influence of Years in Practice on Experience and Opinions about EDs 

Mean rank <10 years  
(n = 258) 

≥10 years 
(n = 176) 

Clinical experience reflected by the number of ED cases respondents 
have 
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  Heard about from other clinicians 202.50*** 239.49*** 
  Diagnosed 203.50*** 238.02*** 
  Treated 207.22** 232.57** 
Impression of changes in the proportion of Chinese patients concerned 

about weight and/or shape a 

  1 = Decrease 
  2 = No change 
  3 = Slight increase 
  4 = Marked increase 
  5 = Don’t know 
  Mode 

 
 
0.0% 
1.2% 
26.0% 
64.0% 
8.9% 
4* 

 
 
0.6% 
4.5% 
22.7% 
67.0% 
5.1% 
4* 

Frequency of considering an ED diagnosis in the case of diet-induced 
amenorrhea 

207.24* 232.54* 

Confidence in managing ED patients properly 226.74* 202.78* 
Importance of marketing and commercialization of beauty products as a 

risk factor for EDs 
227.07* 203.48* 

ED patients in China have the same core psychopathology as those in the 
West 

204.47** 236.61** 

ED patient(s) I have contacted are especially resistant to treatment than 
other patients b 

148.76* 172.80* 

Note: Mean ranks from Mann-Whitney U tests are shown in the table.  
a Modes are presented and highlighted in bold because a nominal scale was used. Chi-square tests were 
used to compare frequency distributions. 
b < 10 years (n = 189), ≥10 years (n = 128). 
* 05.<p . ** 01.<p . *** 001.≤p . 

 

In addition to the major differences found in ED-related experience and 

opinions between non-psychiatric physicians and mental health clinicians, a few more 

differences were detected among physicians of various non-psychiatric specialties 

(see Table 19). In terms of experience related to EDs, surgeons heard about 

significantly fewer ED cases from other clinicians than did internists and 

obstetrician/gynecologists, as indicated in Table 19. With regard to non-psychiatric 

physicians’ opinions associated with EDs, two findings are of particular interest. One 

is that pediatricians considered excessive exercise and emotional problems more 

important in increasing the risk of EDs compared to internists (see Table 19). The 
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other is that internists thought psychotherapy highly important in the treatment of 

EDs, significantly more highly than did miscellaneous non-psychiatric specialists, as 

demonstrated in Table 19. It should be noted that the sample size of pediatricians was 

very small (n = 8) in the present study, so results related to this group should be 

interpreted with great caution. 

Table 19 

Influence of Non-Psychiatric Specialties on Experience and Opinions about EDs 

Mean rank  Internists 
(n = 185) 

Obstetrician
/Gynecologi
sts (n = 41) 

Surgeons 
(n = 42) 

Pediatric
ians (n = 
8) 

Miscellan
eous 
specialists 
(n = 24) 

Number of ED cases respondents 
have heard about from other 
clinicians 

154.81* 161.22* 117.38*/* 160.25 153.71 

Importance of different risk 
factors for EDs 

 
 

 
 

 
 

 
 

 
 

  Modernization 149.15 159.89 166.33* 198.94 101.02* 
  Excessive exercise 143.21** 153.85 166.14 237.88** 144.46 
  Emotional problems 143.47* 159.84 157.31 230.50* 150.17 
Psychotherapy is very important 

in the treatment of eating 
disorders. 

157.74* 145.40 142.11 176.00 109.60* 

Most rural clinicians in China 
know about eating disorders. 

154.29* 119.12*/** 156.76 110.44 177.31** 

Note: Mean ranks from Kruskal-Wallis H tests are shown in the table. The slash “/” separates the 
asterisks that indicate the significance levels of different post-hoc comparisons.  
* p < Bonferroni family-wise alpha of .05. ** p = Bonferroni family-wise alpha of .01 

  

Because there were only a few respondents from community health centers 

and primary hospitals, which were both primary care facilities in communities, 

respondents in these two groups were combined into one group to increase the sample 

size. Table 20 presents significant differences in respondents’ ED-related experience 
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and opinions across various work settings. Reasonably, respondents from tertiary 

hospitals had significantly more indirect and direct clinical experience with ED cases 

than those from primary or secondary care settings (see Table 20). It is interesting to 

note that more respondents at secondary than tertiary hospitals saw a slight or marked 

increase in the prevalence of weight loss while more of the latter perceived a marked 

increase in the prevalence of ED behaviors among their patients, as shown in Table 20. 

Corresponding to their relatively substantial clinical experience in EDs, respondents 

from tertiary hospitals screened for EDs more frequently than those from secondary 

hospitals in several suspected cases and were more confident in their ability to make 

an accurate ED diagnosis and manage ED patients properly (see Table 20). As 

indicated in Table 20, clinicians in tertiary hospitals were the most supportive of the 

importance of medication in ED treatment and accurate diagnosis of EDs in China, 

significantly different from those in secondary hospitals. Furthermore, respondents 

from primary care settings, including all clinicians practicing in a rural location, 

showed highest agreement with rural clinicians’ awareness of EDs in China, 

significantly higher than those from secondary care settings (see Table 20). 

Table 20 

Influence of Work Settings on Experience and Opinions about EDs 

Mean rank  Primary care 
facilities 
(n = 34) 

Secondary 
hospitals 
(n = 194) 

Tertiary 
hospitals  
(n = 206) 

Clinical experience reflected by the number of 
ED cases respondents have 

   

  Heard about from other clinicians 195.65* 190.70** 246.35*/** 
  Diagnosed 196.74 198.82** 238.52** 
  Treated 181.15** 195.87** 243.87**/** 
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Impression of changes in the proportion of 
Chinese patients a  

 Engaging in weight loss  

  1 = Decrease 
  2 = No change 
  3 = Slight increase 
  4 = Marked increase 
  5 = Don’t know 
  Mode 

 
 
 
0.0% 
2.9% 
14.7% 
79.4% 
2.9% 
4 

 
 
 
0.0% 
1.0% 
21.6% 
74.7% 
2.6% 
4** 

 
 
 
1.0% 
3.9% 
14.1% 
70.9% 
10.2% 
4** 

 Having problems related to EDs 

  1 = Decrease 
  2 = No change 
  3 = Slight increase 
  4 = Marked increase 
  5 = Don’t know 
  Mode 

 
0.0% 
2.9% 
47.1% 
23.5% 
26.5% 
3 

 
1.0% 
8.8% 
43.3% 
30.4% 
16.5% 
3** 

 
1.5% 
4.4% 
28.2% 
45.6% 
20.4% 
4** 

Frequency of considering an ED diagnosis in the 
case of 

 
 

 
 

 
 

  Disordered eating 211.50 201.57* 233.49* 
  Excessive exercise 195.71 198.82** 238.68** 
  Self-induced vomiting or laxative abuse 206.85 201.20* 233.48* 
Confidence in     
  Making an accurate ED diagnosis 199.85 190.96** 245.41** 
  Managing ED patients properly 207.43 194.11** 240.25** 
Importance of different risk factors for EDs    
  Modernization 210.28 233.91* 203.24* 
  Prevalence and acceptance of the thin ideal 168.06* 226.04* 217.62 
  Peer influence 203.26 202.87* 233.63* 
  Biogenetic factors 261.56** 191.11**/** 235.08** 
Medications is very important in the treatment of 

EDs 
214.16 192.69** 241.42** 

Most rural clinicians in China know about EDs 268.91** 192.53**/** 232.53** 
Most ED patients in China have got an accurate 

diagnosis 
230.87 200.87* 230.95* 

Note: Mean ranks from Kruskal-Wallis H tests are shown in the table. The slash “/” separates the 
asterisks that indicate the significance levels of different post-hoc comparisons.  
a Modes are presented and highlighted in bold because a nominal scale was used. Chi-square tests were 
used to compare frequency distributions. 
* p < Bonferroni family-wise alpha of .05. ** p < Bonferroni family-wise alpha of .01. 

  

The significant effects of respondents’ practice locations on their experience 

and opinions about EDs are listed in Table 21. To avoid the extremely small sample 
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size of rural clinicians (n = 4), respondents practicing in rural and town areas were 

combined into a nonurban group. Similar to the influence of work settings, but to a 

greater degree, respondents practicing in urban areas reported significantly more 

clinical experience with ED patients than those practicing in less urban areas (see 

Table 21). As shown in Table 21, a larger proportion of respondents from more 

urbanized practice locations endorsed observing a marked increase in the prevalence 

of ED behaviors among their patients, with a significant difference between clinicians 

from suburban and nonurban locations. Linked to their experience level, respondents 

in urban areas reported the highest frequency of screening for EDs in several 

suspected cases and highest confidence in ED diagnosis and management, which 

were significantly above either suburban or nonurban respondents or both (see Table 

21).  

With regard to the relative importance of different risk factors for EDs, factors 

more noticeable in less urbanized locations, such as modernization, lifestyle transition 

and upper socioeconomic status, were rated significantly more important in 

increasing the risk of EDs by respondents practicing in nonurban or suburban areas 

than by those practicing in urban areas (see Table 21). Respondents in nonurban areas 

showed significantly less agreement with the importance of medication in the 

treatment of EDs compared to suburban and urban respondents, as demonstrated in 

Table 21. Although urban respondents were most likely to judge rural clinicians as 

knowledgeable about EDs among all clinicians, the majority (56.1%) of them still 

thought rural clinicians know nothing about EDs. Interestingly, agreement on fear of 
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weight gain, body-image distortion, and attribution of food refusal and/or emaciation 

to psychological distress in Chinese ED patients was the highest among suburban 

respondents, who reported less clinical experience with ED patients than urban 

clinicians.  

Table 21 

Influence of Practice Locations on Experience and Opinions about EDs 

Mean rank  Nonurban 
(n = 41) 

Suburban 
(n = 156) 

Urban 
(n = 237) 

Clinical experience reflected by the number of ED 
cases respondents have 

   

  Heard about from other clinicians 183.05** 173.81** 252.22**/** 
  Diagnosed 177.52** 195.21** 239.09**/** 
  Treated 180.10** 193.76** 239.60**/** 
Impression of the change in the proportion of 

Chinese patients having problems related to EDs a 
  1 = Decrease 
  2 = No change 
  3 = Slight increase 
  4 = Marked increase 
  5 = Don’t know 
  Mode 

 
 
4.9% 
0.0% 
46.3% 
29.3% 
19.5% 
3* 

 
 
0.0% 
9.6% 
38.5% 
34.6% 
17.3% 
3* 

 
 
1.3% 
5.1% 
33.3% 
40.1% 
20.3% 
4 

Frequency of considering an ED diagnosis in the 
case of 

  Disordered eating  

 
 
164.88** 

 
 
208.83 

 
 
232.31** 

  Excessive exercise 138.38**/** 219.15** 230.10** 
  Purging behaviors 180.01* 209.73 228.15* 
  Diet-induced amenorrhea 211.06 197.74* 231.62* 
Confidence in    
  Making an accurate ED diagnosis 153.66** 199.20** 240.59**/** 
  Managing ED patients properly 171.79** 192.86** 240.81**/** 
Importance of different risk factors for EDs 
  Modernization 

 
247.52 

 
236.19** 

 
200.00** 

  Lifestyle transition 262.95* 223.88 205.44* 
  Peer influence 173.51* 214.91 226.81* 
  Marketing and commercialization of beauty 

products 
133.95**/** 242.13** 215.74** 

  Upper socioeconomic status 256.46* 227.94 203.89* 
Medication is very important in the treatment of 138.07**/** 213.98** 233.56** 
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EDs 
Most rural clinicians in China know about EDs 203.70 200.86* 230.84* 
Most ED patients in China have got an accurate 

diagnosis 
226.82 191.90** 232.74** 

ED patient(s) I have contacted b    
  Fear weight gain 114.72** 180.17**/* 152.91* 
  Perceive themselves as too fat even if they are 

underweight 
113.17** 178.36** 154.08 

  Attribute their food refusal and/or emaciation to 
psychological distress 

122.13* 176.58* 153.96 

Note: Mean ranks from Kruskal-Wallis H tests are shown in the table. The slash “/” separates the 
asterisks that indicate the significance levels of different post-hoc comparisons.  
a Modes are presented and highlighted in bold because a nominal scale was used. Chi-square tests were 
used to compare frequency distributions. 
b Nonurban (n = 22), Suburban (n = 103), Urban (n = 191). 
* p < Bonferroni family-wise alpha of .05. ** p < Bonferroni family-wise alpha of .01. 

  

As only six (1.4%) respondents reported knowing quite a lot about different 

views on cultural variations in ED psychopathology, they were combined with 

respondents who indicated knowing some about those views into one group for 

comparison purposes. The significant influence of respondents’ familiarity with 

different views in ED psychopathology on their ED-related experience and opinions 

is profiled in Table 22. Familiarity with different views in ED psychopathology was 

positively correlated with respondents’ clinical experience with ED patients, 

frequency of screening for EDs in all suspected cases, confidence in the diagnosis and 

treatment of EDs (see Table 22). In addition, respondents knowing more than a little 

about different views in ED psychopathology were more likely to perceive a slight or 

marked increase in the prevalence of weight and/or shape concerns and weight loss 

among Chinese patients, as demonstrated in Table 22. Interestingly, respondents 

having a little knowledge about different views in ED psychopathology were the most 
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supportive of the importance of medication in ED treatment, rural clinicians’ 

awareness of EDs, and treatment adequacy of EDs in China (see Table 22). More 

interestingly, Table 22 indicated that respondents knowing the most about different 

views in ED psychopathology agreed the most with the similarity of core 

psychopathology between Chinese and Western ED patients, the influence of the thin 

ideal, and the relevance of psychotherapy in ED treatment. 

Table 22 

Influence of Familiarity with Different Views in ED Psychopathology on Experience 

and Opinions about EDs 

Mean rank  Knowing 
nothing 
(n = 69) 

Knowing a little 
(n = 213) 

Knowing some 
or more  
(n = 152) 

Clinical experience reflected by the number of 
ED cases respondents have 

   

  Heard about from other clinicians 177.00** 198.70** 262.23**/** 
  Diagnosed 187.43** 194.93** 262.77**/** 
  Treated 190.14** 193.64** 263.35**/** 
Impression of changes in the proportion of 

Chinese patients a  
 Concerned about weight and/or shape  

  1 = Decrease 
  2 = No change 
  3 = Slight increase 
  4 = Marked increase 
  5 = Don’t know 
  Mode 

 
 
 
0.0% 
5.8% 
18.8% 
65.2% 
10.1% 
4** 

 
 
 
0.5% 
3.3% 
23.9% 
62.4% 
9.9% 
4* 

 
 
 
0.0% 
0.0% 
28.3% 
69.1% 
2.6% 
4**/* 

 Engaging in weight loss 

  1 = Decrease 
  2 = No change 
  3 = Slight increase 
  4 = Marked increase 
  5 = Don’t know 
  Mode 

 
0.0% 
1.4% 
17.4% 
76.8% 
4.3% 
4 

 
0.9% 
3.3% 
17.8% 
67.6% 
10.3% 
4** 

 
0.0% 
2.0% 
17.1% 
79.6% 
1.3% 
4** 

Frequency of considering an ED diagnosis in the 
case of 
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  Disordered eating  189.59* 211.23 238.96* 
  Excessive exercise 198.37 207.93* 239.60* 
  Purging behaviors 190.46** 205.51** 245.07**/** 
  Abnormally low weight 188.30** 204.73** 248.65**/** 
  Diet-induced amenorrhea 181.17** 209.94* 244.59**/* 
Confidence in    
  Making an accurate ED diagnosis 169.04** 200.00** 264.02**/** 
  Managing ED patients properly 173.38** 212.54 243.02** 
Importance of different risk factors for EDs    
  Prevalence and acceptance of the thin ideal 204.96 205.74* 239.67* 
  Peer influence 219.49 203.59* 236.09* 
  Increased health and nutritional information 

from the media 
209.79 204.74* 238.88* 

  Upper socioeconomic status 194.27* 209.58* 239.15*/* 
Psychotherapy is very important in the treatment 

of EDs 
178.98*/** 216.52* 236.36** 

Medication is very important in the treatment of 
EDs 

181.58* 226.68* 220.94 

Most rural clinicians in China know about EDs 202.01 233.97* 201.45* 
The treatment for EDs in China is adequate 193.43* 234.27*/* 203.41* 
ED patients in China have the same core 

psychopathology as those in the West 
197.86 208.24* 239.39* 

Note: Mean ranks from Kruskal-Wallis H tests are shown in the table. The slash “/” separates the 
asterisks that indicate the significance levels of different post-hoc comparisons.  
a Modes are presented and highlighted in bold because a nominal scale was used. Chi-square tests were 
used to compare frequency distributions. 
* p ≤ Bonferroni family-wise alpha of .05. ** p < Bonferroni family-wise alpha of .01. 

  

When specialties other than mental health and internal medicine were 

combined into one category, conditions were met for Poisson log-linear regression 

using the number of cases as the dependent variable and therefore it was conducted to 

examine unique contribution of each factor to respondents’ clinical experience with 

ED patients (see Table 23). When holding all other factors constant, respondents’ 

duration of clinical practice was no longer a significant influencing factor of their 

indirect experience with ED patients; on the other hand, holding a doctoral degree 

emerged as an independent positive predictor of clinicians’ indirect clinical 
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experience (see Table 23). With regard to direct clinical experience in working with 

ED patients, as shown in Table 23, every physician characteristic and familiarity with 

different views on cultural variations in ED psychopathology were found to have a 

significant influence on either diagnosis or treatment experience or both after 

controlling for the effects of all other factors; these effects were largely in accordance 

with the results from previous individual analysis with transformed ordinal data. One 

big difference worth mentioning was that the relationship between gender and 

treatment experience was reversed after partialling out the effects of all other factors, 

i.e., female instead of male gender was significantly correlated with more clinical 

experience in treating EDs (see Table 23). Female gender also emerged as a positive 

independent predictor of clinical experience in ED diagnosis, as presented in Table 

23. 

Table 23 

Significant Partial Regression Coefficients in the Poisson Log-Linear Regression of 

Clinical Experience with ED patients 

Predictors b Wald chi-square 
Number of ED cases respondents have   
  Heard about from other clinicians   
    Age 20s vs. 40 or above -1.143 108.056*** 
    Age 30s vs. 40 or above -0.412 33.194*** 
    Master’s vs. doctoral level -0.223 7.045** 
    Mental health vs. other non-psychiatric specialties 1.245 158.464*** 
    Internal medicine vs. other non-psychiatric specialties 0.710 48.975*** 
    Primary vs. tertiary care settings -0.344 4.909* 
    Nonurban vs. urban locations -1.196 44.668*** 
    Suburban vs. urban locations -0.918 78.514*** 
    Knowing nothing vs. knowing more than a little about different 

views in ED psychopathology  
-1.016 96.064*** 

    Knowing a little vs. knowing more than a little about different -0.781 146.803*** 
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views in ED psychopathology 
  Diagnosed   
    Age 30s vs. Age 40s or above 0.216 6.635** 
    Females vs. males 0.884 106.590*** 
    Below bachelor’s vs. doctoral level -1.875 23.013*** 
    Bachelor’s vs. doctoral level -1.092 139.361*** 
    Master’s vs. doctoral level -1.803 288.457*** 
    Less than 10 vs. 10 or more years in practice -2.070 282.577*** 
    Mental health vs. other non-psychiatric specialties 3.392 108.357*** 
    Internal medicine vs. other non-psychiatric specialties 1.737 24.258*** 
    Primary vs. tertiary care settings -1.816 12.314*** 
    Nonurban vs. urban locations -2.149 8.553** 
    Suburban vs. urban locations -0.944 18.699*** 
    Knowing nothing vs. knowing more than a little about different 

views in ED psychopathology  
-2.542 62.527*** 

    Knowing a little vs. knowing more than a little about different 
views in ED psychopathology 

-1.843 168.736*** 

  Treated   
    Age 30s vs. 40 or above 0.432 21.519*** 
    Females vs. males 0.916 89.382*** 
    Below Bachelor’s vs. doctoral level -1.613 14.409*** 
    Bachelor’s vs. doctoral level -1.205 139.774*** 
    Master’s vs. doctoral level -2.123 311.369*** 
    Less than 10 vs. 10 or more years in practice -1.985 258.950*** 
    Mental health vs. other non-psychiatric specialties 2.941 95.515*** 
    Internal medicine vs. other non-psychiatric specialties 1.263 13.754*** 
    Primary vs. tertiary care settings -2.993 8.767** 
    Secondary vs. tertiary care settings -0.446 4.858* 
    Nonurban vs. urban locations -2.535 6.109* 
    Suburban vs. urban locations -1.066 16.627*** 
    Knowing nothing vs. knowing more than a little about different 

views in ED psychopathology  
-2.402 55.202*** 

    Knowing a little vs. knowing more than a little about different 
views in ED psychopathology 

-1.934 149.353*** 

Note: Age 40s or above, males, doctoral level, 10 or more years in practice, other non-psychiatric 
specialties, tertiary care settings, urban locations, and knowing more than a little about different views 
in ED psychopathology were chosen as reference categories in the dummy coding.  
* 05.<p . ** 01.≤p . *** 001.<p . 

 

When responses of “decrease”, “no change”, and “don’t know” to questions 

about clinicians’ impression of changes in the prevalence of ED-related concerns and 

behaviors were grouped together and specialties other than mental health and internal 
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medicine were combined into one category, multinomial logit regression analysis 

using all background factors as predictors could be performed for the impression of 

changes in the prevalence of weight and/or shape concerns and ED behaviors. Results 

are shown in Table 24. After controlling for the effects of all other factors, being 

younger than 40, working in secondary care settings, and knowing more than a little 

about different views on cultural variations in ED psychopathology predicted a higher 

likelihood of endorsing a marked increase in the proportion of Chinese patients 

concerned about weight and/or shape relative to “decrease”, “no change”, and “don’t 

know” options (see Table 24). When holding all other factors constant, respondents 

being in their twenties, specializing in mental health, working in tertiary hospitals, 

practicing in less urbanized locations, or knowing more than a little about different 

views in ED psychopathology were more likely to endorse a marked increase in the 

prevalence of ED behaviors relative to a slight increase, no increase, or unawareness 

of the change (see Table 24). 

Table 24 

Significant Partial Regression Coefficients in the Multinomial Logit Regression of 

Perceived Changes in the Prevalence of ED-related Concerns and Behaviors 

Predictors b Wald chi-square 
Impression of changes in the proportion of Chinese patients concerned 

about weight and/or shape 
  

  No increase or don’t know vs. a marked increase   
    Age 20s vs. Age 40s or above  -1.549 4.652* 
    Age 30s vs. Age 40s or above -1.366 6.268* 
    Secondary vs. tertiary care settings -1.388 4.661* 
    Knowing nothing vs. knowing more than a little about different 

views in ED psychopathology  
1.725 7.029** 

    Knowing a little vs. knowing more than a little about different 1.432 6.184* 
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views in ED psychopathology 
Impression of changes in the proportion of Chinese patients having 

problems related to EDs 
  

  No increase or don’t know vs. a marked increase   
    Age 20s vs. Age 40s or above -1.112 4.344* 
    Mental health vs. other non-psychiatric specialties -1.883 19.868*** 
    Nonurban vs. urban locations -1.345 4.427* 
    Suburban vs. urban locations -1.199 6.228* 
    Knowing a little vs. knowing more than a little about different 

views in ED psychopathology 
0.747 5.773* 

  A slight vs. a marked increase   
    Primary vs. tertiary care settings 1.563 7.367** 
    Secondary vs. tertiary care settings 1.319 9.389** 
    Suburban vs. urban locations -1.047 5.624* 
Note: Age 40s or above, males, doctoral level, 10 or more years in practice, other non-psychiatric 
specialties, tertiary care settings, urban locations, and knowing more than a little about different views 
in ED psychopathology were chosen as reference categories in the dummy coding.  
* 05.<p . ** 01.≤p . *** 001.<p . 

 

Psychometric Properties of the Survey Instrument 

On examination of the response distribution of each item in the survey 

instrument, a full range of responses was obtained for all but one item, i.e., familiarity 

with different views on cultural variations in ED psychopathology. No respondent 

indicated knowing a great deal about different views in ED psychopathology and only 

six (1.4%) clinicians reported possessing quite a lot of knowledge about those views.  

Results of item analysis of the knowledge scale are presented in Table 25. The 

majority of items had an item difficulty index falling between .50 and .90, with two 

exceptions that obtained an index of 0.24 and 0.45, respectively. All but three items 

had an acceptable discrimination index at or above .20 (Ebel, 1965) and the lowest 

three indices were .06, .16, and .18, respectively. On closer examination, three out of 

four items on the epidemiology subscale had an item difficulty index higher than .80, 

which might partially explain why respondents obtained the highest scores on this 
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subscale. It is interesting to note that the item on the effectiveness of 

cognitive-behavioral therapy in the treatment of BN obtained the lowest item 

discrimination index (.06) but a good item difficulty index (.71), implying that the 

reason for the poor discrimination was not a ceiling or floor effect.  

Confidence-weighted item scores were subject to reliability analysis. The 

mean inter-item correlation of the knowledge scale was .222; the Cronbach’s alpha 

was .834. Both internal consistency indices fell into the conventional ranges 

recommended by Clark and Watson (1995). The mean inter-item correlations for four 

rational subscales were .315 for the diagnosis subscale, .114 for the physical 

complications subscale, .186 for the treatment subscale, and .423 for the 

epidemiology subscale, respectively. It was noted that the mean inter-item correlation 

for the physical complications subscale was not in the recommended range of .15 

to .50 (Clark & Watson, 1995). 

Table 25 

Item Analysis of the Knowledge Scale 

Item 

 
Item difficulty Item discrimination 

1. One of the diagnostic features of anorexia nervosa is 
efforts to reach and maintain a weight markedly lower than 
normal weight. 

0.80 0.28 

2. One of the diagnostic features of anorexia nervosa is loss 
of appetite. 

0.45 0.48 

3. One of the diagnostic features of bulimia nervosa is 
recurrent binge eating followed by compensatory behaviors.  

0.82 0.33 

4. Presence of binge eating and/or purging behaviors can 
exclude the diagnosis of anorexia nervosa. 

0.71 0.50 

5. Orthostatic hypotension and/or bradycardia are common 
signs of anorexia nervosa. 

0.78 0.25 

6. Bulimia nervosa patients often have secondary 0.24 0.21 
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amenorrhea. 
7. Osteoporosis caused by anorexia nervosa is completely 

reversible. 
0.53 0.42 

8. Hyponatremia is the most dangerous electrolyte 
disturbance in eating disorders. 

0.56 0.41 

9. Hypercholesterolemia can occur in anorexia nervosa 
patients. 

0.55 0.43 

10. Most eating disorder patients are likely to recover 
spontaneously without any intervention. 

0.72 0.42 

11. For eating disorder patients, normal laboratory findings 
can exclude the possibility of physical complications. 

0.50 0.42 

12. Marked and/or rapid weight loss is an indication for 
hospitalization for eating disorder patients. 

0.68 0.27 

13. For anorexia nervosa patients, weight gain can lead to 
psychological distress. 

0.85 0.26 

14. For patients with bulimia nervosa, cognitive-behavioral 
therapy is the most effective treatment. 

0.71 0.06 

15. Eating disorder patients with concurrent underweight and 
binge eating/purging have the lowest risk. 

0.83 0.31 

16. Eating disorders occur most often in adolescent girls and 
young women. 

0.90 0.18 

17. Males may suffer from any kind of eating disorders. 0.75 0.34 
18. People engaged in occupations that emphasize thinness 

are high-risk groups for eating disorders. 
0.88 0.16 

 

To determine whether the knowledge scale was measuring a homogeneous 

construct, a principal component analysis was conducted, which found a 

four-component model that accumulatively explained 51.02% of the variance in the 

total scale. Eight out of eighteen knowledge items loaded weakly on the first 

un-rotated component, indicated by individual loadings smaller than the 

recommended .40 (Clark & Watson, 1995). This suggested that the knowledge scale 

developed for the present study did not measure a homogeneous construct and 

subscales were warranted. When all items were subjected to the confirmatory factor 

analysis using the four rational subscales (diagnosis, physical complications, 
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treatment, and epidemiology) as latent factors, the result did not support the rational 

subscales very well. An exploratory principal factor analysis followed by a 

confirmatory factor analysis was then conducted to find an optimal factor solution for 

the knowledge scale. The resultant solution was a four-factor modified model with a 

comparative fit index (CFI) of .862, Tucker-Lewis index (TLI) of .833, and root mean 

square error of approximation (RMSEA) of .065, which provided a better fit than the 

rational factor model (  = 99.047, p < .01) and exploratory factor model (  = 

49.204, p < .01), although it was still not excellent. The four factors in the modified 

model were loaded with items from different rational subscales, with some items 

contributing simultaneously to two factors (see Table 26). With the exception of the 

fourth factor, most items subsumed under each factor were related to a meaningful 

aspect of ED-related knowledge, i.e., diagnosis, physical complications, and 

epidemiology. Although three out of seven items (i.e., item 12, 13, and 14) loading on 

the fourth factor originally belonged to the treatment subscale and another two items 

(i.e., item 15 and 5) were somewhat associated treatment, the other two items (i.e., 

item 1 and 17) had nothing to do with treatment but were more relevant to diagnosis 

and epidemiology.  

Table 26 

The Factor Structure of the Knowledge Scale 

Factor Items 
Factor 1 
Diagnosis 

2. One of the diagnostic features of anorexia nervosa is loss of appetite. 
3. One of the diagnostic features of bulimia nervosa is recurrent binge eating 

followed by compensatory behaviors (e.g., self-induced vomiting, misuse of 
laxatives, diuretics or cathartic weight loss remedies, excessive exercise, fasting, 
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etc.). 
4. Presence of binge eating and/or purging behaviors (e.g., self-induced vomiting, 

misuse of laxatives, diuretics or cathartic weight loss remedies, etc.) can exclude 
the diagnosis of anorexia nervosa. 

10. Most eating disorder patients are likely to recover spontaneously without any 
intervention. 

Factor 2 
Physical 
Complications 

7. Osteoporosis caused by anorexia nervosa is completely reversible. 
8. Hyponatremia is the most dangerous electrolyte disturbance in eating disorders. 
9. Hypercholesterolemia can occur in anorexia nervosa patients. 
11. For eating disorder patients, normal laboratory findings can exclude the 

possibility of physical complications. 
12. Marked and/or rapid weight loss is an indication for hospitalization for eating 

disorder patients. 
15. Eating disorder patients with concurrent underweight and binge eating/purging 

(e.g., self-induced vomiting, misuse of laxatives, diuretics or cathartic weight loss 
remedies, etc.) have the lowest risk. 

Factor 3 
Epidemiology 

16. Eating disorders occur most often in adolescent girls and young women. 
18. People engaged in occupations that emphasize thinness (e.g., fashion models, 

ballet dancers, gymnasts, etc.) are high-risk groups for eating disorders. 
6. Bulimia nervosa patients often have secondary amenorrhea (i.e., absence of 

menses for 6 months or 3 consecutive menstrual cycles following spontaneous 
menses). 

10. Most eating disorder patients are likely to recover spontaneously without any 
intervention. 

Factor 4 
Miscellaneous 

12. Marked and/or rapid weight loss is an indication for hospitalization for eating 
disorder patients. 

13. For anorexia nervosa patients, weight gain can lead to psychological distress. 
14. For patients with bulimia nervosa, cognitive-behavioral therapy (i.e., a form of 

psychotherapy) is the most effective treatment. 
15. Eating disorder patients with concurrent underweight and binge eating/purging 

(e.g., self-induced vomiting, misuse of laxatives, diuretics or cathartic weight loss 
remedies, etc.) have the lowest risk. 

5. Orthostatic hypotension and/or bradycardia are common signs of anorexia 
nervosa. 

1. One of the diagnostic features of anorexia nervosa is efforts to reach and maintain 
a weight markedly lower than normal weight (i.e., in adults, body weight less 
than 85% of normal average weight or body mass index at or lower than 17.5,or 
in minors, failure to achieve expected weight gain). 

17. Males may suffer from any kind of eating disorders. 

 

In terms of the concurrent validity of the knowledge scale, respondents’ 

knowledge of EDs weighted by their confidence was positively correlated with their 
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clinical experience with ED patients, frequency of considering an ED diagnosis in 

suspected cases, and confidence in the ED diagnosis and management at a 

significance level of .001 (Spearman’s rho ranging from .170 to .399). Respondents 

obtaining higher scores on the knowledge scale with higher confidence in their 

answers reported more indirect and direct clinical experience with ED patients, more 

frequently considered the possibility of an ED when patients presented ED-like 

symptoms, and expressed more confidence in the diagnosis and treatment of EDs. 

When respondents’ confidence in their answers to the knowledge questions was not 

considered, most of the positive correlations remained significant at an alpha level 

of .001 or .01 (Spearman’s rho’s ranging from .073 to .322). The only exceptions 

were found for the correlations between respondents’ ED-related knowledge and their 

likelihood of screening for EDs in the case of excessive exercise and abnormally low 

weight as well as their confidence in the proper management of EDs. These results 

appeared to provide preliminary support for the criterion validity of the knowledge 

scale developed for the present study.  

Discussion 

Summary of Findings 

The present study was designed to explore Chinese clinicians’ knowledge, 

experience, and opinions about EDs. An adequate sample size was obtained through 

the snowball sampling strategy. All major medical specialties and internal medicine 

subspecialties in China were represented, although the proportion of each specialty 

and subspecialty was not reflective of the actual composition of Chinese clinicians as 
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a whole (The Ministry of Health of People’s Republic of China [MOHPRC], 2009). 

In addition, 95.5% of mental health clinicians surveyed were psychiatrists so that 

results of this group may only apply to Chinese psychiatrists. Because clinical 

psychology has just begun to develop in China, psychotherapy is currently practiced 

by only a small proportion of mental health professionals, of whom many are 

psychiatrists. This is reflected in the fact that only 9.1% of mental health clinicians in 

the sample reported working in a psychology clinic or a clinical psychology 

department, among whom 61.5% were psychiatrists.  

As noted above, more than one third of respondents had a degree higher than 

bachelor’s and approximately half were from tertiary hospitals. Because the majority 

of Chinese clinicians have a bachelor’s degree or below and practice at non-tertiary 

hospitals (MOHPRC, 2009), the current sample may over-represent a subset with 

higher education levels and presumably more exposure to EDs. Therefore, Chinese 

clinicians’ knowledge and experience in EDs may be overestimated in the present 

study. On the other hand, these clinicians’ opinions on etiology, clinical features, 

diagnosis, and treatment of EDs in China may be more accurate due to their higher 

level of knowledge and experience. 

Regarding Chinese clinicians’ knowledge of EDs, respondents demonstrated a 

moderate knowledge level according to their performance on the scale developed for 

the present study. As respondents were not fully confident in their answers to the 

knowledge questions and confidence levels were significantly different between 

non-psychiatric physicians and mental health clinicians, random or educated guessing 



CHINESE CLINICIANS’ KNOWLEDGE, EXPERIENCE, AND OPINIONS ABOUT EATING DISORDERS 

 

94 

 

may inflate respondents’ real knowledge level of EDs and reduce the reliability of the 

knowledge scale differently in the two groups. Hence, confidence-weighted 

knowledge scores may provide a more accurate estimation of respondents’ knowledge 

of EDs, which were lower than unweighted knowledge scores.  

Converging with results from a study conducted among primary-care 

physicians in the United Kingdom (Currin et al., 2009), certain aspects of ED 

knowledge, such as diagnostic criteria and physical complications, were not familiar 

to many Chinese clinicians in the present study.  Another study among 

obstetrician/gynecologists in the United Kingdom and Australia (Morgan, 1999) also 

reported that the greatest deficits in knowledge were related to physiological sequelae 

of EDs, matching the pattern found among obstetrician/gynecologists as well as other 

clinicians in the present study in that the lowest scores obtained for the physical 

complications subscale. In contrast to what was found in a study with Australian 

general physicians (Hay et al., 2006), younger clinicians did not demonstrate more 

knowledge of EDs. Among the factors examined, a better knowledge of EDs was 

associated with mental health specialties, suburban practice locations, some 

knowledge about different views on cultural variations in ED psychopathology, and 

higher education levels after controlling for the effects of all other factors.  

One interesting finding to note is that 72.3% of non-psychiatric physicians 

surveyed considered the loss of appetite as a diagnostic criterion for AN, even higher 

than the percent (65.7%) of non-psychiatric physicians who held the same belief 

(Bhanji, 1979). On the other hand, a smaller proportion (39.6%) of mental health 
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clinicians in the current sample believed this incorrect information compared to the 

proportion (50%) of psychiatrists reported in Bhanji’s (1979) study. 

In terms of Chinese clinicians’ clinical experience with ED patients, they 

reported limited contact with ED patients, with only one-fifth of respondents 

indicating that they had ever diagnosed and/or treated an ED. This level of clinical 

experience appears to be lower than that of general physicians in the United States 

(Bursten et al., 1996), 70% of whom reported having experience in diagnosing BN. 

However, ED patients may not be rare in Chinese clinicians’ practice, especially in 

psychiatrists’ caseloads. Overall, 815 diagnosis cases and 693 treatment cases were 

reported by 434 respondents. In particular, 134 Chinese psychiatrists in the present 

study reported 756 diagnosis cases and 644 treatment cases, substantially higher than 

the 16 cases reported by 27 psychiatrists in Africa (Njenga & Kangethe, 2004).  

Similar to the findings from a survey of general physicians in the United 

States (Bursten et al., 1996), female gender was associated with more experience in 

diagnosing and treating EDs in the present study, after controlling for the effects of all 

other factors. When holding all other factors constant, being in one’s thirties, holding 

a doctoral degree, having 10 or more years of practice experience, specializing in 

mental health or internal medicine, working in tertiary care settings, practicing in 

urban locations, and knowing more than a little about different views on cultural 

variations in ED psychopathology were also uniquely linked to having more 

experience in either diagnosis or treatment or both.  
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A relatively unanimous impression of an increase in the proportion of Chinese 

patients presenting ED-related concerns and behaviors was obtained in the present 

study. This finding corresponds well to the increased prevalence of disordered eating 

and EDs in China indicated by epidemiological studies (Chen & Jackson, 2008; Huon 

et al., 2002; Liang et al., 2008). The discrepancy between respondents’ scant 

experience with ED cases and their perception of an apparent increase in Chinese 

patients with ED-related features might result from the possibility that Chinese 

clinicians work with ED patients in their practice without recognizing patients’ 

diagnostic status. In contrast with a study in the United States (Leddy et al., 2009), in 

which half of obstetrician/gynecologists perceived no change in the proportion of ED 

patients for the past 5 years, a large portion of Chinese obstetrician/gynecologists in 

the present study saw a slight (46.3%) or marked (19.5%) increase in the proportion 

of patients presenting ED behaviors, such as excessive dieting, binge eating, 

self-induced vomiting, and misuse of laxatives, diuretics, or diet pills. Even more 

Chinese clinicians (37.1%) perceived a marked increase in the prevalence of these 

problematic behaviors among Chinese patients when all respondents’ opinions were 

considered.  

With regard to factors that may influence clinicians’ impression of changes in 

the prevalence of ED-related concerns or behaviors, being younger and knowing 

more than a little about different views on cultural variations in ED psychopathology 

were uniquely linked to a higher likelihood of perceiving a marked increase in weight 

and/or shape concerns and ED behaviors. In addition, working in secondary care 
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settings was associated with perception of a marked increase in weight and/or shape 

concerns as well as weight loss, while working in tertiary care settings was linked to 

perception of a marked increase in ED behaviors. It is possible that clinicians working 

in secondary care settings did not recognize ED behaviors in patients who reported 

weight and/or shape concerns or weight loss. Furthermore, a larger portion of 

respondents specializing in mental health endorsed a marked increase in the 

prevalence of ED behaviors. One possible explanation is that they are better equipped 

with knowledge of EDs to detect ED behaviors in their patients. The other possibility 

is that ED patients are more likely to seek treatment from mental health clinicians 

than from non-psychiatric physicians. Finally, practicing in less urbanized locations 

also contributed to the perceived marked increase in problematic behaviors related to 

EDs. This might reflect that EDs and related problems are increasing more rapidly in 

less urbanized locations or that clinicians in these areas are becoming more aware of 

ED behaviors in their practice.  

In the present study, the median frequency of considering a possible ED 

diagnosis when patients presented ED-like symptoms was moderate for less specific 

indicators, such as excessive exercise, disordered eating, and abnormally low weight, 

and relatively high for more specific indicators, including purging and diet-induced 

amenorrhea. Chinese clinicians’ screening for EDs in suspected cases seems 

inadequate in that only 29% of respondents reported “almost always” considering the 

possibility of an ED in the case of diet-induced amenorrhea, the most likely indicator 

of EDs for the current sample. As for the least likely indicator, only 6.7% indicated 
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“almost always” while 40.6% reported “never” or “rarely” screening for an ED in the 

case of excessive exercise. This finding coincides with the lack of excessive exercise 

among Chinese AN patients reported by Lee (1991) and the relatively minor role of 

physical activity in EDs perceived by ED specialists from Asia in a cross-cultural 

study (Hechler et al., 2005).  

Compared with the frequency of screening for an ED in the case of 

amenorrhea or a low BMI reported by obstetrician/gynecologists in the United States 

(Leddy et al., 2009), the frequency indicated by Chinese obstetrician/gynecologists 

seemed to be nearly comparable in the case of diet-induced amenorrhea but relatively 

low in the case of abnormally low weight (see Table 27). When all Chinese clinicians 

surveyed were considered, they reported screening less frequently for a possible ED 

in both cases, as shown in Table 27. In addition, female respondents in the present 

study were not found to be more likely to consider an ED diagnosis in patients 

presenting ED-like symptoms, in contrast to their counterparts in the United States 

(Leddy et al., 2009). Instead, holding a degree below the bachelor’s level, having 

fewer than 10 years of practice experience, and working in less urbanized practice 

locations were individually associated with a lower frequency, while being a mental 

health specialist, working in a tertiary care setting, and knowing more than a little 

about different views on cultural variations in ED psychopathology were associated 

with a higher frequency of considering an ED diagnosis in suspected cases; however, 

it was not clear whether these effects would remain significant after controlling for 

the effects of all other factors. 
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Table 27 

Comparison between Chinese and U.S. Obstetrician/Gynecologists in their Screening 

Practices 

 Always 
(Almost 
always) 

Often 
(Often) 

Sometimes 
(Sometimes) 

Rarely 
(Rarely) 

Never 
(Never) 

Low BMI (Abnormally low weight)      
 U.S. obstetrician/gynecologists 27.0% 42.1% 20.2% 7.9% 2.8% 
 (Chinese obstetrician/gynecologists) 17.1% 29.3% 36.6% 14.6% 2.4% 
(Chinese clinicians) 18.0% 31.6% 32.5% 15.7% 2.3% 
Amenorrhea (Diet-induced amenorrhea)      
 U.S. obstetrician/gynecologists 32.6% 39.0% 19.8% 6.7% 1.9% 
 (Chinese obstetrician/gynecologists) 36.6% 29.3% 24.4% 9.8% 0% 
(Chinese clinicians) 29.0% 28.3% 26.3% 14.1% 2.3% 

 

As indicated earlier, Chinese clinicians showed a relatively high confidence in 

the diagnosis and management of EDs in spite of their limited knowledge and 

experience in EDs as measured by the developed instrument. This inconsistency 

might be due in part to the social desirability evoked by the survey questions. Even 

after items were rephrased in an attempt to reduce this effect, the confidence level 

only dropped to a small degree relative to what was obtained from previous 

consultation with 20 Chinese clinicians. In contrast, a lack of confidence in ED 

diagnosis or treatment has been reported in four studies conducted in Canada, the 

United Kingdom, and Australia (Clarke & Polimeni-Walker, 2004; Hay et al., 2006; 

Morgan, 1999; Reid et al., 2010) although Western clinicians probably have more 

experience in working with ED patients. The different patterns between Chinese and 

Western clinicians might be partially related to their clinical experience with ED 

patients. The more clinicians work with ED patients, the more emphasis they put on 
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addressing underlying psychological concerns, the more likely they are to perceive the 

complex nature of EDs and difficulty of managing ED patients.  

In the current sample, a higher confidence in the diagnosis and/or management 

of EDs was individually linked to fewer years in practice, mental health specialties, 

tertiary care settings, urban practice locations, and more familiarity with different 

views on cultural variations in ED psychopathology without excluding possibly 

overlapped contributions from other factors. The higher confidence of clinicians with 

fewer years in practice in the management of ED patients might be partially attributed 

to limited experience in treating ED patients and/or emphasis on physical 

complications in treatment, as discussed above. Similar to this finding, Hay et al. 

(2006) also reported that younger general physicians were more optimistic about 

treatment outcomes and more confident in managing BN. 

Risk factors associated with acculturation and sociocultural transition, 

including prevalence and acceptance of the thin ideal, excessive dieting, 

modernization, and lifestyle transition, were considered relatively important in the 

development of EDs by Chinese clinicians in the present study. This finding helps to 

support some hypotheses of ED etiology in non-Western cultures proposed by 

previous studies (Becker et al., 2002; S. Lee & A. Lee, 2000; Stark-Wroblewski et al., 

2005). In addition, emotional problems were thought to be the most important risk 

factor for EDs by the current sample; this factor, together with self-consciousness 

about physical appearance and dieting for obesity, was also considered important in 

precipitating AN by psychiatrists and psychologists in the United States (Whyte & 
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Kaczkowski, 1983). In addition, U.S. clinicians in this study were more likely to 

endorse separation from parent or sibling, change of employment or school, and 

change of residence as precipitating events of AN compared with exposure to 

advertisements for slimming products. Similarly, Chinese clinicians in the present 

study rated life transition and/or stress events more important than marketing and 

commercialization of beauty products in increasing the risk of EDs.  

No clear, meaningful pattern seemed to emerge with regard to factors 

influencing clinicians’ opinions on risk factors for EDs. Overall, education level, care 

level of work settings, urbanization level of practice locations, and familiarity with 

different views on cultural variations in ED psychopathology affected opinions on 

more risk factors than did age, gender, years in practice, and specialty. One finding of 

particular interest is that pediatricians considered excessive exercise and emotional 

problems as more important risk factors for EDs compared to internists. Because 

these two groups of clinicians work with patients of different age groups, their 

opinions might reflect different clinical histories of pediatric and adult patients with 

EDs. 

In terms of Chinese clinicians’ opinions on ED care in general and particularly 

in China, reported views were largely the same as those expected from Western 

clinicians. In general, EDs were considered serious psychiatric disorders and 

psychotherapy was viewed as more important than medication in the treatment of EDs 

by most Chinese clinicians in the sample, converging with the findings from similar 

studies among Western clinicians (Hay et al., 2006; Hay et al., 2007). Specific to ED 
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care in China, most rural Chinese clinicians were thought to be uninformed about EDs, 

and the diagnosis and treatment of EDs in China were considered inadequate by the 

majority of Chinese clinicians surveyed.  

Among the factors influencing respondents’ opinions on ED care, holding a 

bachelor’s or higher degree, specializing in mental health, and working in a tertiary 

hospital or an urban location were positively correlated with perceived importance of 

medication in ED treatment. Because these clinicians also reported more experience 

in treating ED patients, it is speculated that medication may be a common practice in 

the treatment of EDs in China, as suggested by Ma et al. (2004). The influence of 

mental health specialties on clinicians’ emphasis on medication is similar to the 

finding in an early study from the United Kingdom (Bhanji, 1979). On the other hand, 

psychotherapy was more valued by internists in the present study, especially 

compared to miscellaneous non-psychiatric specialists. One possible explanation is 

that internists usually not only treat physical complications of ED patients but also 

take charge of patient care. As a result, they are more likely to appreciate the 

importance of psychotherapy when faced with patients’ psychological concerns. 

Furthermore, the majority of rural clinicians (75%) surveyed largely agreed that most 

rural clinicians in China are knowledgeable about EDs, holding a quite different view 

from the majority of clinicians sampled in the present study.  

One of the major objectives of the present study was to find out how Chinese 

clinicians perceived the psychopathology of the Chinese ED patients with whom they 

had contact and whether they viewed it as different from that of Western ED patients. 



CHINESE CLINICIANS’ KNOWLEDGE, EXPERIENCE, AND OPINIONS ABOUT EATING DISORDERS 

 

103 

 

Although the similarity in core psychopathology between Chinese and Western ED 

patients was moderately endorsed by Chinese clinicians in the present study, all the 

features of ED psychopathology described for Western ED patients were endorsed to 

a greater degree, including fear of weight gain, body-image distortion, drive for 

thinness, and attribution of food refusal and/or emaciation to these psychological 

reasons. As a result, no supportive evidence was found for the purported lack of fat 

phobia, body-image distortion, or drive for thinness in Chinese ED patients. On the 

other hand, attribution of food refusal and/or emaciation to appetite problems or 

physical complications by Chinese ED patients obtained less support from Chinese 

clinicians in the present study than did psychological attributions, further weakening 

the notion of non-fat-phobic AN proposed in a previous study (Lee et al., 1993). In 

addition, the well-documented treatment resistance of Western patients with EDs 

(Orimoto & Vitousek, 1992; Vitousek, Watson, & Wilson, 1998) was largely 

confirmed for Chinese ED patients by this group of respondents. Overall, the 

perceived clinical profile of EDs in Chinese patients was found more similar than 

different to that described for their Western counterparts.  

Several possible explanations may account for the apparent discrepancy 

between the perceived psychopathological profile of Chinese ED patients in the 

present study and that described by Lee et al. (1993). First, the psychopathology of 

Chinese ED patients may have changed over time and become more westernized 

following economic and cultural globalization, as suggested by Lee et al. (2010). 

Therefore, non-fat-phobic AN in the Chinese population might be a transitional 
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phenomenon that existed for a period and then drifted toward fat-phobic AN, 

reflecting the same trend reported in the Western literature (Nemiah, 1958; Russell, 

1970; Shorter, 1994). Second, Chinese ED patients may have learned to use a 

different set of language to articulate the same underlying psychopathology after 

exposure to Western EDs. That is, Chinese ED patients may have experienced fear of 

weight gain, drive for thinness, and body-image distortion at the time when Lee (1991) 

first described AN in Hong Kong; however, they may have been reluctant to express 

those concerns or believed that no one could understand those concerns until they 

read stories of Western ED patients. Third, as DSM-IV-TR diagnostic criteria for EDs 

are widely used around the world, Chinese clinicians may have developed a Western 

stereotype of what an ED patient “should” look like and therefore perceive Chinese 

ED patients in a way consistent with the Western prototype regardless of patients’ 

self-report. With a Western stereotype in mind, Chinese clinicians may not even 

recognize ED patients with culturally specific psychopathology in their practice. 

Fourth, when Chinese clinicians have become more experienced with EDs, they might 

get better at decoding the underlying psychopathology of ED patients, who frequently 

deny or conceal their real concerns or feelings. For example, clinicians may have 

learned to ask hypothetical questions, such as “What would you feel if you woke up 

one morning weighing 20 lbs more than you do at present?”, to explore whether their 

patients are truly not concerned about weight gain or fatness. To help reveal 

underlying psychological concerns, clinicians may also have learned to ask patients 

what they mean by gastric bloating or what helps them not eat.  
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Regarding factors that may contribute to clinicians’ opinions about the clinical 

features of Chinese ED patients, one interesting finding is that respondents in their 

thirties were the least likely to endorse the appetite and physical attributions. Given 

that this group of clinicians also reported significantly more clinical experience in 

treating ED patients, they might have had more opportunities to explore the rationales 

for food refusal and/or emaciation with patients and reveal the underlying 

psychological concerns. In addition, clinicians practicing fewer than 10 years reported 

perceiving less similarity of psychopathology between Chinese and Western ED 

patients and less treatment resistance from Chinese ED patients, which could be 

related to their limited exposure to real cases. Their lack of clinical experience with 

treatment-resistant ED patients may also partially explain why this group of clinicians 

expressed more confidence in the management of ED patients. In addition, suburban 

clinicians were the most likely to endorse clinical features characteristic of typical 

Western ED patients, namely, fear of weight gain, body-image distortion, and 

psychological attributions of food refusal and/or emaciation in spite of their less 

clinical experience with ED patients compared to urban clinicians. It was noted that 

more suburban respondents stated that they derived knowledge of EDs from personal 

contacts than from clinical practice (44.2% vs. 28.8%) while the opposite was true for 

urban respondents (40.5% vs. 55.3%). This difference may partially account for the 

observation, as it is probably easier for individuals with EDs to disclose their real 

concerns or feelings to a friend than to a professional. Moreover, respondents 

knowing the most about different views on cultural variations in ED psychopathology 
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were most likely to agree that Chinese and Western ED patients share the same core 

psychopathology, that prevalence and acceptance of the thin ideal is an important risk 

factor for EDs, and that psychotherapy is very relevant in the treatment of EDs. This 

might imply that clinicians familiar with proposed cultural variations actually 

perceive more universal than culturally specific features in Chinese ED patients. Their 

belief that Chinese ED patients have the same core psychopathology as Western ED 

patients is also in accordance with their emphasis on the role of the thin ideal in ED 

etiology and psychotherapy in ED treatment.   

As outlined in the preceding discussion, all physician characteristics and 

familiarity with different views on cultural variations in ED psychopathology were 

found to affect respondents’ opinions on some different items. The only opinion items 

that were not affected by any of these factors were the minor importance of family 

influence in increasing the risk of EDs and the presence of drive for thinness in 

Chinese ED patients. 

The survey instrument used in the present study was developed to help 

investigate aspects of EDs in China that are of particular interest to researchers in ED 

field. It was not the investigator’s intent to create a measure of clinicians’ knowledge, 

experience, and opinions about EDs for general use. It is important, however, to 

examine the psychometric properties of the developed instrument as part of the 

evaluation of whether results from the present study were reasonably reliable and 

valid. Overall, a wide range of variable responses was endorsed for each item in the 

survey instrument. In particular, the knowledge scale showed adequate levels of 
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difficulty and discrimination. The reliability and concurrent validity of the knowledge 

scale appeared to be acceptable as well. The construct validity examined by factor 

analysis, on the other hand, did not support the four rational subscales of the 

knowledge scale very well. Although the optimal factor solution included three factors 

that largely represented knowledge in ED diagnosis, physical complications, and 

epidemiology, the fourth factor in the solution did not represent a unitary construct. It 

might be argued that the treatment aspect of ED-related knowledge is more subjective 

compared to the other three aspects mentioned above and that clinicians may hold 

different opinions about correct treatment. As a result, items that were intended to 

measure ED treatment knowledge did not cluster together in the present study. 

An interesting finding in item analysis may provide further evidence for 

clinicians’ different opinions about correct treatment. The item with the lowest 

discrimination index (.06) was about the effectiveness of cognitive-behavioral therapy 

in the treatment of BN. This poor discrimination, however, was not due to a ceiling or 

floor effect because it had an item difficulty of .71. It is possible that some Chinese 

clinicians who are knowledgeable about EDs and experienced in working with ED 

patients do not agree with the empirical evidence from Western studies that 

cognitive-behavioral therapy is the most effective treatment for BN because they have 

found some other treatments more effective in their clinical practice. This speculation 

seems to be partially supported by the finding that mental health clinicians in the 

present study, who demonstrated a higher level of knowledge and reported more 
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clinical experience with ED patients, believed that medication is more important in 

the treatment of EDs than did other clinicians. 

Limitations 

Although the sample size of the present study was adequate and most 

psychometric properties examined for the developed scale seemed acceptable, there 

are a number of limitations in the present study. One is that the sample was not 

representative of Chinese clinicians as a whole, which was in part a function of using 

the snowball sampling procedure to collect data. The current sample probably better 

represented a subset of Chinese clinicians who may have a relatively high level of 

knowledge and experience in EDs compared to other subgroups of Chinese clinicians.  

Another limitation is that different levels of physician characteristics were not 

equally distributed among respondents, resulting in small numbers in some subgroups. 

This may affect both the representativeness of the entire sample and the validity of 

conclusions drawn for those subgroups. For example, there were merely four rural 

clinicians, eight pediatricians, and fourteen respondents working at community health 

centers. In addition, only six respondents reported knowing quite a lot about different 

views on cultural variations in ED psychopathology. Moreover, no respondent 

indicated possessing a great deal of knowledge about different views in ED 

psychopathology, causing the absence of this category on the spectrum of familiarity 

with different views in ED psychopathology.  

A third limitation is related to the survey method used in the present study. 

Because the survey was distributed by mail, some respondents may have chosen to 
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look up answers to some questions in the survey, especially those on the knowledge 

scale, before filling in their responses. This possible contamination factor can affect 

the validity of the results. As respondents did not indicate complete confidence in 

their answers to the knowledge questions, it is reasonable to hypothesize that they 

may not attempt to research correct answers to these questions.  

The fourth limitation is that non-parametric regression and generalized linear 

model analyses were not performed for most items in Experience and Opinions 

sections because certain conditions were not met by the collected data. As a result, the 

unique contribution of each factor, i.e., age, gender, education, years in practice, 

specialty, work setting, practice location, and familiarity with different views on 

cultural variations in ED psychopathology, to these variables could not be examined 

by controlling for the effects of all other factors. Hence, the individual influence of 

each factor on clinicians’ ED-related experience and opinions identified in the present 

study might be confounded by other factors examined, which could not be clarified.  

Furthermore, the psychometric properties of the knowledge scale were not 

perfect. One problem is that the mean inter-item correlation for the physical 

complications subscale did not fell in the recommended range of .15 to .50 (Clark & 

Watson, 1995). The other is that the construct validity examined by factor analysis did 

not support the four rational subscales very well.  

Finally, it should be emphasized that comparisons between results of the 

present study and findings from previous studies in Western societies are limited in 

that different instruments and methods were used to collect data. To further 
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investigate cultural variation in the knowledge, experience, and opinions about EDs 

between Chinese and Western clinicians, a cross-cultural design that uses the same 

instruments and procedures and simultaneously collects data from Chinese and 

Western clinicians should be employed. 

Conclusions 

In conclusion, Chinese clinicians in the present study demonstrate limited 

knowledge of EDs with weakness in knowledge of physical complications, as 

measured by the developed scale. They also report limited clinical experience with 

ED patients, a perceived increase in ED-related issues, and inadequate screening and 

care for EDs. These findings suggest that further education and training of Chinese 

clinicians in EDs are needed. In addition, the clinical profile of EDs in Chinese 

patients perceived by Chinese clinicians is more similar to than different from that 

described by Western clinicians, and thus does not support the existence of a 

distinctive category of non-fat-phobic AN in China. A cross-cultural study that 

simultaneously collects data from Chinese and Western clinicians using the same 

instruments and procedures may shed more light on cultural universals and particulars 

in EDs.  
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Appendixes 

Appendix I: Clinician Questionnaire on Eating Disorders 
Eating Disorders, such as Anorexia Nervosa and Bulimia Nervosa, are characterized 
by abnormal eating attitudes and behaviors that may result in a variety of physical and 
psychological complications. This questionnaire is designed to learn more about 
clinicians’ understanding, experience, and opinions about eating disorders by 
surveying medical professionals from various specialty areas and in different work 
settings. The questionnaire includes four sections. Please read and complete each 
section carefully. Some of the questions will be more difficult than others to answer 
and nobody is supposed to know all the answers. What we are interested in is your 
own understanding, experience, and opinions. The survey is anonymous. After 
completing the questionnaire, please return the completed questionnaire in one 
envelope and a copy of the signed consent form in a separate envelope.  
 
Background 
1. Age： 
2. Gender： 
A. Female B. Male 
3. Education： 
A. Bachelor’s 
degree in 
medicine 

B. Master’s 
degree in 
medicine 

C. Doctoral 
degree in 
medicine 

D. Other (please specify)： 

4. Years in practice after medical education： 
5. Specialty： 
6. Current work setting： 
A. 
Community 
health center 

B. Primary 
hospital 

C. 
Secondary 
hospital 

D. Tertiary 
hospital 

E. Other (please specify): 

7. Current practice location： 
A. Urban  B. Suburban  C. Town D. Rural E. Other (please specify): 
8. Some researchers suggest that eating disorders in China are different in core 
psychopathology from those in the West (i.e., differences in fat phobia, drive for 
thinness, and body-image distortion), while others argue that both are similar in 
core psychopathology. How much do you know about this discussion in the 
eating disorder field? 
A. Not at all B. A little bit C. Some D. Quite a lot E. A whole lot 
 
 
Understanding 
This section includes some facts about eating disorders documented in the literature 
that may or may not apply to every culture. We are interested in your understanding 
about them based on your training and experience. Please read each statement 
carefully and judge whether it is True or False. Use the number 1-5 to indicate how 
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confident you are in the accuracy of your answers (1 = Not confident at all, 2 = 
Slightly confident, 3 = Moderately confident, 4 = Quite confident, 5 = Completely 
confident).  
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1. One of the diagnostic features of anorexia nervosa is efforts to 
reach and maintain a weight markedly lower than normal weight 
(i.e., in adults, body weight less than 85% of normal average 
weight or body mass index at or lower than 17.5,or in minors, 
failure to achieve expected weight gain). 

T F 1 2 3 4 5 

2. One of the diagnostic features of anorexia nervosa is loss of 
appetite. 

T F 1 2 3 4 5 

3. One of the diagnostic features of bulimia nervosa is recurrent 
binge eating followed by compensatory behaviors (e.g., self-induced 
vomiting, misuse of laxatives, diuretics or cathartic weight loss 
remedies, excessive exercise, fasting, etc.). 

T F 1 2 3 4 5 

4. Presence of binge eating and/or purging behaviors (e.g., 
self-induced vomiting, misuse of laxatives, diuretics or cathartic weight 
loss remedies, etc.) can exclude the diagnosis of anorexia nervosa. 

T F 1 2 3 4 5 

5. Orthostatic hypotension and/or bradycardia are common signs of 
anorexia nervosa. 

T F 1 2 3 4 5 

6. Bulimia nervosa patients often have secondary amenorrhea (i.e., 
absence of menses for 6 months or 3 consecutive menstrual cycles 
following spontaneous menses). 

T F 1 2 3 4 5 

7. Osteoporosis caused by anorexia nervosa is completely reversible. T F 1 2 3 4 5 
8. Hyponatremia is the most dangerous electrolyte disturbance in 
eating disorders. 

T F 1 2 3 4 5 

9. Hypercholesterolemia can occur in anorexia nervosa patients. T F 1 2 3 4 5 
10. Most eating disorder patients are likely to recover spontaneously 
without any intervention. 

T F 1 2 3 4 5 

11. For eating disorder patients, normal laboratory findings can 
exclude the possibility of physical complications. 

T F 1 2 3 4 5 

12. Marked and/or rapid weight loss is an indication for 
hospitalization for eating disorder patients. 

T F 1 2 3 4 5 

13. For anorexia nervosa patients, weight gain can lead to 
psychological distress. 

T F 1 2 3 4 5 

14. For patients with bulimia nervosa, cognitive-behavioral therapy 
(i.e., a form of psychotherapy) is the most effective treatment. 

T F 1 2 3 4 5 
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15. Eating disorder patients with concurrent underweight and binge 
eating/purging (e.g., self-induced vomiting, misuse of laxatives, 
diuretics or cathartic weight loss remedies, etc.) have the lowest risk. 

T F 1 2 3 4 5 

16. Eating disorders occur most often in adolescent girls and young 
women. 

T F 1 2 3 4 5 

17. Males may suffer from any kind of eating disorders. T F 1 2 3 4 5 
18. People engaged in occupations that emphasize thinness (e.g., 
fashion models, ballet dancers, gymnasts, etc.) are high-risk groups for 
eating disorders. 

T F 1 2 3 4 5 

 
19. Please indicate where your knowledge about eating disorders comes from 
(more than one option can be selected)： 
A. School courses and textbooks  
B. Academic journals  
C. Continuing medical education 
D. Clinical practice 
E. Personal contacts (e.g., family members, relatives, friends, colleagues, etc.) 
F. Mass media (e.g., TV, radio, newspapers, magazines, Internet, etc.) 
G. Others (please specify):  
 



CHINESE CLINICIANS’ KNOWLEDGE, EXPERIENCE, AND OPINIONS ABOUT EATING DISORDERS 

 

139 

 

Experience 
In this section, we are interested in your clinical experience and practices that may be 
involved with eating disorders. Please read each of the following items carefully and 
select an answer that best applies to your situation. There are no right or wrong 
answers, please answer honestly. 
 Yes (Approximate 

Number of Cases) 

No 

1. Have you ever heard any eating disorder case discussed or presented 
by other clinicians? 

Y (#:        ) N 

2. Have you ever diagnosed any eating disorder?  Y (#:        ) N 
3. Have you ever treated any patient with an eating disorder? Y (#:        ) N 

 
The following three items ask about the changes you have seen in the number of cases 
that might be related to eating disorders in China. 
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4. In your impression, what is the change in the proportion of Chinese 
patients who are concerned about weight and/or shape? 

A B C D E 

5. In your impression, what is the change in the proportion of Chinese 
patients who are engaged in weight loss? 

A B C D E 

6. In your impression, what is the change in the proportion of Chinese 
patients who have problems related to eating disorders (e.g., excessive 
dieting, chronic dieting, yo-yo dieting, excessive exercise, binge eating, 
self-induced vomiting, misuse of laxatives, diuretics or diet pills, etc.)? 

A B C D E 
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7. When a patient presents eating behaviors such as excessive dieting, 
avoiding all fat, and recurrent binge eating, do you consider the possibility of 
an eating disorder? 

1 2 3 4 5 

8. When a patient presents excessive exercise (i.e., exercising more than 
needed for health or sport performance) to control weight or shape, do you 
consider the possibility of an eating disorder? 

1 2 3 4 5 

9. When a patient self-induces vomiting or abuses laxatives, diuretics, or 
cathartic weight loss remedies, do you consider the possibility of an eating 
disorder? 

1 2 3 4 5 

10. When a patient’s weight is abnormally low (i.e., body weight less than 
85% of normal average weight or body mass index at or lower than 17.5), do 
you consider the possibility of an eating disorder? 

1 2 3 4 5 
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11. When a patient misses her periods because of dieting, do you consider the 
possibility of an eating disorder? 

1 2 3 4 5 
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12. When an eating disorder patient comes to you, do you feel confident 
in making an accurate diagnosis? 

1 2 3 4 5 

13. When an eating disorder patient presents with malnutrition or 
physical complications, do you feel confident in managing the patient 
properly? 

1 2 3 4 5 
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Opinions 
In this section, we are interested in your personal opinions about eating disorders. 
There is no need to know about any literature to answer these questions because the 
purpose of this study is to explore the views of clinicians, rather than their knowledge 
of the literature on eating disorders. Please read each of the following items carefully 
and select an answer that best represents your personal opinion. There are no right or 
wrong answers, please answer honestly. 
1. Research suggests that many factors may increase the risk of eating disorders 

and some of these factors are listed below. Please indicate the relative 
importance of each factor in increasing the risk of eating disorders using a 
scale from 1 to 5 (1 = Not important at all, 2 = Slightly important, 3 = 
Moderately important, 4 = Very important, 5 = Extremely important). 
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(1) Modernization (e.g., increased social competition and pressure, etc.) 1 2 3 4 5 
(2) Lifestyle transition (i.e., increased caloric intake and decreased daily activity 

leading to increase in obesity and in pressure to lose weight) 
1 2 3 4 5 

(3) Prevalence and acceptance of the thin ideal (i.e., thinness as beauty 
standards for the ideal woman) 

1 2 3 4 5 

(4) Family influence (e.g., family members commenting on weight, shape or 
eating, family members having eating problems, etc.) 

1 2 3 4 5 

(5) Peer influence (e.g., friends or colleagues commenting on weight, shape or 
eating, friends or colleagues having eating problems, etc.) 

1 2 3 4 5 

(6) Increased health and nutritional information from the media 1 2 3 4 5 
(7) Marketing and commercialization of beauty products (e.g., fashion clothes, 

weight loss products, etc.) 
1 2 3 4 5 

(8) Life transition and/or stress events (e.g., leaving home for college, having 
interpersonal problems, etc.) 

1 2 3 4 5 

(9) Excessive dieting (i.e., eating less than 1,200 to 1,500 calories a day or 1,800 
to 2,000 calories a day if very active in athletics and fitness activities) 

1 2 3 4 5 

(10) Excessive exercise (i.e., exercising more than needed for health or sport 
performance) 

1 2 3 4 5 

(11) Emotional problems (e.g., depression, anxiety, etc.) 1 2 3 4 5 
(12) Biogenetic factors (e.g. vulnerable genes, neurobiological abnormalities, etc.) 1 2 3 4 5 
(13) Upper socioeconomic status (i.e., high income, well-educated, and 

white-collar occupations) 
1 2 3 4 5 

 
Please read each of the following statements carefully and indicate your degree of 
agreement with it using a scale from 1 to 5 (1 = Not agree at all, 2 = Slightly agree, 
3 = Moderately agree, 4 = Largely agree, 5 = Totally agree). 
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2. I think eating disorders are serious psychiatric disorders. 1 2 3 4 5 
3. I think psychotherapy is very important in the treatment of eating 

disorders. 
1 2 3 4 5 

4. I think medication is very important in the treatment of eating 
disorders. 

1 2 3 4 5 

5. I think most rural clinicians in China know about eating disorders. 1 2 3 4 5 
6. I think most eating disorder patients in China have got an accurate 
diagnosis. 

1 2 3 4 5 

7. I think the treatment for eating disorders in China is adequate. 1 2 3 4 5 
8. I think eating disorder patients in China have the same core 
psychopathology as those in the West (i.e., presence of fat phobia, drive for 
thinness, and body-image distortion). 

1 2 3 4 5 

 
If you have encountered at least one eating disorder patient through personal 
contact or in your practice, please complete the following items. If not, please skip 
these items. 
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9. The eating disorder patient(s) I have contacted fear weight gain. 1 2 3 4 5 
10. The eating disorder patient(s) I have contacted perceive themselves as 
too fat even if they are underweight. 

1 2 3 4 5 

11. The eating disorder patient(s) I have contacted have a drive for thinness. 1 2 3 4 5 
12. The eating disorder patient(s) I have contacted attribute their food 
refusal and/or emaciation to appetite problems (e.g., no appetite, lack of 
hunger, naturally eating less, etc.). 

1 2 3 4 5 

13. The eating disorder patient(s) I have contacted attribute their food 
refusal and/or emaciation to physical discomfort (e.g., stomach bloating, 
stomach pain, constipation, etc.).  

1 2 3 4 5 

14. The eating disorder patient(s) I have contacted attribute their food 
refusal and/or emaciation to psychological distress (e.g., fear of weight gain, 
fear of high-calorie foods, perceiving themselves as too fat, etc.). 

1 2 3 4 5 

15. The eating disorder patient(s) I have contacted are especially resistant to 
treatment compared to other patients I have encountered. 

1 2 3 4 5 
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Thank you so much for your participation! Please make sure you have answered all 
the questions applicable to you. If you have any questions or concerns about this 
survey, please contact the principal investigator or the cooperator listed in the consent 
form. If you or other people you know need professional help with eating disorders, 
please contact the treatment facilities listed in the consent form for more information. 
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Appendix II: Consent Form 
Agreement to Participate in the Study on 

Knowledge, Experience, and Opinions of Chinese Clinicians  
about Eating Disorders 

 
 

Yue Huang 
Principal Investigator 
Department of Psychology 
University of Hawaii at Manoa 
Address: 
2530 Dole Street, Sakamaki C400 
Honolulu, HI 96822 
U. S. A. 
Tel: +1-808-744-8604 or +1-808-687-1416 
Email: yuehuang@hawaii.edu 

Songning Huang 
Collaborator in Beijing 
Beijing Capital International Airport Hospital 
Address: 
5 Yan Xiang Dong Li 
Capital International Airport 
Chaoyang District 
Beijing 100621 
P. R. C. 
Tel: +86-10-6459-1120 ext. 6417 
 

 
 

This research project is being conducted as a component of the principal 
investigator’s thesis for a Master’s degree in psychology. The purpose of the project is 
to learn about knowledge, experience, and opinions of Chinese clinicians about eating 
disorders. You are being asked to participate because you are a Chinese clinician.  
 
Participation in the project will involve completing the survey questionnaire enclosed 
and sending it back separately from a copy of the signed consent form using two 
different envelopes provided to you. The questionnaire is anonymous, with no 
personally identifiable information collected. Data from the completed questionnaires 
will be aggregated into broad categories. No personal information will be included in 
the research results. Completion of the survey questionnaire will take 10-15 minutes. 
Approximately 150 people will participate in the research project.  
 
The principal investigator believes there is little or no risk to participating in this 
research project. However, there may be a small risk that you will experience 
frustration if you find some questions difficult to answer. You may also feel distressed 
when answering questions associated with eating disorder symptoms if you or your 
loved ones have had problems related to eating and/or weight. You can contact the 
principal investigator or collaborator listed above for any questions or concerns about 
the survey. You may also contact the treatment facilities listed at the end of this 
consent form for additional information on professional help with eating disorders. 
 
Participating in this research may help you become more aware of possible eating 
disorder related problems in your practice and learn about eating disorder treatment 
facilities available in China. In addition, the results from this project may help us 

mailto:yuehuang@hawaii.edu
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evaluate the current status of eating disorder care in China, identify needs for 
education and training of Chinese clinicians about eating disorders, and consider 
cultural features of Chinese eating disorder patients in clinical practice. 
 
As compensation for time spent participating in the research project, you will receive 
a $5 (￥30) incentive after returning the completed questionnaire and consent form 
separately using the two different envelopes enclosed. 

 
All research data will be strictly confidential to the extent allowed by law. Agencies 
with research oversight, such as the Committee on Human Studies at the University 
of Hawaii at Manoa, have the authority to review research data. The envelopes 
containing the completed questionnaires will be kept sealed and stored separately 
from returned consent forms in a locked filing cabinet in each collaborator’s locked 
office during data collection. Upon completion of data collection, each collaborator 
will send all the research records to the principal investigator by certified mail. 
Received research records will be locked in a filing cabinet in the principal 
investigator’s locked office and destroyed upon the completion of the research 
project. 
 
Participation in this research project is completely voluntary. You are free to withdraw 
from participation at any time during the project without prejudice or penalty.  
 
If you have any questions or concerns regarding this research project, please contact 
the principal investigator, Yue Huang, at +1-808-744-8604, +1-808-687-1416 or 
yuehuang@hawaii.edu, or the collaborator, Songning Huang, at +86-10-6459-1120 
ext. 6417.   
 
If you have any questions or concerns regarding your rights as a research participant, 
please contact the Committee on Human Studies at the University of Hawaii at Manoa 
at +1-808-956-5007 or uhirb@hawaii.edu.  
 
 
The contact information of eating disorder treatment facilities in China is provided 
below. 
Institute of Mental Health, Peking University 
No. 51 Hua Yuan Bei Road, Haidian District, 
Beijing 100191 
P. R. C. 
Tel: +86-10-8280-1984/1936  
Fax: +86-10-6202-6310 
Website: www.pkuh6.cn 
Email: h6admin@bjmu.edu.cn 
 
Shanghai Mental Health Center, Shanghai Jiao Tong University 

mailto:yuehuang@hawaii.edu
mailto:uhirb@hawaii.edu
mailto:h6admin@bjmu.edu.cn
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600 Wan Ping Nan Road 
Shanghai 200030 
P. R. C.  
Tel: +86-21-3428 9888 
Fax: +86-21-6438 7986 
Website: www.smhc.org.cn 
 
 
Participant: 
I have read and understand the above information, and agree to participate in this 
research project. 
 
 
_______________________________ 
Name (printed) 
 
 
 
_______________________________   
 __________________ 
Signature               Date 
 
 
 
Please sign both copies of the consent form enclosed, retaining one copy for your 
records, and returning the other in one of the two envelopes provided to you. 
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Appendix III: Individual Discussion Guideline 

• Questionnaire completion if not prior to the discussion (20-30 minutes) 

• Construct equivalence of each item and its appropriateness to Chinese clinicians 

(20 minutes)  

o What does this item mean to you?  

o What is the reason you choose this answer to this item?  

o What construct do you think this item intends to measure?  

o Is this item essential, useful but not essential, or not necessary to the 

construct it intends to measure? 

o Is this item appropriate to Chinese clinicians?  

o How would you modify the item if you think it is inappropriate for 

Chinese clinicians?  

• Comprehensiveness and relevance of the questionnaire (20 minutes)  

o Do these items cover all the knowledge essential to the diagnosis and 

management of eating disorders?  

o What items best represent the experience Chinese clinicians usually have 

with disordered eating or eating disorders?  

o What items are most relevant to clinicians’ opinions about eating disorders 

in general and in China?  

o Do these items include all the cultural differences you have perceived in 

eating disorders between China and Western countries?  
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o What additional items would you add to better represent the knowledge, 

experience, or opinions of Chinese clinicians about eating disorders?  

o What items in the questionnaire do you think are irrelevant to the 

knowledge, experience, or opinions of Chinese clinicians about eating 

disorders?  

• Conclusions (5 minutes)  

o Is the questionnaire able to measure the profile of Chinese clinicians’ 

knowledge, experience, and opinions about eating disorders?  

o Is the questionnaire able to reflect clinical features of eating disorders in 

China from the perspective of clinicians?  

o Do you have any final comments?  

• Thank the clinician (2 minutes) 
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Appendix IV: Group Discussion Outline 

• Introduction and orientation (3 minutes)  

o Purpose of the group discussion 

o Basic rules 

• Focus on items not on the facilitator 

• Please ask if you don’t understand a question  

• Always welcome to add to what others have said  

• Semi-structured, limited time 

• Respect each other, all have chance to speak 

• Return completed questionnaires and share summary data (5-10 minutes) 

• Construct equivalence of each item and its appropriateness to Chinese clinicians 

(20 minutes)  

o What does this item mean to you?  

o What is the reason you choose this answer to this item?  

o What construct do you think this item intends to measure?  

o Is this item essential, useful but not essential, or not necessary to the 

construct it intends to measure?  

o Is this item appropriate to Chinese clinicians?  

o How would you modify the item if you think it is inappropriate for 

Chinese clinicians? 

• Comprehensiveness and relevance of the questionnaire (20 minutes)  
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o Do these items cover all the knowledge essential to the diagnosis and 

management of eating disorders?  

o What items best represent the experience Chinese clinicians usually have 

with disordered eating or eating disorders?  

o What items are most relevant to clinicians’ opinions about eating disorders 

in general and in China?  

o Do these items include all the cultural differences you have perceived in 

eating disorders between China and Western countries?  

o What additional items would you add to better represent the knowledge, 

experience, or opinions of Chinese clinicians about eating disorders?  

o What items in the questionnaire do you think are irrelevant to the 

knowledge, experience, or opinions of Chinese clinicians about eating 

disorders?  

• Conclusions (8 minutes)  

o Is the questionnaire able to measure the profile of Chinese clinicians’ 

knowledge, experience, and opinions about eating disorders?  

o Is the questionnaire able to reflect clinical features of eating disorders in 

China from the perspective of clinicians?  

o Does anyone have any final comments?  

• Thank participants (2 minutes) 
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Appendix V: Summary Information from Twenty Completed Preliminary Questionnaires 

 

Table 1 

Summary Information on the Knowledge Items 

Final 
Item # 

Final Item Content Original 
Item # 

Original Item Content Item 
Difficult
y Index 

Pre-cha
nge 
Item 
Discrim
ination 
Index 

Post-ch
ange 
Item 
Discrim
ination 
Index 

Confide
nce 
Median 
a 

Confid
ence 
Mean a 

Confiden
ce Mode  
a 

Usd1 One of the diagnostic features of anorexia 
nervosa is efforts to reach and maintain a 
weight markedly lower than normal weight 
(i.e., in adults, body weight less than 85% of 
normal average weight or body mass index at 
or lower than 17.5,or in minors, failure to 
achieve expected weight gain). 

KlgDx1a Efforts to reach and maintain a weight 
markedly lower than normal weight are 
one of the diagnostic features of anorexia 
nervosa. 

90% 40% 40% 3.0 3.79 3 

Usd2 One of the diagnostic features of anorexia 
nervosa is loss of appetite. 

KlgDx1d Loss of appetite is one of the diagnostic 
features of anorexia nervosa. 

25% 33% 33% 4.0 3.82 3 
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Final 
Item # 

Final Item Content Original 
Item # 

Original Item Content Item 
Difficult
y Index 

Pre-cha
nge 
Item 
Discrim
ination 
Index 

Post-ch
ange 
Item 
Discrim
ination 
Index 

Confide
nce 
Median 
a 

Confid
ence 
Mean a 

Confiden
ce Mode  
a 

Usd3 One of the diagnostic features of bulimia 
nervosa is recurrent binge eating followed by 
compensatory behaviors (e.g., self-induced 
vomiting, misuse of laxatives, diuretics or 
cathartic weight loss remedies, excessive 
exercise, fasting, etc.). 

KlgDx2a Recurrent binge eating followed by 
compensatory behaviors (e.g., self-induced 
vomiting, misuse of laxatives, diuretics or 
cathartic weight loss remedies, excessive 
exercise, fasting, etc.) is one of the 
diagnostic features of bulimia nervosa. 

90% 40% 40% 4.0 4.00 4 

Usd4 Presence of binge eating and/or purging 
behaviors (e.g., self-induced vomiting, misuse 
of laxatives, diuretics or cathartic weight loss 
remedies, etc.) can exclude the diagnosis of 
anorexia nervosa. 

KlgDx4 Presence of binge eating and/or purging 
behaviors (e.g., self-induced vomiting, 
misuse of laxatives, diuretics or cathartic 
weight loss remedies, etc.) can exclude the 
diagnosis of anorexia nervosa. 

65% 60% 60% 4.0 4.00 3 

Usd5 Orthostatic hypotension and/or bradycardia 
are common signs of anorexia nervosa. 

KlgPhy1 Orthostatic hypotension and/or bradycardia 
are common signs of anorexia nervosa. 

85% 40% 40% 3.0 3.47 3 

Usd6 Bulimia nervosa patients often have secondary 
amenorrhea (i.e., absence of menses for 6 
months or 3 consecutive menstrual cycles 
following spontaneous menses). 

KlgPhy2 Anorexia nervosa patients seldom have 
amenorrhea. 

80% 60% 60% 4.0 3.89 3 

Usd7 Osteoporosis caused by anorexia nervosa is 
completely reversible. 

KlgPhy5 Osteoporosis caused by anorexia nervosa is 
completely reversible. 

37% 20% 40% 3.0 3.39 3 

Usd8 Hyponatremia is the most dangerous 
electrolyte disturbance in eating disorders. 

KlgPhy8 The most dangerous electrolyte disturbance 
in eating disorders is hyponatremia. 

50% 80% 60% 4.0 3.84 3 
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Final 
Item # 

Final Item Content Original 
Item # 

Original Item Content Item 
Difficult
y Index 

Pre-cha
nge 
Item 
Discrim
ination 
Index 

Post-ch
ange 
Item 
Discrim
ination 
Index 

Confide
nce 
Median 
a 

Confid
ence 
Mean a 

Confiden
ce Mode  
a 

Usd9 Hypercholesterolemia can occur in anorexia 
nervosa patients. 

KlgPhy9 Hypercholesterolemia can occur in 
anorexia nervosa patients. 

45% 40% 20% 4.0 3.58 4 

Usd10 Most eating disorder patients are likely to 
recover spontaneously without any 
intervention. 

KlgEpi4 Most eating disorder patients can recover 
spontaneously without any intervention. 

75% 40% 40% 4.0 3.74 5 

 
Usd11 For eating disorder patients, normal laboratory 

findings can exclude the possibility of physical 
complications. 

KlgTx3 For anorexia nervosa patients, normal 
laboratory findings can exclude the 
possibility of complications. 

75% 60% 80% 4.0 3.63 4 

Usd12 Marked and/or rapid weight loss is an 
indication for hospitalization in eating disorder 
patients. 

KlgTx5 Marked and/or rapid weight loss is an 
indication for hospitalization in anorexia 
nervosa patients. 

85% 20% 20% 3.0 3.47 4 

Usd13 For anorexia nervosa patients, weight gain can 
lead to psychological distress. 

KlgTx7 For anorexia nervosa patients, weight 
restoration can address their concerns about 
weight and shape. 

55% 60% 60% 4.0 3.37 4 

Usd14 For patients with bulimia nervosa, 
cognitive-behavioral therapy (i.e., a form of 
psychotherapy) is the most effective treatment. 

KlgTx8 For patients with bulimia nervosa, 
cognitive-behavioral therapy is the most 
effective treatment. 

85% 40% 40% 3.0 3.42 4 
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Final 
Item # 

Final Item Content Original 
Item # 

Original Item Content Item 
Difficult
y Index 

Pre-cha
nge 
Item 
Discrim
ination 
Index 

Post-ch
ange 
Item 
Discrim
ination 
Index 

Confide
nce 
Median 
a 

Confid
ence 
Mean a 

Confiden
ce Mode  
a 

Usd15 Eating disorder patients with concurrent 
underweight and binge eating/purging (e.g., 
self-induced vomiting, misuse of laxatives, 
diuretics or cathartic weight loss remedies, etc.) 
have the lowest risk. 

KlgEpi3 Patients with concurrent underweight and 
binge eating/purging (e.g., self-induced 
vomiting, misuse of laxatives, diuretics or 
cathartic weight loss remedies, etc.) have 
the highest risk. 

90% 40% 40% 3.0 3.37 3 

Usd16 Eating disorders occur most often in adolescent 
girls and young women. 

KlgEpi5 Eating disorders mostly occur in young 
women aged 24 to 28. 

25% 0% 0% 3.0 3.47 3 

Usd17 Males may suffer from any kind of eating 
disorders. 

KlgEpi6 Males may suffer from any kind of eating 
disorders. 

85% 40% 40% 4.0 3.68 3 

Usd18 People engaged in occupations that emphasize 
thinness (e.g., fashion Models, ballet dancers, 
gymnasts, etc.) are high-risk groups for eating 
disorders. 

KlgEpi8c Athletes in sports that emphasize thinness, 
such as gymnastics, figure skating, dancing, 
and synchronized swimming, belong to 
high-risk groups for eating disorders. 

60% 40% 40% 4.0 3.74 4 

a 1 = Not confident at all, 2 = A little confident, 3 = Somewhat confident, 4 = Quite confident, 5 = Very confident, 6 = Completely confident 

 

Table 2 

Criteria Suggested by Ebel (1965) for Retaining Items in Terms of Item Discrimination Indices 

<=19% 20-29% 30-39% >=40% 
Reject, revise item May be used as marginal, scrutinize for improvement Accept, scrutinize for improvement Accept the item 
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Table 3 

Summary Information on Knowledge Source Items 

Final 
Item # 

Final Item Content Original 
Item # 

Original Item Content Yes% 

Usd19a School courses and textbooks KlgSou1a School courses and textbooks 25% 
Usd19b Academic journals KlgSou1b Academic journals 50% 
Usd19c Continuing medical education KlgSou1c Continuing medical education 50% 
Usd19d Clinical practice KlgSou1d Clinical practice 40% 
Usd19e Personal contacts (e.g., family members, relatives, friends, 

colleagues, etc.) 
KlgSou1e Personal contacts (e.g., family members, relatives, friends, 

colleagues, etc.) 
70% 

Usd19f Mass media (e.g., TV, radio, newspapers, magazines, Internet, etc.) KlgSou1f Mass media (e.g., TV, radio, newspapers, magazines, Internet, etc.) 60% 
Usd19g Others (please specify): KlgSou1g Others (please specify):   

 

Table 4 

Summary Information on Clinical Experience Items 

Final 
Item # 

Final Item Content Original 
Item # 

Original Item Content Median 
a 

Mean 
a 

Mode 
a 

Exp1 Have you ever heard any eating disorder case discussed or 
presented by other clinicians? 

Exp3a Have you ever heard of any eating disorder? 2.0  2.65  2  

Exp2 Have you ever diagnosed any eating disorder?  Exp3d Have you ever diagnosed any eating disorder? 1.0  1.60  1  
Exp3 Have you ever treated any patient with an eating disorder? Exp3f Have you ever treated any patient with eating disorders? 1.0  1.45  1  
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a 1 = 0 patient, 2 = 1-5 patients, 3 = 6-10 patients, 4 = 11-15 patients, 5 = 16-20 patients, 6 = >20 patients 

 

Table 5 

Summary Information on Impression of Changes Items 

Final 
Item # 

Final Item Content Original 
Item # 

Original Item Content Mode a 

Exp4 In your impression, what is the change in the proportion of 
Chinese patients who are concerned about weight and/or shape? 

Exp4 In your clinical practice, what is the change in the proportion of 
patients who are concerned about weight and/or shape? 

4  

Exp5 In your impression, what is the change in the proportion of 
Chinese patients who are engaged in weight loss? 

Exp5 In your clinical practice what is the change in the proportion of 
patients who are engaged in weight loss? 

4  

Exp6 In your impression, what is the change in the proportion of 
Chinese patients who have problems related to eating disorders 
(e.g., excessive dieting, chronic dieting, yo-yo dieting, excessive 
exercise, binge eating, self-induced vomiting, misuse of laxatives, 
diuretics or diet pills, etc.)? 

Exp6 In your clinical practice, what is the change in the proportion of 
patients who have problems related to eating disorders (e.g., 
excessive dieting, chronic dieting, yo-yo dieting, excessive exercise, 
binge eating, self-induced vomiting, misuse of laxatives, diuretics or 
diet pills, etc.)? 

4  

a 1 = Marked decrease, 2 = Decrease, 3 = No change, 4 = Increase, 5 = Marked increase, 6 = Don't know 

 

Table 6 

Summary Information on Screening Items 

Final 
Item # 

Final Item Content Original 
Item # 

Original Item Content Median 
a 

Mean 
a 

Mode 
a 
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Final 
Item # 

Final Item Content Original 
Item # 

Original Item Content Median 
a 

Mean 
a 

Mode 
a 

Exp7 When a patient presents eating behaviors such as excessive 
dieting, avoiding all fat, and recurrent binge eating, do you 
consider the possibility of an eating disorder? 

Exp1c For adolescent girls and young women, do you assess 
their weight loss behaviors (e.g., dieting, exercising, 
using weight loss products, etc.)? 

3.0  3.21  2  

Exp8 When a patient presents excessive exercise (i.e., exercising 
more than needed for health or sport performance) to 
control weight or shape, do you consider the possibility of 
an eating disorder? 

Exp1c For adolescent girls and young women, do you assess 
their weight loss behaviors (e.g., dieting, exercising, 
using weight loss products, etc.)? 

3.0  3.21  2  

Exp9 When a patient self-induces vomiting or abuses laxatives, 
diuretics, or cathartic weight loss remedies, do you consider 
the possibility of an eating disorder? 

Exp1f For adolescent girls and young women, do you assess 
purging behaviors (e.g., self-induced vomiting, misuse of 
laxatives, diuretics, or misuse of cathartic weight loss 
remedies, etc.)? 

2.0  2.31  2  

Exp10 When a patient’s weight is abnormally low （i.e., body 
weight less than 85% of normal average weight or body 
mass index at or lower than 17.5）, do you consider the 
possibility of an eating disorder? 

Exp2a If a patient's body mass index is too low, will you screen 
for an eating disorder? 

3.0  3.67  6  

Exp11 When a patient misses her periods because of dieting, do 
you consider the possibility of an eating disorder? 

Exp2d If a patient misses her periods but is not pregnant, will 
you screen for an eating disorder? 

5.0  3.86  6  

a 1 = Never, 2 = 1 out of 5 times, 3 = 2 out of 5 times, 4 = 3 out of 5 times, 5 = 4 out of 5 times, 6 = Every time 

 

Table 7 

Summary Information on Confidence Items 

Final 
Item # 

Final Item Content Original 
Item # 

Original Item Content Median 
a 

Mean 
a  

Mode 
a 



CHINESE CLINICIANS’ KNOWLEDGE, EXPERIENCE, AND OPINIONS ABOUT EATING DISORDERS 

 

158 

 

Final 
Item # 

Final Item Content Original 
Item # 

Original Item Content Median 
a 

Mean 
a  

Mode 
a 

Exp12 When an eating disorder patient comes to you, do you feel 
confident in making an accurate diagnosis? 

Opn1 For eating disorder patients who come to me, I am able to 
make an accurate diagnosis. 

4.0  4.10  4  

Exp13 When an eating disorder patient presents with malnutrition 
or physical complications, do you feel confident in 
managing the patient properly? 

Opn2 For eating disorder patients with malnutrition or 
complications, I am able to manage them properly. 

4.0  3.85  4  

a 1 = Strongly disagree, 2 = Moderately disagree, 3 = Slightly disagree, 4 = Slightly agree, 5 = Moderately agree, 6 = Strongly agree 

 

Table 8 

Summary Information on Risk Factor Items 

Final 
Item # 

Final Item Content Original 
Item # 

Original Item Content Median 
a 

Mean 
a 

Mode 
a 

Opn1(1) Modernization (e.g., increased social competition and 
pressure, etc.) 

Opn15a Modernization (i.e., increased social competition and 
pressure) 

5.5  5.10  6  

Opn1(2) Lifestyle transition (i.e., increased caloric intake and 
decreased daily activity leading to increase in obesity 
and in pressure to lose weight) 

Opn15b Lifestyle transition (i.e., increased caloric intake and 
decreased daily activity leading to increase in obesity and 
in pressure to lose weight) 

6.0  6.25  5  

Opn1(3) Prevalence and acceptance of the thin ideal (i.e., 
thinness as beauty standards for the ideal woman) 

Opn15c Cultural globalization (i.e., prevalence and acceptance of 
the thin ideal) 

7.5  6.75  8  

Opn1(4) Family influence (e.g., family members commenting on 
weight, shape or eating, family members having eating 
problems, etc.) 

Opn15d Family influence (e.g., family members commenting on 
weight, shape or eating, family members having eating 
problems, etc.) 

4.5  4.60  5  
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Final 
Item # 

Final Item Content Original 
Item # 

Original Item Content Median 
a 

Mean 
a 

Mode 
a 

Opn1(5) Peer influence (e.g., friends or colleagues commenting 
on weight, shape or eating, friends or colleagues having 
eating problems, etc.) 

Opn15e Peer influence (e.g., friends or colleagues commenting on 
weight, shape or eating, friends or colleagues having 
eating problems, etc.) 

7.0  6.65  7  

Opn1(6) Increased health and nutritional information from the 
media 

Opn15f Health and nutritional information from the media 7.0  6.30  7  

Opn1(7) Marketing and commercialization of beauty products 
(e.g., fashion clothes, weight loss products, etc.) 

          

Opn1(8) Life transition and/or stress events (e.g., leaving home 
for college, having interpersonal problems, etc.) 

Opn15h Life transition and/or stress events (e.g., leaving home for 
college, having interpersonal problems, etc.) 

5.5  5.50  5  

Opn1(9) Excessive dieting (i.e., eating less than 1,200 to 1,500 
calories a day or 1,800 to 2,000 calories a day if very 
active in athletics and fitness activities) 

Opn15i Excessive dieting (i.e., eating less than 1,200 to 1,500 
calories a day or 1,800 to 2,000 calories a day if very 
active in athletics and fitness activities) 

6.0  5.65  5  

Opn1(10) Excessive exercise (i.e., exercising more than needed for 
health or sport performance) 

          

Opn1(11) Emotional problems (e.g., depression, anxiety, etc.) Opn15j Emotional problems (e.g., depression, anxiety, etc.) 7.0  6.85  10  
Opn1(12) Biogenetic factors (e.g. vulnerable genes, 

neurobiological abnormalities, etc.) 
Opn15k Biogenetic factors (e.g. vulnerable genes, neurobiological 

abnormalities, etc.) 
5.5  5.00  3  

Opn1(13) Upper socioeconomic status (i.e., high income, 
well-educated, and white-collar occupations) 

          

a 1 = Least important, 10 = Most important 

 

Table 9 

Summary Information on Care and Feature Items 
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Final 
Item # 

Final Item Content Original 
Item # 

Original Item Content Median 
a 

Mean 
a 

Mode 
a 

Opn2 I think psychotherapy is very important in the treatment of 
eating disorders. 

Opn5 I think psychotherapy is more important than medication 
in the treatment of eating disorders. 

6.0  5.3 6  

Opn3 I think medication is very important in the treatment of 
eating disorders. 

         

Opn4 I think most rural clinicians in China know about eating 
disorders. 

Opn9 I think most rural clinicians in China are ignorant of 
eating disorders. 

5.0  4.85 6  

Opn5 I think most eating disorder patients in China have got an 
accurate diagnosis. 

Opn11 I think the rate of misdiagnosis and missed diagnosis for 
eating disorders is high in China. 

5.0  4.55 5  

Opn6 I think the treatment for eating disorders in China is 
adequate. 

Opn12 I think there are few eating disorder specialists in China. 5.0  4.8 5  

Opn7 I think eating disorders in China have the same features as 
those in the West. 

Opn13 I think eating disorder patients in China have the same 
psychopathological features as do their Western 
counterparts. 

3.0  3.55 3  

Opn8 The eating disorder patient(s) I have contacted fear weight 
gain. 

Opn14a Eating disorder patients in China fear weight gain. 5.0  4.8 5  

Opn9 The eating disorder patient(s) I have contacted perceive 
themselves as too fat even if they are underweight. 

Opn14b Eating disorder patients in China perceive themselves as 
too fat even if they are underweight. 

3.0  2.8 3  

Opn10 The eating disorder patient(s) I have contacted have a 
drive for thinness. 

Opn14c Eating disorder patients in China have a drive for 
thinness. 

4.5  4.35 4  

Opn11 The eating disorder patient(s) I have contacted attribute 
their food refusal and/or emaciation to appetite problems 
(e.g., no appetite, lack of hunger, naturally eating less, 
etc.) 

Opn14d Eating disorder patients in China explain food refusal 
with physical discomfort rather than fear of weight gain 

5.0  4.5 5  

Opn12 The eating disorder patient(s) I have contacted attribute 
their food refusal and/or emaciation to physical discomfort 
(e.g., stomach bloating, stomach pain, constipation, etc.)  
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Final 
Item # 

Final Item Content Original 
Item # 

Original Item Content Median 
a 

Mean 
a 

Mode 
a 

Opn13 The eating disorder patient(s) I have contacted attribute 
their food refusal and/or emaciation to psychological 
distress (e.g., fear of weight gain, fear of high-calorie 
foods, perceiving themselves as too fat, etc.) 

a 1 = Strongly disagree, 2 = Moderately disagree, 3 = Slightly disagree, 4 = Slightly agree, 5 = Moderately agree, 6 = Strongly agree 

 

Table 10 

Summary Information on Knowledge Scores 

Total Diagnosis Physical complications Treatment Epidemiology 
66 65 59 75 65 

 

Table 11 

Item Difficulty and Discrimination Indices of Items on the Knowledge Scale (Sorted by Item Difficulty Indices) 

Final Item # Usd2 Usd16 Usd7 Usd9 Usd8 Usd13 Usd18 Usd4 Usd10 
Item Difficulty Index 25% 25% 37% 45% 50% 55% 60% 65% 75% 
Item Discrimination Index 33% 0% 40% 20% 60% 60% 40% 60% 40% 
Subscale Diagnosis Epidemiology Physical 

complications 
Physical 
complications 

Physical 
complications 

Treatment Epidemiology Diagnosis Treatment 

Final Item # Usd11 Usd6 Usd17 Usd5 Usd12 Usd14 Usd3 Usd1 Usd15 
Item Difficulty Index 75% 80% 85% 85% 85% 85% 90% 90% 90% 
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Item Discrimination Index 80% 60% 40% 40% 20% 40% 40% 40% 40% 
Subscale Treatment Physical 

complications 
Epidemiology Physical 

complications 
Treatment Treatment Diagnosis Diagnosis Epidemiology 

 

Table 12 

Distribution of Item Difficulty Indices on the Knowledge Scale 

Item Difficulty  <=30% 30-70% >=70% 
Item Number 2 6 10 

 

Table 13 

Physician Characteristics of Twenty Chinese Clinicians 

  Age 
Median 

Gender Mode Education Mode Years in 
Practice Median 

Specialty Mode Work Setting 
Mode 

Practice 
Location Mode 

Age        
Younger Half 31 female bachelor 4.5 internal medicine secondary suburban 
Older Half 56 female bachelor 33.0 internal medicine secondary suburban 

Gender        
Female 38 female bachelor 15.0 internal medicine secondary suburban 
Male 39 male bachelor 15.0 internal medicine secondary suburban 

Education        
Associate Degree 55 female associate 30.5 internal medicine community rural=urban 
Bachelor's Degree 38 male bachelor 15.0 internal medicine secondary suburban 
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  Age 
Median 

Gender Mode Education Mode Years in 
Practice Median 

Specialty Mode Work Setting 
Mode 

Practice 
Location Mode 

Master's Degree 45 female master 22.0 obstetrics/gynecology secondary suburban 
Doctoral Degree 31 female doctor 3.5 internal medicine tertiary urban 

Years in Practice        
<=15 31 female bachelor 5.0 internal medicine secondary suburban 
>15 57 female bachelor 35.0 internal medicine secondary suburban 

Specialty        
Internal Medicine  31 female = male bachelor 5.0 internal medicine secondary suburban 
Obstetrics/Gynecology  47 female master 24.5 obstetrics/gynecology secondary urban = 

suburban 
Traditional Chinese 
Medicine  

38 female bachelor 15.0 traditional Chinese medicine secondary suburban 

Gastroenterology  55 female associate 31.0 gastroenterology secondary urban 
Endocrinology  45 female master 22.0 endocrinology tertiary urban 
Infectious Disease  59 female bachelor 36.0 infectious disease secondary suburban 
Psychiatry  55 female associate 30.0 psychiatry tertiary urban 
Surgery  60 male bachelor 35.0 surgery secondary suburban 

Work Setting        
Community  42 female = male associate 18.0 internal medicine community rural 
Secondary  39 female bachelor 15.0 internal medicine secondary suburban 
Tertiary 38 female doctor 13.0 internal medicine tertiary urban 

Practice Location        
Rural 42 female = male associate 18.0 internal medicine community rural 
Suburban 39 female = male bachelor 15.0 internal medicine secondary suburban 
Urban 41 female associate = master = doctor 18.0 internal medicine tertiary urban 
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Table 14 

Influence of Physician Characteristics on Clinicians’ Knowledge of Eating Disorders and Related Experience 

  Knowledge 
Median 

Knowledge 
Mean 

Experience 
Median a 

Experience 
Mean a 

Changes 
Mode b 

Changes 
Mean b 

Consideration 
Median c 

Consideration 
Mean c 

Confidence 
Median d 

Confidence 
Mean d 

Age           
  Younger half 72 69 1.3 0.8 4 3.2 2.5 2.6 4.0 4.0 
  Older half 67 63 1.8 1.2 4 4.1 3.4 2.9 4.5 4.0 
Gender           
  Female 72 72 1.7 1.1 4 3.7 3.2 2.8 4.0 4.3 
  Male 56 55 1.3 0.8 4 3.7 3.6 2.7 3.5 3.4 
Education           

Associate Degree 69 65 1.7 1.3 4 4.3 2.2 2.0 4.5 4.5 
Bachelor's Degree 67 62 1.3 0.9 4 3.6 3.3 2.8 4.0 3.5 
Master's Degree 72 67 2.3 1.3 4 4.2 4.9 4.4 5.0 5.0 
Doctoral Degree 89 89 1.5 0.7 6 1.0 1.6 1.0 4.3 4.3 

Years in Practice           
<=15 72 69 1.3 0.8 4 3.3 2.5 2.6 4.0 3.7 
>15 72 63 2.0 1.3 4 4.1 3.3 2.9 4.5 4.3 

Specialty           
Internal Medicine 69 69 1.3 0.9 4 3.4 2.4 2.5 4.0 3.7 
Obstetrics/Gynecology  61 61 2.7 1.3 4 4.3 5.1 4.5 5.0 5.0 
Traditional Chinese 
Medicine 

72 72 1.3 0.7 4 3.7 2.0 1.0 4.0 4.0 

Gastroenterology 72 72 3.3 2.7 4 4.3 3.0 2.3 5.0 5.0 
Endocrinology 78 78 2.3 1.3 4 4.0 4.4 4.3 5.0 5.0 
Infectious Disease 44 44 1.7 0.7 4 4.0 2.5 2.0 2.5 2.5 
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  Knowledge 
Median 

Knowledge 
Mean 

Experience 
Median a 

Experience 
Mean a 

Changes 
Mode b 

Changes 
Mean b 

Consideration 
Median c 

Consideration 
Mean c 

Confidence 
Median d 

Confidence 
Mean d 

Psychiatry 72 72 2.0 1.3 4 4.3 2.2 2.3 4.5 4.5 
Surgery 39 39 1.3 0.7 4 4.0 3.4 3.8 4.0 4.0 

Work Setting           
Community 58 58 1.3 0.7 4 4.2 2.2 1.8 4.3 4.3 
Secondary 69 63 1.5 1.1 4 3.7 3.8 3.0 4.0 3.8 
Tertiary 81 82 1.8 1.0 4 3.1 2.2 2.1 4.5 4.5 

Practice Location           
Rural 58 58 1.3 0.7 4 4.2 2.2 1.8 4.3 4.3 
Suburban 64 61 1.3 0.9 4 3.7 3.6 3.1 4.0 3.7 
Urban 75 79 1.8 1.3 4 3.4 3.0 2.2 4.8 4.6 

a 1 = 0 patient, 2 = 1-5 patients, 3 = 6-10 patients, 4 = 11-15 patients, 5 = 16-20 patients, 6 = >20 patients 
b 1 = Marked decrease, 2 = Decrease, 3 = No change, 4 = Increase, 5 = Marked increase, 6 = Don't know 
c 1 = Never, 2 = 1 out of 5 times, 3 = 2 out of 5 times, 4 = 3 out of 5 times, 5 = 4 out of 5 times, 6 = Every time 
d 1 = Strongly disagree, 2 = Moderately disagree, 3 = Slightly disagree, 4 = Slightly agree, 5 = Moderately agree, 6 = Strongly agree 
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Appendix VI: Summary of Input from Chinese Clinicians  

Themes 

1. Items are too many for clinicians to complete carefully. The administration time 

should be controlled within 10 minutes. The questionnaire has been shortened 

from original 84 items to current 52 items. 

2. The format of the questionnaire is not user-friendly. 

a) Use a 4-point instead of a 6-point Likert scale to make options more 

distinguishable from each other. A 5-point Likert scale is adopted in the final 

questionnaire.  

b) Use “Yes or No” instead of the number of cases for items assessing clinical 

experience with eating disorder (ED) patients. Because the number of cases 

can reflect the level of clinical experience, respondents will be asked to 

provide an approximate number of cases if they answer “Yes”. 

c) Avoid using sub-items if possible. This is adopted except for the item asking 

about the relative importance of different risk factors for EDs. 

3. Though clinicians do notice that their patients have presented symptoms and 

complications of EDs more and more frequently, such as excessive dieting, 

misuse of laxatives or diet pills, low blood pressure, absence of menstruation, and 

hypercholesterolemia, they only see these phenomena as prevalence of weight 

loss or consequences of inappropriate weight-loss strategies. As a result, they 

seldom make a diagnosis of EDs.  
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4. Most knowledge assessed by items in the Knowledge Section is not familiar to 

clinicians who took the questionnaire. Although they can figure out the answers 

to many questions based on their expertise and experience, they feel it difficult to 

complete this questionnaire. To reduce respondents’ feeling of being tested, the 

“Knowledge Section” is changed into “Understanding Section” with modification 

of the instructions. 

5. The knowledge assessed by some items in the Understanding Section is neither 

essential nor necessary for non-ED specialists to recognize or manage EDs in 

clinical practice. 

a) Items assessing detailed knowledge related to frequency or duration are not 

essential for recognition. 

b) Items assessing specific knowledge related to psychological interventions are 

not necessary for medical management. 

c) Items addressing complications that have neither severe nor long-term 

consequences are not essential. 

d) Items addressing diagnostic features (e.g., excessive fear of weight gain) that 

are not required criteria in the Chinese Classification of Mental Disorders 

(3rd ed.; CCMD-3; Chinese Psychiatry Society, 2001) or diagnostic 

categories (e.g., Binge-ED) that do not exist in the CCMD-3 are not 

appropriate for Chinese clinicians. If the principal investigator wants to know 

whether Chinese clinicians think the diagnostic features described by the 

Diagnostic and Statistical Manual of Mental Disorders (4th ed., text rev.; 
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DSM-IV-TR; American Psychiatric Association [APA], 2000) present in 

Chinese ED patients, relevant items can be put in the Opinions Section.  

6. Some items in the Experience Section are not applicable to clinical practice in 

China. Only items relevant to the clinical practice in China should be kept in the 

questionnaire. This is not adopted because these items may reveal differences 

between Chinese and Western clinicians. Instead, item wording is revised to 

make them answerable.  

7. Some items in the Opinions Section are beyond the knowledge of Chinese 

clinicians. Only items that Chinese clinicians are able to answer based on their 

expertise and experience should be kept in the questionnaire. This is adopted by 

revising the instructions for the Opinions Section to have respondents feel free to 

express their opinions regardless of their knowledge of relevant literature. The 

suggestion that items assessing clinical features of Chinese ED patients from the 

clinician’s perspective should be reserved for clinicians who have contacted at 

least one ED patient is adopted in the final questionnaire.  

Item Discussion (The number before the slash is original and the number after is 

new) 

1. Understanding Section: Items that have item discrimination indices of 40% or 

higher were first discussed with respect to their construct equivalence between 

Chinese and Western cultures, appropriateness for Chinese clinicians, and 

comprehensiveness and relevance to the knowledge that non-ED specialists 

should know. Then the rest items are reviewed to see whether some of them 
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should be retained for the sake of content validity. What additional items might 

further improve the content validity is also addressed. In addition, ambiguity of 

items is examined and changes are explored to improve the clarity of items. 

Response format is changed as mentioned above to make the questionnaire more 

user-friendly.   

a) Although original items KlgDx1b (An excessive fear of weight gain is one of 

the diagnostic features of AN) and KlgDx1c (Perceiving themselves as too 

fat even when underweight is one of the diagnostic features of AN) each 

have an item discrimination index of 40%, they are not required criteria in 

the CCMD-3 and therefore may not be appropriate to put in the 

Understanding Section. Alternatively, these items can be asked in the 

Opinions Section if they are of particular interest to the principal investigator, 

which is adopted in the final questionnaire. 

b) Although original item KlgEpi7 (The prevalence of eating disorders in China 

has remained the same in the past two decades) has an item discrimination 

index of 40%, it makes most clinicians feel unable to answer it because they 

actually do not know the epidemiology data at all. This item is deleted 

because there are some items in the Experience Section asking about 

respondents’ impression of the changes in the prevalence of ED-related 

problems in their practice. 

c) Item KlgDx1a/Und1 (Efforts to reach and maintain a weight markedly lower 

than normal weight are one of the diagnostic features of AN): It is suggested 
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to add an annotation to “a weight markedly lower than normal weight”, 

which is adopted in the final questionnaire. 

d) Item KlgDx1d/Und2 (Loss of appetite is one of the diagnostic features of 

AN): Although this item has an item discrimination index of 33%, it is one of 

the most common myths in EDs, as reflected by its item difficulty index of 

25%. Hence, it might be worth being included in the questionnaire. 

e) Item KlgPhy5/Und7 (Osteoporosis caused by AN is completely reversible): 

Because osteoporosis is so important to AN patients, the questionnaire 

should include one of the two items (KlgPhy3 and KlgPhy5) assessing this 

knowledge although their item discrimination indices are 0% and 20%, 

respectively. Considering item KlgPhy5 has an item discrimination index of 

20% and an item difficulty index of 37%, it might be better to include this 

item instead of item KlgPhy3 (AN patients are at increased risk for 

osteoporosis), which has an item discrimination index of 0% and an item 

difficulty index of 95%. 

f) Item KlgPhy8/Und8 (The most dangerous electrolyte disturbance in EDs is 

hyponatremia): This item is reworded as “Hyponatremia is the most 

dangerous electrolyte disturbance in EDs”, because the original one is too 

tricky to assess the actual knowledge. 

g) Item KlgEpi4/Und10 (Most eating disorder patients can recover 

spontaneously without any intervention): Knowledge assessed by this item is 
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related more closely to treatment than to epidemiology. This item should be 

put in the treatment subscale, which is adopted in the final questionnaire. 

h) Item KlgTx3/Und11 (For AN patients, normal laboratory findings can 

exclude the possibility of complications): If this is also applicable to other 

ED patients in addition to AN patients, it might be better to replace “AN 

patients” with “ED patients”. This is adopted in the final questionnaire. 

i) Item KlgTx5/Und12 (Marked and/or rapid weight loss is an indication for 

hospitalization in AN patients): This item is a relevant item to appropriate 

disposition, so it should be included although it only has an item 

discrimination index of 20% and an item difficulty index of 85%. If this is 

also applicable to other ED patients, it might be better to replace “AN 

patients” with “ED patients”. If this item is rephrased to be keyed false, it 

might be helpful to increase the item discrimination index. The last 

suggestion is not adopted because it will affect the clarity of the item. 

j) Item KlgTx7/Und13 (For anorexia nervosa patients, weight restoration can 

address their concerns about weight and shape): “Weight restoration” and 

“address” in this item is ambiguous, it is suggested the item be rephrased as 

“For Anorexia nervosa patients, weight gain can lead to psychological 

distress”. 

k) Item KlgTx8/Und14 (For patients with bulimia nervosa, cognitive-behavioral 

therapy is the most effective treatment.): Because most clinicians do not 

know what “cognitive-behavioral therapy” is, this item is changed into that 
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“For patients with bulimia nervosa, cognitive-behavioral therapy (i.e., a form 

of psychotherapy) is the most effective treatment”. 

l) Item KlgEpi5/Und16 (Eating disorders mostly occur in young women aged 

24 to 28): Although the item discrimination index of this item is 0%, it is 

essential to include an item addressing the demographics of high-risk groups. 

Considering the item difficulty index is 25%, it is suggested to rephrase this 

item as “EDs occur most often in adolescent girls and young women”. 

m) Item KlgEpi8c/Und18 (Athletes in sports that emphasize thinness, such as 

gymnastics, figure skating, dancing, and synchronized swimming, belong to 

high-risk groups for EDs): This item should include not only athletes but also 

other people engaged in occupations that emphasize thinness, such as fashion 

models and ballet dancers), which is adopted in the final questionnaire.  

n) To further improve the content validity of the epidemiology subscale, it is 

suggested that one item representing the high prevalence of EDs in the upper 

class (e.g., white collar) be added. Because research findings are equivocal 

(Gard & Freeman, 1996; McClelland & Crisp, 2001) about this, this 

suggested item is put in the Opinions Section to see whether this is a 

prevalent belief in Chinese clinicians.  

2. Experience Section: Many items are dropped because they are irrelevant or not 

applicable to the clinical practice in China. Response formats are also modified as 

discussed above to make the questionnaire more user-friendly. 
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a) Items Exp3a-f/Exp1-3: The original items assess indirect or direct clinical 

experience with EDs and are reduced to three items: Exp1 (Have you ever 

heard any eating disorder case discussed or presented by other clinicians), 

Exp2 (Have you ever diagnosed any eating disorder), and Exp3 (Have you 

ever treated any patient with an eating disorder). The response format is 

changed into “Yes” or “No”, but respondents will be asked to provide an 

approximate number of cases if they answer “Yes” based on the reason 

discussed above. 

b) Items Exp4-6/Exp4-6: The original items assess the changes in the 

prevalence of ED related problems among Chinese patients, and they are all 

retained because this is of particular interest in a cultural sense. The 

“Remarkable decrease” option is dropped to make the 6-point Likert scale 

into a 5-point Likert scale as no pilot participant indicated this option.  

c) Items Exp1a-g/Exp7-9: The original items address ED related problems 

clinicians may assess in their practice. Because many topics are never 

assessed (e.g., concerns about weight and shape) or assessed for other 

reasons than EDs (e.g., weight history), it is suggested to ask how often 

clinicians will consider the possibility of an ED given specific scenarios. 

Particularly, original items related to eating, exercising, and purging 

behaviors are selected, i.e., Exp1c/Exp7-8 (weight-control behaviors) and 

Exp1f/Exp9 (purging behaviors). In addition, the original item Exp1c 
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(weight-control behaviors) is further divided into two items Exp7 (abnormal 

eating behaviors) and Exp8 (excessive exercise).  

d) Items Exp2a-h/Exp10-11: The original items ask how often clinicians will 

screen for EDs in given situations and include many scenarios that Chinese 

clinicians have never seen in clinical practice (e.g., averse to being weighed) 

or that are not specific enough to suggest a possible ED (e.g., electrolyte 

disturbance). As a result, only scenarios of an abnormally low weight 

(Exp2a/Exp10) and absence of menstruation due to dieting (Exp2d/Exp11) 

are retained. As Chinese clinicians are not familiar with the meaning of 

“screen for”, this is changed into “consider the possibility of”.  

e) Items Op1-3/Exp12-13: The first three original items in the Opinions Section 

assess whether clinicians are able to make an accurate ED diagnosis (Op1), 

manage ED patients with malnutrition or physical complications properly 

(Op2), and collaborate with clinicians from other specialties in the ED 

treatment (Op3), and they are considered to be more related to experience 

than to opinions. In addition, the item Op2 is thought to include item Op3. 

Therefore, original items Op1 and Op2 are put in the Experience Section as 

items Exp12 and Exp13. To reduce social desirability response bias, these 

items are rephrased as “do you feel confident in” instead of “are you able to”. 

3. Opinions Section: Many items are dropped because they are too specialized for 

non-ED specialists to answer. Response formats are also modified as mentioned 

above to make the questionnaire more user-friendly. 
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a) Items Op15a-k/Op1(1)-(11): The original items assess the relative 

importance of different risk factors for EDs. The original item Op15c 

(Cultural globalization, i.e., prevalence and acceptance of the thin ideal) is 

suggested to change into Op1(3) (Prevalence and acceptance of the thin ideal) 

to make it specific enough. The original item Op15g (Idealization of thinness 

by the media) is dropped because it is thought to overlap with item 

Op15c/Op1(3). Items Op1(7) (marketing and commercialization of beauty 

products), Op1(9) (excessive exercise), Op1(13) (upper socioeconomic status) 

are added as suggested to improve the content validity. 

b) Items Op4-13/Op2-7: The original items assess the clinician’s opinions about 

different aspects of EDs in general and particularly in China. Items that are 

too specialized for non-ED specialists to answer are dropped. The original 

item Op5 (I think psychotherapy is more important than medication in the 

treatment of eating disorders) is divided into item Op2 (psychotherapy is 

very important in the treatment of eating disorders) and item Op3 

(medication is very important in the treatment of eating disorders) to obtain 

more specific information. To improve wording, original negatively worded 

items Op9 and Op11-12 are revised into positively worded items Op4-6.  

c) Items Op14a-h/Op8-13: The original items measure clinical features of 

Chinese ED patients from clinicians’ perspective and are suggested to be 

reserved for clinicians who have contacted at least one ED patient to increase 

the accuracy of collected data. Items that are either impossible for clinicians 
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to answer or not likely to reveal any culturally specific information are 

dropped. Original items Op14a (fear of weight gain), Op14b (body-image 

distortion), and Op14c (drive for thinness) are kept as items Op8-10 without 

any modification. The original item Op14d (explain food refusal with 

physical discomfort rather than fear of weight gain) is expanded into items 

Op11 (attribution of appetite problems), Op12 (attribution of physical 

discomfort), and Op13 (attribution of psychological distress) to collect more 

specific information.  
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