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Abstract

WE EXAMINED THE PREVALENCE OF DIETING and negative eating atti-
tudes among 2279 females (aged 10-14 years) in southern On-
tario. Self-report questionnaires revealed that 29.3% of the girls
were currently trying to lose weight and 10.5% had scores
greater than the clinical threshold for disordered eating (Chil-
dren’s version of the Eating Attitudes Test [ChEAT] score = 20).
Those with elevated ChEAT scores were more likely than those
with lower scores to be engaged in dieting and other extreme
weight control methods.
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S Canadian study published in 2001 reported that

23% of adolescent females were dieting to lose

weight." Outside of Canada, a high prevalence of di-
eting has also been reported among preadolescent females.”
Dieting has been identified as a risk factor for eating disor-
ders** and the associated chronic health problems.” A recent
longitudinal study involving 14 972 males and females be-
tween the ages of 9 and 14 years revealed that dieting to
control weight was not only ineffective but actually led to
weight gain. The weight gain appeared to result from a cy-
cle of restrictive dieting followed by bouts of overeating
or binge eating. If the trend toward girls dieting at a
younger age is also found in Canada, additional risk factor
research will be required to foster the development of age-
appropriate prevention programs.

Given the evidence that dieting in children is being re-
ported at earlier ages,”* the present cross-sectional study
was designed to assess the prevalence of dieting and nega-
tive eating attitudes and behaviours among girls aged 10 to
14 years in southern Ontario.

Between 1993 and 2003, 2279 pre- and early adolescent
girls (mean age 11.8 years, standard deviation [SD] 0.9)
were recruited from 42 schools in southern Ontario
(grades 6-8). Ethics approval was obtained from hospital
and local school boards; parental consent and student oral

assent were also obtained. Participants completed the
Children’s version of the Eating Attitudes Test (ChEAT)

to assess eating attitudes and behaviours. In addition to the
ChEAT, participants were asked to report on pubertal sta-
tus, weight and height for calculation of body mass index
(BMI) (kg/m?’) and whether they were currently trying to
lose weight.

A majority of the subjects were Canadian-born (78.3%)
and reported English as their first language (75.1%).
Nearly half of the total sample (46.4%) reported that they
had had their first menses. The mean BMI for the total
sample was 18.8 (SD 5.4). About 78.4% of the girls fell
within the recommended BMI range for their age group,
with 14.4% below and 7.2% above the range for their
age.” Participants’ weight perceptions ranged from 31.3%
of the total sample feeling “too fat,” to 58.9% feeling “just
right” and 9.8% feeling “too thin.” Although some con-
cern has been raised over the validity of using self-reported
height and weight in young females, it is felt that the im-
pact of potential over- or underestimating is likely mini-
mal given recent studies that have shown that selfreports
are reliable means of classifying weight status in adoles-
cents.'""!

The mean ChEAT score for the entire sample was 9.3
(SD 9.0), with 10.5% reporting ChEAT scores above the
clinical threshold score of 20. ChEAT scores of 20 or more
have been associated with more disturbed eating attitudes
and behaviours and an increased vulnerability toward de-
velopment of an eating disorder.” A total of 29.3% an-
swered Yes to the question “Are you currently trying to
lose weight?” Binge eating and self-induced vomiting oc-
curred regularly in only 3.9% and 1.5% of the overall sam-
ple respectively.

Using a one-way analysis of variance controlling for
BM]I, a significant main effect of age on total ChEAT
scores was found (F [4,1677] 30.43, p < 0.001) (Table 1).
Posthoc multiple comparisons, using Bonferroni correc-
tions, showed that 14-year-old girls had significantly higher
scores than all other age groups (p < 0.001). Similar age dif-
ferences were found on the ChEAT subscales (dieting, bu-
limia, food preoccupation and oral control) (p < 0.001).

Eating and weight loss behaviours among girls with nor-
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mal and elevated ChEAT scores are compared in Table 2
The girls with scores of 20 or higher were significantly
more likely to be trying to lose weight and engaging in
other extreme weight control methods and attitudes (e.g.,
vomiting, binge eating). The high-risk group had signifi-
cantly higher BMI scores, an association reported else-
where with older females.! However, the majority of the
present sample (92.7%) were within, or below, the normal
weight range for their age and height.

Although previous studies examined adolescent girls,' our
study suggests that unhealthy dieting behaviours are re-
ported in g1rls as young as 10 years of age (Table 1). The po-
tential negative health outcomes associated with dletlng and
disordered eating stress the need for primary prevention ef-
forts to begin at the elementary school level. Our findings
highlight an opportunity for prevention strategies for girls
during the preadolescent phase that will avert future disor-
dered eating behaviours. It is logical that any such program
would be distinct from those aimed at older adolescent girls,

for whom strategies for prevention and normalization of ex-
isting disordered behaviours are necessary." "

Formal training of educators and public health practi-
tioners in the prevention of disordered eating in adolescent
girls has begun in Ontario (G.M., unpublished data, 2003)
Although this is an essential first step, it is imperative that
primary care physicians also help to disseminate these pre-
vention messages more widely.
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Table 1: Prevalence of eating attitudes and behaviours among preadolescent and young adolescent girls,

by age
Age, yr; no. (and %) of participants*

10 11 12 13 14
Measure n=107 n=729 n=741 n=>547 n=234
Desire to be thinner 28 (26.2) 180 (24.7) 202 (27.3) 162 (29.6) 18 (52.9)
Fear of being overweight 21 (19.6) 179 (24.6) 221 (29.8) 204 (37.3) 20 (58.8)
Feeling of being “too fat” 34 (31.8) 178 (24.4) 235 (31.7) 200 (36.6) 18 (52.9)
Currently trying to lose weight 33 (30.8) 172 (23.6) 211 (28.5) 201 (36.7) 15 (44.1)
Binge eating 2 (1.9 24 (3.3) 29 (3.9) 28 (5.2) 2 (5.9
Self-induced vomiting 0 10 (1.4) 10 (1.3) 12 (2.2) 0
ChEAT score = 20t 7 (6.5) 57 (7.8) 1(10.9) 69 (12.6) 18 (52.9)
ChEAT score,t median (IQR) 6.0 (10.0) 7.0 (7.9 5 (9.0) 0 (9.4) 21.5(31.4)
BMI, mean (SD) 17.6 (3.4) 18.1 (8.2) 18.8 (3.9) 19.5 (3.4) 18.1 (4.3)

Note: The sum of the respondents is less than the full sample size because some respondents did not answer all of the questions. SD = standard deviation,

ChEAT = Children’s version of the Eating Attitudes Test, IQR = interquartile range.

*Unless stated otherwise.

TChEAT scores = 20 are more frequently associated with disordered eating attitudes and behaviours and may identify individuals at an increased risk for an

eating disorder.
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Table 2: Prevalence of eating attitudes and behaviours by risk category

Risk category; no. (and %) of participants*

Low risk (ChEAT score < 20)

High risk (ChEAT score = 20)

Measure n=1996 n=234

Desire to be thinner 404 (20.2) 187 (79.9)t
Fear of being overweight 462 (23.1) 183 (78.2)t
Feeling of being “too fat” 491 (24.6) 176 (75.2)t
Currently trying to lose weight 467 (23.4) 164 (70.1)t
Binge eating 44 (2.2) 1175t
Self-induced vomiting 13 (0.6) 19 (8.1)

BMI, mean (SD) 18.6 (5.6) 20.0 (4.5)1

Note: The sum of the respondents is less than the full sample size because some respondents did not answer all of the questions.

*Unless stated otherwise.
tp <0.0001.
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CLINICAL PRACTICE GUIDELINES

FOR THE CARE AND TREATMENT OF

BREAST CANCER

In February 1998 CMA/ and Health Canada published 10 clinical practice guidelines for the care and treatment
of breast cancer, along with a lay version designed to help patients understand more about this disease and the
recommended treatments. These guidelines are currently being revised and updated, and the series is being ex-
tended to cover new topics. The complete text of the new and updated guidelines is available at eCMAJ:

www.cmaj.ca/cgi/content/full/158/3/DC1

REVISED:

Guideline 3: Mastectomy or lumpectomy? The
choice of operation for clinical stages I and Il
breast cancer [July 23, 2002]

Guideline 5: The management of ductal carcinoma
in situ [Oct. 2, 2001]

Guideline 6: Breast radiotherapy after breast-
conserving surgery [Feb. 18, 2003]

Guideline 7: Adjuvant systemic therapy for women
with node-negative breast cancer [Jan. 23, 2001]

Guideline 8: Adjuvant systemic therapy for women
with node-positive breast cancer [Mar. 6, 2001]

Guideline 10: The management of chronic pain in
patients with breast cancer [Oct. 30, 2001]

Update

NEw:

Guideline 11: Lymphedema [Jan. 23, 2001]

Guideline 12: Chemoprevention [June 12, 2001]

Guideline 13: Sentinel node biopsy [July 24, 2001]

Guideline 14: The role of hormone replacement
therapy in women with a previous diagnosis of
breast cancer [Apr. 16, 2002]

Guideline 15: Treatment for women with stage IlI
or locally advanced breast cancer [Mar. 16,
2004]

Guideline 16: Locoregional post-mastectomy ra-
diotherapy [Apr. 13, 2004]

/

CMAJ « MAY 11, 2004; 170 (10)

1561




