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ABSTRACT
Objective: This paper compared Latinas
who self-identified as having had an eat-
ing disorder (ED) with those who did not
(despite both groups meeting criteria for
an ED history) on ED pathology and men-

tal health stigma.

Method: Seventy-seven Latinas com-
pleted an online survey.

Results: All 77 participants met crite-
ria for lifetime EDs, and 92% met cur-
rent criteria for an ED; however, 47%

did not report having an ED history vs.
53% did report an ED history. There
was no difference on binge eating fre-
quency. Those who endorsed an ED
history engaged in more compensa-
tory behaviors, had higher EAT-26
scores, and were less fearful of stigma-

tization due to seeking mental health

treatment. Those reporting an ED his-
tory were more likely to have met cri-
teria for anorexia nervosa or bulimia 
nervosa, generally more recognizable 
EDs than binge eating disorder and 
other specified feeding or eating dis-
orders, than those who did not report 
an ED history.

Discussion: Latinas with certain patterns 
of eating pathology and those with less 
fear of being stigmatized due to seeking 
mental health treatment were more 
likely to endorse an ED history, 
which has implications for treatment 
seeking. 

Keywords: Latinas; Hispanic; eating 
disorder; binge eating; stigma

(Int J Eat Disord 2016; 49:1032–1035)

Introduction

Fear of stigmatization prevented treatment seeking
among Latinas and a racially/ethnically diverse
sample with eating disorders (EDs).1,2 Similar fac-
tors may contribute to some Latina women not
identifying an ED despite meeting diagnostic crite-
ria. Not acknowledging one’s ED and consequently
not seeking treatment could contribute to the dis-
order becoming more severe.3 Given that Latinas
have comparable rates of binge eating disorder
(BED) and bulimia nervosa (BN) compared to Cau-
casians,4 and yet treatment seeking among this
population is low,5,6 it is important to identify fac-
tors that may be associated with Latinas’ failure to
self-identify as having an ED despite meeting
criteria.

We compared Latinas, including those recruited
for a history of binge eating, who identified as hav-
ing had an ED with those who did not on ED
pathology and mental health stigma. Groups were
compared on binge eating, compensatory behav-
iors, EAT-26 scores, and ED diagnosis. Anorexia
nervosa (AN) and BN are the most-recognized
EDs,7–10 making it more likely that Latinas would
self-identify as having an ED if they have AN or BN
symptoms. We hypothesized that those who
endorse having had an ED would engage in more
compensatory behaviors (associated with BN), and
have higher scores on the EAT-26 (reflecting AN
attitudes11) than those who do not self-identify as
having an ED history. We also hypothesized that
those endorsing an ED history would be more
likely to have met criteria for AN or BN. We did not
hypothesize differences in binge eating frequency
because binge eating may be more normative in
Latin cultures,12 and thus possibly less likely identi-
fied as an ED.

We also compared the two groups on mental
health treatment stigma tolerance—the degree to
which one is afraid of being stigmatized because of
seeking mental health treatment. High levels of
stigma associated with EDs and mental health
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Examination Questionnaire (EDE-Q).15 Participants were

asked the number of times in the past 28 days they had

vomited, taken laxatives or diuretics, and exercised in a

hard, driven, or compulsive way as a means of control-

ling their shape or weight. Responses for all items were

summed, representing the number of occasions partici-

pants engaged in any of these compensatory behaviors

in the past four weeks. Participants were also asked the

number of times in the past 28 days they ate ‘‘what other

people would regard as an unusually large amount of

food’’ accompanied by a sense of ‘‘loss of control,’’

reflecting binge eating. The EDE-Q has demonstrated

acceptable internal consistency and test-retest reliability

in Latina females.16

Anorexic attitudes and behaviors were assessed with

the Eating Attitudes Test-26 (EAT-26),11 a 26-item self-

report questionnaire that is often used as a screening

measure for a probable ED. The EAT-26 has acceptable

internal consistency (a 5 0.85) and demonstrated predic-

tive validity for self-esteem and body dissatisfaction

among a sample of Mexican American female

adolescents.17

ED Diagnoses. The Eating Disorder Diagnostic Scale

(EDDS)18 is a 22-item survey developed as a self-report

diagnostic interview for AN, BN, and BED. It was admin-

istered to determine lifetime and current ED diagnoses

(BN, BED, AN, OSFED), with diagnostic determinations

made using DSM-5 criteria. The EDDS has acceptable

reliability18 and has been validated among racially/ethni-

cally diverse samples.19

Mental Health Treatment Stigma Tolerance. Tolerance

of mental health treatment stigma was measured with

the Stigma Tolerance subscale of the Attitudes Toward

Seeking Professional Psychological Help Scale

(ATSPPH).20 This 5-item subscale has demonstrated

acceptable internal consistency among an ethnically

diverse sample of female undergraduates.21

Results

Based on the EDDS, all 77 participants met DSM-5
criteria for a lifetime ED, and 71 of the 77 partici-
pants (92%) met current DSM-5 criteria: AN
(n 5 4), BN (n 5 46), BED (n 5 10), and OSFED
(most often subthreshold BN or BED; n 5 11). Of
those not meeting current criteria for an ED
(n 5 6), almost all reported some binge eating over
the past three months. Thirty-six (47%) did not
self-identify as having an ED history and 41 (53%)
did report an ED history, making up the two groups
for comparisons. Please see Table 1 for information
about current and past eating disorder diagnoses
by eating disorder self-identification.

concerns contribute to Latinos downplaying or 
ignoring ED symptoms.2 We hypothesized that 
those who do not self-report an ED history will 
have lower mental health treatment stigma toler-
ance than those who endorse an ED history.

Method

Participants and Procedure

Latinas responded to recruitment materials for women 
ages 18–25 who identified as Hispanic/Latina and experi-

enced “times (at least once a week) when your eating 
was out of control” during which they ate “what most 
people would regard as an unusual amount of food.” 
This recruitment strategy targeted individuals with binge 
eating symptoms, although this did not exclude those 
with AN presentations (current or past) given the binge 
eating/purging subtype of AN and diagnostic migration. 
Simultaneously, we recruited Latinas, ages 18–25, who 
“do not have a history of an eating disorder.” The partici-

pants in this study (N 5 77) came from both types of 
recruitment efforts. Participants were recruited through 
postings to listservs and websites nationwide, and flyers 
around college campuses and in community clinics. We 
targeted organizations in the 11 states/districts with the 
highest number of Latinos.13 We also recruited partici-

pants from the university’s introductory psychology 
classes. All participants identified their ethnicity as His-

panic/Latino and most (73.1%) identified their race as 
White, with 5.1% identifying as more than one race, 3.8%

identifying as “other,” 2.6% identifying as Asian or Asian 
American, and 1.3% identifying as American Indian or 
Alaskan Native; mean age was 20.40 years (SD 5 1.92). 
Our sample was largely bicultural, as evidenced by their 
mean scores of 3.51 (SD 5 0.37) on the dominant society 
immersion scale and 3.07 (SD 5 0.69) on the ethnic soci-

ety immersion scale of the Stephenson Multigroup 
Acculturation Scale14 (possible range: 1–4).

Participants completed an online survey in English 
lasting 45–60 minutes. All aspects of this study were 
approved by the university’s institutional review board. 
Of note, this sample is a subset of a larger sample 
(N 5 119) that included 41 participants who had no ED 
history, 77 participants with an ED history, and one par-

ticipant who did not indicate whether she had an ED his-

tory; for this paper we are focusing on the subset with 
histories of EDs.

Measures

ED Self-Identification. Participants responded to the 
question, “Have you ever had an eating disorder?”

Eating Pathology Severity. Binge eating and compensa-

tory behaviors were assessed using the Eating Disorder



Eating Pathology Severity

Those who reported an ED history did not signif-
icantly differ in binge eating frequency (M 5 4.77,
SD 5 5.53) from those who did not report an ED
history (M 5 2.94, SD 5 4.51), [t(68) 5 1.52,
p 5 0.134, d 5 0.36, small effect22]. Those who
reported an ED history engaged in significantly
more compensatory behaviors (M 5 9.32,
SD 5 11.84) than those who did not (M 5 2.56,
SD 5 4.05), [t(45.97) 5 3.32, p 5 0.002, d 5 0.76,
large effect]. Lastly, those who reported an ED his-
tory had significantly higher EAT-26 scores
(M 5 24.51, SD 5 15.61) than those who did not
report an ED history (M 5 12.31, SD 5 10.72),
[t(67.60) 5 3.97, p< 0.001, d 5 0.91, large effect].

A v2 analysis involving meeting lifetime diagnos-
tic criteria for AN or BN and whether or not one
endorsed an ED history revealed that there was a
significant relationship between these variables, v2

(1, N 5 77) 5 6.47, p 5 0.011,U 5 0.29, medium
effect. Of the women who reported an ED history,
90% met past or current criteria for AN or BN, in
contrast to only 67% of those who did not self-
identify as having an ED history.

Mental Health Treatment Stigma Tolerance

Those who reported an ED history had signifi-
cantly more tolerance of mental health treatment
stigma (M 5 7.30, SD 5 3.57) than those who did
not report an ED history (M 5 5.61, SD 5 2.99),
[t(74) 5 2.22, p 5 0.030, d 5 0.51, medium effect].

Discussion

Overall, our results indicate that AN and BN symp-
toms (other than binge eating) and tolerance
related to mental health treatment stigma differen-
tiated Latina women with an ED history who did
and did not identify with such a history. Those who

did not self-report an ED history despite meeting
diagnostic criteria at some point engaged in fewer
compensatory behaviors, had lower EAT-26 scores,
were less likely to have experienced AN or BN, and
had less mental health treatment stigma tolerance
than participants who endorsed an ED history.
There was no difference between the two groups
on binge eating frequency.

Latinas who experienced BED or OSFED rather
than AN or BN may have been unaware of or
unwilling to acknowledge their EDs, or not labeled
their experiences as disordered. Binge eating may
be normative to an extent in Latin cultures largely
due to the cultural emphasis on food.12,23 Latinos
(especially if less acculturated or from older gener-
ations) may have a poor understanding of EDs,12

making it difficult for sufferers to gain support
from family members regarding treatment.

This study has several limitations: we only
recruited women, conducted the survey in English,
and had a fairly acculturated sample, all of which
limits generalizability. Furthermore, although we
asked participants to report on their race(s), a
more accurate way to gather information about
racial/ethnic background would have been to ask
about country of origin for the participants, as well
as their parents and grandparents. Most Latinos
have common cultural values, but there are impor-
tant nuances among Latinos from different coun-
tries that should be explored before generalizing
our results to the whole Latin population. Addition-
ally, although we had participants with a history of
AN, our recruitment approach was biased toward
BN and BED. Further, the question “Have you ever
had an eating disorder?” implies having received a
diagnosis, which could be confusing for partici-
pants who have never received an ED diagnosis.
Given the amount of stigma around EDs in this
population, it may have been more culturally sen-
sitive to ask “Do you think that you have had or

TABLE 1. Current and past eating disorder diagnoses by eating disorder self-identification

Current
AN

Current
BN

Current
BED

Current
OSFED

History
of AN

History
of BN

History
of BED

History
of OSFED

Number of participants who
endorsed a history of an
ED (n 5 41)

3 28 2 4 11 35 2 0

Number of participants who
reported no history of an
ED (n 5 36)

1 18 8 7 1 19 4 7

Notes. The “history of” variables refer to diagnoses that were experienced in one’s lifetime, but not currently. Within a group, the sum of those with his-
tories of various eating disorders may sum to more than the group’s size since individuals may have met criteria for more than one eating disorder diag-
nosis in their lifetime.

Abbreviations: ED, eating disorder; AN, anorexia nervosa; BN, bulimia nervosa; BED, binge eating disorder; OSFED, other specified feeding or eating
disorder.



have an eating disorder?” Lastly, causal direction
for our findings is unclear: it could be that those
with more severe symptoms are more likely to have
sought treatment, resulting in greater mental
health treatment stigma tolerance.

Despite limitations, this study supports the
importance of psychoeducation.1,24 Innovative
strategies such as the use of fotonovelas25,26 and
including family members in treatment could
reduce stigma and increase support.24,27 Novel and
culturally-sensitive strategies to enhance under-
standing and decrease stigmatization are essential
for decreasing ED-related health disparities in
Latinos.
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