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Abstract

Objective: The current study examined whether variations in patient weight and
eating-disorder behavior frequency influenced the recognition of bulimia nervosa
(BN) and the perception that it is a serious mental health concern.

Method: Participants (N = 320) were randomly assigned to one of six conditions in
which they read a vignette describing a young woman with BN. Each vignette was
identical except for the variables of interest: weight status (underweight, healthy-
weight, and overweight), and symptom frequency (daily or weekly binge-eating epi-
sodes and purging).

Results: Participants were more likely to have negative attitudes toward and blame
the patient with overweight. Participants were less likely to believe that the patient
with overweight was experiencing mental illness and that her problems were too
serious to handle on her own. There were no significant differences by symptom
frequency.

Discussion: Findings suggest the presence of weight stigma and that overweight

might impede the recognition of eating disorders.

KEYWORDS

1 | INTRODUCTION

Bulimia nervosa (BN) is a serious mental health problem associated
with physical health complications and impaired psychosocial func-
tioning in home, work, personal, and social environments (Marques
et al., 2011; Sheehan, Harnett-Sheehan, & Raj, 1996; Udo & Grilo,
2018). Estimates suggest that less than two-thirds of patients with
BN seek treatment for their eating disorder (Coffino, Udo, & Grilo,
2019). While individuals with BN may recognize that they have a
problem, barriers to treatment such as shame and fear of change can
prevent them from seeking help on their own (Hepworth & Paxton,
2007; Innes, Clough, & Casey, 2017; Rodgers et al., 2015). BN, as a
psychiatric disorder, also carries mental health stigma. BN can go

undetected by friends and family because individuals may not display

bulimia nervosa, eating disorders, obesity, stigma, treatment barriers

severe external symptoms, such as those that are characteristic of
anorexia nervosa (AN; e.g., emaciation). In fact, individuals with BN
are more likely have healthy-weight or overweight with median BMI
around 27 (Masheb & White, 2012; Udo & Grilo, 2018), and may be
less likely to receive treatment if they are not underweight (Bulik,
Marcus, Zerwas, Levine, & La Via, 2012). Additionally, the social desir-
ability of weight loss and belief that it enhances appearance, a belief
that stigmatizes excess weight, can make treatment aimed at stopping
extreme weight-control behaviors aversive (Star, Hay, Quirk, & Mond,
2015). Eating-disordered behaviors, including binge eating and
extreme weight-control behaviors, can be secretive (Boggiano, Turan,
Maldonado, Oswald, & Shuman, 2013) due to associated feelings of
embarrassment or guilt (American Psychiatric Association, 2013).

Health providers can also fail to detect BN if they do not screen for
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eating disorders or if patients do not disclose symptoms during
appointments; these barriers to detection could also interrelate, for
example, if patients are less likely to disclose behaviors that they are
not asked about directly (Anderson, Accurso, Kinasz, & Le Grange,
2017; Mond, Hay, Rodgers, & Owen, 2007; Thompson-Brenner, Satir,
Franko, & Herzog, 2012). Individuals can appear healthy at medical
appointments, but more thorough clinical interviewing and medical
testing (e.g., electrolyte imbalances) can identify signs of BN. Taken
together, failure to identify BN by individuals themselves, friends and
family, and health care providers, suggests a need for increased
awareness about BN, as well as increased familiarity with appropriate
referrals to facilitate treatment when indicated.

Stigma in any form can be a barrier to seeking treatment; individuals
with BN experience mental health stigma and, if they also have excess
weight, weight stigma (Puhl & Suh, 2015). Stigma includes attribution of
negative personal characteristics to the individual, blaming the individual
(e.g., perceiving symptoms as “choices”), and maintaining social distance
from that individual (Hinshaw & Stier, 2008). Obesity and eating disor-
ders are stigmatized when negative personal characteristics are attrib-
uted to an individual because of obesity (weight stigma) or an eating
disorder (mental health stigma), or when the individual is blamed or held
personally responsible for obesity (weight stigma) or an eating disorder
(mental health stigma) (Puhl & Suh, 2015). Mental health stigma is asso-
ciated with psychological distress, weaker social support networks
(Hackler, Vogel, & Wade, 2010; Hinshaw & Stier, 2008), exacerbated
feelings of shame (Puhl & Suh, 2015), and negative treatment-seeking
attitudes (Seamark & Gabriel, 2018), all of which could impede proper
management of eating disorders. Likewise, weight stigma is associated
with poorer psychological functioning, shame, and inconsistent health
care providers (Puhl & Heuer, 2010; Puhl, Peterson, & Luedicke, 2013;
Puhl & Suh, 2015). Moreover, weight stigma and eating disorder stigma
can interact: weight stigma is associated with eating-disordered behav-
iors, and both forms of stigma can be internalized as self-blame (Puhl &
Suh, 2015). The notable difference between mental health and weight
stigma is that weight cannot be easily masked or hidden, thus an individ-
ual may be more vulnerable to experiencing weight discrimination than

experiencing discrimination related to mental health.

1.1 | Aims and hypotheses

The purpose of the current study was to determine whether varia-
tions in patient weight status (underweight, healthy-weight, and over-
weight) and symptom frequency (daily and weekly) influenced the
recognition of BN and its classification as a serious mental health con-
cern. We hypothesized that participants who read the vignette about
a patient with more frequent BN behaviors (daily binge eating and
purging rather than weekly) would perceive a more serious medical
problem and be less likely to view the symptoms as voluntary or con-
trollable even though both daily and weekly symptom frequencies
meet criteria for BN (American Psychiatric Association, 2013). We
also hypothesized that participants who read the vignette about a
patient whose weight was in the overweight range would report more

negative attitudes about the patient than participants who read the

vignettes about patients with healthy-weight or underweight, because
of the stigma associated with excess weight. Finally, we hypothesized
that participants who read the vignette about a patient whose weight
was in the underweight range would be more likely to recommend
intervention because of the consistency of underweight with tradi-

tional stereotypes of eating disorders.

2 | METHODS

2.1 | Participants

Participants (N = 320) were recruited through Amazon's Mechanical
Turk website, which is an online labor market that advertises, among
other tasks, research surveys to potential workers. Mechanical Turk
provides convenient and reliable data that are generally more demo-
graphically diverse than both college student samples and samples rec-
ruited by traditional methods such as Listservs or in-person recruitment
(Behrend, Sharek, Meade, & Wiebe, 2011; Buhrmester, Kwang, &
Gosling, 2011). Participants recruited from Mechanical Turk also pro-
vide higher quality data compared to other online recruitment methods
(Behrend et al., 2011). In part, this is because Mechanical Turk allows
for quality control from the platform as well as validity checks for the
research team to review response quality. In the current study, we
required approval ratings to exceed 85%, and also included three items
throughout the survey to assess effort and attention in line with recom-
mendations (Buhrmester et al., 2011), and two questions at the end of
the vignettes that checked for attention to the vignette content (“what
was the name of the patient in the story you just read” and “what kind
of information did you read about the patient”). Participants were
excluded if they did not provide a correct answer to validity items.
Participants were between 21 and 70 years old (M = 35.5,SD = 12.0)
and included both women (n = 221, 69.1%) and men (n = 97, 30.3%).
Participants self-identified their race as White (n = 251, 78.4%), Asian
(n = 27, 8.4%), black (n = 17, 5.3%), or other (n = 25, 7.8%). Ethnicity
was Hispanic (n = 15, 4.7%) and not Hispanic (n = 305, 95.3%). Partici-
pants were highly educated on average: high school or less (n = 45,
14.1%), some college (n = 101, 31.5%), or college degree or higher
(n = 174, 54.4%). This study received approval from our university's
research ethics review board. All participants provided electronic
informed consent. The data that support the findings of this study are

available from the corresponding author upon reasonable request.

2.2 | Materials

Vignettes were created describing the results of a recent annual phys-
ical for “Emily,” a fictitious patient with BN, in the style of a primary
care provider's medical note. For the text of the vignettes, please see
Data S1. Vignette experiments provide reliable data about public atti-
tudes toward mental health (Link, Yang, Phelan, & Collins, 2004). Our
vignettes described a 21-year-old female college student who met
diagnostic criteria for BN as specified by DSM-5. Each vignette
included a vitals table (weight, BMI, heart rate, temperature, and blood

pressure), with columns indicating the normal range, the patient's
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result, and whether the result was outside the normal range. A short
description of the patient's presentation followed the vitals table and
included thoughts, behaviors, and functioning. There were three
weight conditions and two symptom frequency conditions for a total
of six vignettes. The weight conditions varied the BMI of the fictitious
patient: underweight (BMI = 17.7 kg/m?), healthy-weight (BMI =
21.5 kg/m?), and overweight (BMI = 25.2 kg/m?). For the underweight
and overweight conditions, we selected weights that produced BMls
only slightly below or above the healthy-weight range. Frequency
conditions varied the concluding statement of the health care pro-
vider's note about the frequency of binge-eating and purging episodes

(daily or weekly).

2.3 | Procedure

Participants were randomly assigned to one of six vignettes (under-

weight-daily; healthy-weight-daily; overweight-daily; underweight-
weekly; healthy-weight-weekly; and overweight-weekly). After reading
the vignette, participants made treatment recommendations as though
they were the patient's health care provider and rated how much they

agreed with statements about the patient's condition and character.
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24 | Measures
2.4.1 | MacArthur mental health module

Participants' attitudes about mental health were assessed using items
from the 1996 MacArthur Mental Health Module, a mental health
stigma survey that is available for public use (Martin, Pescosolido, &
Tuch, 2000; Pescosolido, Monahan, Link, Stueve, & Kikuzawa, 1999).
Items were scored from —2 (strongly disagree) to +2 (strongly agree).
Items have been used to evaluate mental health stigma across
populations and conditions (Pescosolido, Medina, Martin, & Long,
2013; Phelan, Link, Stueve, & Pescosolido, 2000). The current study
assessed attitudes toward the condition (e.g., “Emily is experiencing a
mental illness”), including its consequences (e.g., “Emily's eating and
weight concerns could cause her to be more impulsive and make
poorer decisions”). Items also evaluated participants' attitudes toward
the patient (e.g., “Emily is lazy”). Items from this scale have demon-
strated good internal reliability in a variety of epidemiological studies
measuring attitudes toward mental illness (Link et al, 2004). All
attitude/belief items are included in Table 1. In the current study, the
items used from the scale yielded internally consistent scores (a = .88).
Participants also reported their own mental health experience by

answering questions about their contact with mental health treatments

TABLE 1 Beliefs and attitudes by vignette weight condition
Underweight Healthy-weight Overweight
(n = 104) (n=104) (n=112)
M SD M sD M SD F p o>
Emily's problems are serious 1.34 0.96 1.22 1.00 1.02 115 254 080 .016
Emily needs help 1.55°W 082 1.38 0.97 1.19YW 1.08 372 .025 .023
These problems are too serious for Emily to handle 0.99°% 110 0.88 1.11 0.58"W 1.34 335 .036 .021
on her own
Emily is experiencing the usual ups and downs -0.54 134 -042 1.25 -0.29 123 1.00 .369 .006
Emily is experiencing a physical illness 0.15 1.33 0.00 130 -0.11 123 109 336 .007
Emily is experiencing a mental illness 1.23°" 093 1.03 1.18 0.74%W 122 518 .006 .032
A friend, family member, or important community 0.94 1.09 0.72 1.16 0.82 110 100 .370 .006
member could help Emily
Emily would get better if she just gave it some time -0.89 125 -0.76 1.14 -0.58 1.17 191 150 .012
Emily should not need help with these problems -1.06 1.20 -1.05 1.08 -0.95 1.11 033 .719 .002
Emily's eating and weight concerns could affect her 1.27°% 078 0.93 0.99 0.99YW 092 415 017 .026
relationships with others
Emily's eating and weight concerns could cause her to be 1.12 0.90 0.97 0.98 0.85 090 224 108 .014
more impulsive and make poorer decisions
Emily's eating and weight concerns may make it difficult to 1.05°% 095 0.77 1.00 0.63"W 1.07 467 .010 .029
go to work or school
Emily's eating and weight concerns may prevent her from 1.13 0.91 1.10 0.96 0.99 101 065 521 .004
achieving her full potential
Emily would be leading a better life if she put in more effort ~ —0.47 112 -0.58°W 106 -0.13"W 124 440 .013 .027
Emily is lazy -1.50 0.82 -1.49 0.79 -1.26 090 288 .058 .018
Emily is to blame for her situation -1.06°Y 094 -1.03°W 092 -063"WHW 115 601 .003 .037

Notes: Positive scores indicate greater agreement or recommendation. Mean scores for attitudes and beliefs could range from —2 to 2. Post hoc
comparisons used a Tukey HSD correction for multiple comparisons. "Wp < .05 difference from underweight vignette; "Wp < .05 difference from

healthy-weight vignette; ®Wp < .05 difference from overweight vignette.
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TABLE 2 Treatment recommendations by vignette weight condition

Underweight Healthy-weight Overweight

(n = 104) (n = 104) (n=112)

M sD M SD M SD F p o>
Self-help (magazine, book) 0.00 0.75 -0.19 0.76 0.00 0.71 241 .091 .015
Fad/crash diet (cabbage soup, liquid diets, etc.) -0.82 0.54 -0.81 0.48 -0.71 0.61 1.43 240 .009
Supervised program (Wt Watchers, Jenny Craig, OA) —0.58°"W 063 -042°" 069  -0.03WHW 080 17.28 <.001 .099
Prescribed diet pills (Amphet, Redux, Fen-phen) -083°W 047 -084°" 042 -061WHW 063 679 001 .041
Dietician/nutritionist-led program 0.49 0.72 0.41 0.65 0.51 0.68 0.61 543 .004
Psychologist/psychiatrist/other mental health 0.78°V 048 0.67 0.61 0.52YW 0.63 5.53 004 034
See her at her next annual physical 0.45 0.83 0.55 0.75 0.47 0.80 0.43 651 .003
Have a mid-year check-up 0.71 0.62 0.67 0.58 0.56 0.71 1.56 212 .010
Referral to a mental health professional 0.67°% 055 0.49 0.72 0.46"W 072 319 042 .020
Referral to a dietician 0.44 0.75 0.40 0.74 0.54 0.66 1.01 .366 .006
Prescription for psychiatric medication -035°V 072 -053 064  -0.56%W 067 315 044 020
Referral to a personal trainer/exercise plan —0.40°W 0.76 —0.38°%W 0.71 0.02YWHW 076 1119 <001 .067
Suggest eating right and exercising more 0.12°W 0.84 0.19°W 0.81 0.65YWHW 063 1565 <001 .091
Prescription for weight-loss medication -0.83 0.49 -0.80 0.51 -0.70 0.66 1.69 186 011

Notes: Positive scores indicate greater average endorsement of the recommendation (scored as —1 = no, O = maybe, 1 = yes). "Wp < .05 difference from
underweight vignette; ™Wp < .05 difference from healthy-weight vignette; ®"p < .05 difference from overweight vignette.

and providers (e.g., “Have any of your friends or family members experi-
enced a mental health problem?”). Items assessing mental health experi-
ence were also taken from the 1996 Macarthur Mental Health Module
(Pescosolido et al., 1999). In the current study, the items used from the

scale yielded internally consistent scores (a = .86).

24.2 | Treatment recommendations

Participants reported whether they would recommend various treat-
ments if they were the patient's health care provider. Recommenda-
tions were coded yes (1), maybe (0), or no (—1). Treatment
recommendations ranged from seeing “Emily” at her next annual phys-
ical, to suggesting that she eat right and exercise more, to referring

her to a personal trainer; all recommendations are listed in Table 2.

2.5 | Statistical analyses

Analyses of variance evaluated participants' attitudes about the
patient with BN by symptom severity (daily and weekly) and body
weight (underweight, healthy-weight, and overweight). Post hoc tests
used a Tukey correction for multiple comparisons. Pearson product-
moment correlations examined relations between mental health
experiences and perceptions of the patient. Statistical analyses were

considered significant at p < .05.

3 | RESULTS
Participants' beliefs about Emily's presenting problems are summarized
in Table 1. Participants were more likely to believe the following in the

underweight than overweight conditions but healthy-weight did not

differ significantly from other groups: “Emily needs help”; “These prob-
lems are too serious for Emily to handle on her own”; and “Emily is
experiencing a mental illness.” Notably, mean scores reflected partici-
pants in all conditions believed that Emily needed help.

Participants' attitudes about Emily are also summarized in Table 1.
Participants were more likely to hold the following attitudes in the
underweight condition than overweight: “Emily's eating and weight
concerns may make it difficult to go to work or school” and “Emily's
eating and weight concerns could affect her relationships with

others.” “Emily would be leading a better life if she put in more effort”
showed stronger disagreement for healthy-weight than overweight.
“Emily is to blame for her situation” showed stronger disagreement in
both healthy-weight and underweight conditions than overweight.
Mean scores reflected that participants across conditions disagreed
with the idea that Emily was “lazy.”

Results for treatment recommendations by vignette weight condi-
tion are presented in Table 2. Participants were more likely to recom-
mend that Emily attend a supervised weight-loss program or receive a
prescription for diet pills when binge/purge behaviors were portrayed
with overweight than underweight and healthy-weight. Participants
were also more likely to recommend a personal trainer or suggest eat-
ing right and exercising more when weight status was overweight
compared with underweight and healthy-weight. Participants were
more likely to recommend a mental health professional and psychiat-
ric medication when BN was portrayed with underweight than
overweight.

There was one significant interactions for treatment recommenda-
tions: dietician-led program, F(2,314) = 3.33, p = .037, ;1,,2 =.021 (see
Figure 1). Whereas a dietician-led program was more likely to be rec-

ommended for BN portrayed with underweight when binge/purge
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FIGURE 1 Recommendations to refer patient to a dietician-led
program. Dietician-led program more likely to be recommended for
bulimia nervosa portrayed with underweight when binge/purge
behaviors were daily (p = .042); recommendations did not significantly
differ by binge/purge frequency when bulimia nervosa was portrayed
with healthy-weight (p = .352) or overweight (p = .270). HW, healthy-
weight; OW, overweight; UW, underweight [Color figure can be
viewed at wileyonlinelibrary.com]

behaviors were daily (p = .042), recommendations for a dietician-led
program did not significantly differ by binge/purge frequency
when BN was portrayed with healthy-weight (p = .352) or over-
weight (p = .270).

Interactions were not significant for any other attitude, belief, or
treatment recommendation variables. Symptom frequency was not
significantly associated with any of the attitude, belief, or treatment

recommendations.

4 | DISCUSSION

The current study used a vignette experimental design to provide new
insight into how people may perceive individuals with BN. Weight,
but not binge/purge frequency, influenced participants' perceptions
of BN. The overall pattern of results suggested that participants
viewed BN as a serious psychiatric condition when the patient with
BN had underweight but viewed the patient with BN as having a
weight problem when she had overweight. Moreover, stigmatizing
items (e.g., “Emily is to blame for her situation”) were endorsed more
in the overweight condition than healthy-weight or underweight con-
ditions, which provides more evidence of weight stigma than mental
health stigma. As predicted, participants were more likely to assign
blame toward the fictitious patient with BN if portrayed with over-
weight than if BN was portrayed with healthy-weight or underweight.
Participants also perceived greater impairment (relational, work/
school) for BN portrayed with underweight than overweight. How-
ever, contrary to expectations and to severity specifiers in the DSM-5,
participants' perceptions of the patient with BN did not significantly
differ by the frequency of binge/purge episodes.

EATING DISORDERS —

When participants were asked to imagine they were the patient's
health care provider, participants were most likely to recommend
weight-loss strategies after reading the vignette portraying BN with
overweight than healthy-weight or underweight, although most of the
weight-loss recommendations were not highly endorsed. On the other
hand, participants were more likely to recommend mental health
treatment and psychiatric medication for BN with underweight than
overweight. This coincides with the stronger belief in the underweight
than in the overweight condition that the patient with BN was
“experiencing a mental illness.” Together, this suggests that over-
weight may have changed participants' prioritization of binge/purge
behaviors as a serious mental health issue. This finding is important to
consider in light of the fact that the condition in which BN was
portrayed with overweight just met criteria for having a BMI in the
overweight range. It is possible that an even higher BMI (e.g., a BMI in
the “severe obesity” range) could have resulted in even higher weight
stigma and/or recommendation of weight-loss strategies. However, it
is also possible that the “overweight” label attached to weight and
BMI in the vignettes garnered participants' attention rather than an
evaluation of how much the weight and BMI were outside of the nor-
mal range that was also listed in the vignette. Similarly, the condition
in which BN was portrayed with underweight was just under the nor-
mal range (103 |bs compared to 108 Ibs), however, it is possible that
participants responded to the “underweight” label and viewed the
condition as similar to AN binge/purge subtype, even in the absence
of other key features of AN such as dietary restraint, fear of weight
gain, and/or weight loss. As vignettes and questions did not name eat-
ing disorders by their diagnostic label, we were unable to assess how
participants may or may not have categorized “Emily's” condition. Fur-
ther research should test these labels experimentally. While it is prom-
ising that participants recognized the need for patients with BN and
underweight to receive mental health treatment, formal recommenda-
tions for mental health treatment are independent of weight and
recommended for all individuals with BN (American Psychiatric Asso-
ciation, 2013; National Institute for Health and Care Excellence,
2017). This highlights the need for increased mental health literacy
efforts, such as eating-disorder awareness campaigns in schools or
other communities, helping increase public awareness of evidence-
based treatments for eating disorders, and other mental illnesses
across the weight spectrum.

Weight status also affected participants' perceptions of potential
impairment related to the patient's binge/purge behaviors. Partici-
pants who read the vignettes portraying BN with overweight were
less likely to view the patient's problems as leading to difficulties with
relationships or work/school, particularly compared with BN and
underweight. These findings suggest that weight status might, poten-
tially, be interpreted as a severity marker in the sense that patients
who are lower weight might be viewed as being more “successful” at
purging. Thus, it appears that weight status in the overweight
vignettes was a salient factor, whereas the eating-disorder behaviors
were more evident in the absence of overweight, when the vignette
patient was portrayed as more consistent with the eating-disorder

stereotype (underweight). These results further suggest a need for an
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increase in mental health literacy regarding the presence of BN across
the weight spectrum.

The finding that attitudes did not differ by symptom frequency
was unexpected. It is possible that participants, who each viewed only
one vignette, did not notice the frequency level, but rather the pres-
ence of binge/purge behaviors. Additionally, it is unlikely that a large
proportion of participants were health care providers, thus they may
have had little expertise in eating-disorder diagnostic criteria. As such,
it is possible that participants did not understand that daily or weekly
binge/purge behaviors might mark a meaningful difference. Without
an anchor or reference to other severity levels, participants may have
perceived similar severity across conditions.

There are several strengths and limitations to consider when inter-
preting the results of the present study. Mechanical Turk provides
data from participants who tend to be internally motivated, which has
been shown to produce high-quality data with greater diversity in age
and geography than other recruitment sources, such as undergraduate
research pools (Behrend et al., 2011; Buhrmester et al., 2011), and has
been used with vignette methodology (Ohan, Ellefson, & Corrigan,
2015). Our study sample was predominately White and highly edu-
cated, thus limiting the generalizability of the study findings to more
diverse samples. It is also important to note that while the vignette
experiment design has been frequently and reliably used in studies
measuring mental health stigma, results they yield do not necessarily
reflect people's attitudes or thoughts about a person with BN that
they may encounter in their lives (Link et al., 2004). In a vignette
experiment, the person described remains an abstract idea because
participants are told that the patient is fictitious, and thus are unlikely
to be as emotionally-invested in the patient's wellbeing as they would
be in the wellbeing of a person in their life. While the current study
presents important preliminary findings on the effect of weight status
on attitudes toward individuals with eating disorders, more research is
needed to understand the link between weight status and perception
of eating-disorder symptoms and seriousness. For example, we do not
know why participants selected the recommendations they made;
qualitative research exploring perceptions and motivations would
complement the current work. Further research is also needed to test
whether weight impacts how people perceive other types of patients
with BN, such as males, older or younger patients, or patients from
specific racial/ethnic groups. Additionally, this work should be repli-
cated among health care providers to evaluate whether their percep-
tions of BN are similarly influenced by weight status.

Despite these limitations, our findings are important because they
provide some insight as to how people may view a person with BN
when weight varies. Little research has been done to investigate how
a person's attitude toward someone engaging in eating-disorder
behaviors may differ based on this person's weight status, and none
of this research has been experimental. These results demonstrate the
need for increased public awareness of eating disorders, specifically,
that eating disorders are serious illnesses that require evidence-based
treatment regardless of weight. People with BN can fail to receive
treatment because they often have a BMI in the normal weight range

(e.g., Bulik et al., 2012). Increased public awareness could potentially

increase help-seeking among those with BN, as more knowledge may
lead to more treatment-seeking personally or suggesting seeking help
to family or friends (Cusack, Deane, Wilson, & Ciarrochi, 2004; Dew,
Bromet, Schulberg, Parkinson, & Curtis, 1991). In addition to efforts
to increase awareness that BN occurs across the weight spectrum,
public health efforts could seek to foster more positive (less stigmatiz-
ing) attitudes toward excess weight, which could facilitate seeking
treatment for eating and weight concerns (Griffiths, Rossell, Mitchison,
Murray, & Mond, 2018; Kelly, Jorm, & Wright, 2007).

Overall, results from the current study indicate that participants'
beliefs about and treatment recommendations for BN differ based on
weight status. Participants were more likely to have negative attitudes
toward and blame patients when BN was portrayed with overweight,
and were more likely to perceive BN portrayed with underweight as
having a serious mental iliness that impairs functioning. Results high-
light the need for increased awareness as to how clinical characteris-
tics can influence perceptions or detection of BN. Proper use of
knowledge can motivate action toward increasing mental health liter-
acy, thereby potentially increasing treatment-seeking rates and poten-

tially prognoses of individuals with BN.
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