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ABSTRACT

Objective: To examine the quality of a broad range of
life domains using both quantitative and qualitative
methodologies.

Method: Forty-eight individuals seeking inpatient
treatment for an eating disorder (mean age=29.8
years, female = 100%, white =96.4%) from 2007 to 2009
completed the Quality of Life Inventory (QOLI) and the
Eating Disorder Examination Questionnaire; a medical

chart review confirmed diagnosis and treatment history.

Patients diagnosed with anorexia nervosa (n=24) and
bulimia nervosa (n=24) were compared. Body mass
index (kg/m?), treatment history, number of comorbid
psychiatric conditions, and eating disorder severity
were used to predict quality of life. Finally, an inductive
content analysis was performed on qualitative QOLI
responses to contextualize the quantitative findings.

Results: Participants with anorexia nervosa, compared
to those with bulimia nervosa, reported significantly
less satisfaction with the domain of relatives (F; 46=5.35;
P=.025); no other significant group differences were
found. The only significant predictor of QOLI global
score was number of previous treatments (F; 47 =8.67;
P=.005; R*=0.175). Content analysis of qualitative data
yielded complementary findings to the quantitative
data; interesting group differences emerged for
satisfaction with health with implications for measuring
quality of life domains.

Conclusions: Across several life domains, individuals
seeking treatment for anorexia nervosa and bulimia
nervosa appear to have similar levels of satisfaction,
as evidenced by numeric and descriptive responses.
Satisfaction with relatives, however, appears to differ
between groups and suggests a specific target for
intervention among patients in treatment for anorexia
nervosa (eg, a family-based intervention such as the
Maudsley approach). The use of quantitative and
qualitative assessments, such as the QOLI, provides
more clinically meaningful, contextualized information
about quality of life than traditional self-report
assessments alone.
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Quality of life is important to assess in individuals with eating
disorders because it provides information about how an
individual is experiencing his or her eating disorder, serves as a proxy
for assessing quality of care and clinical effectiveness, and has come
to influence insurance reimbursement decisions for medical care.!?
Quality of life measures can also aid clinical practice?® by giving patients
the opportunity to communicate how their disease or disorder affects
other aspects of their life, broadening the perspective from disorder
symptoms to life domains. Together, patients and practitioners can
identify and prioritize other problems. These measures can also be
helpful to evaluate treatment progress and outcome.’

Individuals diagnosed with anorexia nervosa and bulimia nervosa
have considerably impaired quality of life in comparison to healthy
individuals.>* Similarities and differences in the quality of life of
individuals with anorexia nervosa compared to those with bulimia
nervosa, however, are less clear. Some studies have found that patients
with anorexia nervosa report worse quality of life than patients with
bulimia nervosa. For example, Abraham et al'® found that inpatients
with anorexia nervosa reported worse quality of life on the Quality
of Life for Eating Disorders compared to those with bulimia nervosa.
Keilen and colleagues!! found the same pattern using a generic quality
of life measure (Nottingham Health Profile). Other studies have found
the opposite pattern, such that individuals with bulimia nervosa report
worse quality of life than those with anorexia nervosa. For example,
Mufioz and colleagues'? found that individuals with bulimia nervosa
reported worse quality of life on all domains of the Health Related
Quality of Life for Eating Disorders. Mond and colleagues* found
similar results using a generic quality of life questionnaire (World
Health Organization Brief Quality of Life Assessment Scale). Finally,
others found no difference between eating disorder diagnostic groups
using a generic health-related quality of life questionnaire (Medical
Outcomes Study 36-item Short-Form Health Survey”!>!*) and an
eating disorder-specific quality of life questionnaire (Eating Disorders
Quality of Life'®).

Independent of diagnosis, correlates of quality of life among
individuals with eating disorders have been explored. For example,
Bamford and Sly'® found that eating disorder severity (derived from
global Eating Disorder Examination Questionnaire [EDEQ] scores)
and body mass index (BMI), but not duration of eating disorder,
were significant predictors of worse quality of life. Additionally,
psychiatric comorbidity was found to contribute to worse quality
of life in individuals with an eating disorder.!” Gonzalez-Pinto and
colleagues'” found that irrespective of specific comorbid disorder,
psychiatric comorbidity negatively impacted aspects of quality of life.

Contradictory and complex results with respect to eating disorder
diagnosis and correlates may be related to the way in which quality of
life is measured. Numerous quality of life measures exist, including
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= Family relationships and support significantly influence
eating disorder patients’ quality of life.

B Both quantitative and qualitative assessment, including
importance of life domains, offer valuable information about
a patient’s quality of life.

generic, health-related, and eating disorder-specific quality
of life measures. Each type of measure includes advantages
and disadvantages; generic quality of life measures are
advantageous because they permit comparisons across
disease states and fulfill clinical utility of identifying how a
disease or disorder broadly impacts various aspects of life.
A recent study by Mitchison and colleagues'® found support
for use of a generic quality of life measure, the Medical
Outcomes Study 12-item Short-Form Health Survey, as a
valid measure of quality of life impairment in patients with
anorexia nervosa. The Quality of Life Inventory (QOLI) is a
generic quality of life measure that allows for the collection of
both quantitative and qualitative data for 16 life domains."’
This measure offers some advantages over other generic
quality of life measures. The QOLI considers the importance
of each life domain as well as the individual’s satisfaction with
it, yielding weighted scores for each domain and an average
global score. The measure also allows individuals to write
comments about each domain, producing complimentary
qualitative data. This feature addresses the main weakness
of generic quality of life measures, which is that they are not
sensitive to specific symptoms, because individuals are able
to write about their specific symptoms and experiences. A
notable strength of integrating qualitative and quantitative
data using a mixed-methods approach is that quantitative
data may be contextualized by thorough investigation of
patients’ perspectives. Previous studies on quality of life
and eating disorders have not used weighted measures
that consider the importance of a domain, nor have they
used measures that solicit qualitative data. Given some of
the mixed findings in the literature, this approach may add
insight or clarification to some of these findings.

Thus, this study aims to add to the literature on quality
of life and eating disorders by assessing life domains that
have not been evaluated previously and by

and bulimia nervosa groups will be compared, and the
association of eating disorder symptoms, previous treatments,
number of comorbid disorders, and BMI to QOLI scores will
be examined. Finally, a content analysis of qualitative data will
be performed to better understand why quality of life across
several life domains is impaired for individuals with an eating
disorder from a first-person perspective. On the basis of the
literature reviewed, we predict there will be no significant
differences on global quality of life for the anorexia nervosa
and bulimia nervosa groups; however, we hypothesize that
there will be differences in the domains of relatives and
friends.!! We also hypothesize that BMI and comorbidity
will be significantly related to global QOLI, consistent with
previous studies.

METHOD

Participants and Recruitment

These data were collected as part of a larger study
examining general eating disorder symptoms, treatment
history, and caregiver experiences among patients admitted
to an inpatient eating disorder treatment unit within a
community hospital. Eligible participants included all males
and females consecutively admitted to the treatment unit
from 2007 to 2009. The unit intake coordinator informed
141 patients about the study during their intake assessment;
52 patients provided consent and/or assent (in the case of
minors) for participation and completed all measures. Self-
report measures were administered by psychology doctoral
student research assistants. Table 1 presents participant
characteristics; 2 males and 2 individuals diagnosed with
an eating disorder not otherwise specified were removed
from the sample for analyses. This study was approved by
the Institutional Review Board at the University of Missouri-
Kansas City.

Measures

Patient medical records. Patient medical records were
reviewed by psychology doctoral student research assistants to
obtain eating disorder diagnosis according to the DSM-IV-TR,
age, ethnicity, other psychiatric diagnoses, and current BMI.
Research assistants obtained supplemental information about
eating disorder treatment history (ie, number of previous
treatments) and self-reported lowest BMI from participants
at the time self-report measures were administered.

providing a richer descriptive explanation

Table 1. Participant Characteristics

of quality of life impairments. The QOLI
was selected because it comprehensively
assesses a variety of life domains that are

not captured using eating disorder-specific
quality of life measures, and it allows
individuals to further explain in writing
their self-reported numeric ratings for each
domain. In addition, to our knowledge, no

data about use of the QOLI with an eating
mean (SD)

Total Anorexia Bulimia
Sample Nervosa Nervosa  Significance

Characteristic (N=48) (n=24) (n=24) Test
Age, mean (SD), y 29.8 (10.8) 30.4(10.0) 27.2(10.1) NS
White, n (%) 47 (98) 24(100) 23 (96) NS
Current BMI (kg/mz), mean (SD) 21.2(9.2) 16.2 (2.9) 24.5 (8.8) Fy=13.67

P=.001
Lowest BMI (kg/mz), mean (SD) 16.5 (5.7) 14.2 (2.6) 18.5(7.0) Fy=2.44

P=.007
Current comorbid disorders, mean (SD) 1.2 (0.5) 1.2 (0.5) 1.2 (0.5) NS
No. of previous treatment attempts, 1.7 (1.1) 2.0(1.2) 1.4 (0.9) NS

disorder population have been published.
The QOLI scores for the anorexia nervosa

Abbreviations: BMI=body mass index, NS =not significant.
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EDE-Q. The EDE-Q* is a 28-item self-report
questionnaire based on the Eating Disorder Examination
Interview. The EDE-Q demonstrates acceptable to excellent
internal consistency (Cronbach a=0.70-0.95).2"?? In the
current study, the Cronbach o for the global score was 0.89,
indicating good reliability. This measure was used as an
index of eating disorder severity in the regression analysis
predicting global QOLI scores.

Quality of Life. The QOLI? assesses satisfaction across
16 life domains. For each domain, an importance and
satisfaction score is obtained and multiplied to yield a
weighted score. The global score, an indication of overall
satisfaction with quality of life, is the average of each
domain. The QOLI also permits the test taker to write
about specific problems that interfere with satisfaction
in each domain in an open-ended format, thereby
contextualizing quantitative self-report responses. Finally,
the QOLI was selected to meet the needs of the larger multi-
aim study, which included evaluating caregiver quality of
life. The QOLI demonstrates acceptable to good internal
consistency (Cronbach a=0.77-0.89) in various samples."”
In the current study, the Cronbach a was 0.74, indicating
acceptable reliability.

Statistical Analyses

Quantitative analyses. A 1-way analysis of variance
with Bonferroni correction for multiple comparisons
was conducted to compare the mean QOLI global and
domain scores for participants with anorexia nervosa and
bulimia nervosa. To predict global quality of life scores,
a stepwise regression analysis with backward elimination
was conducted to determine whether the variables of BMI,
eating disorder severity, comorbidity, treatment history,
or eating disorder diagnosis were associated with global
QOLI scores. Eating disorder severity was quantified by
the EDE-Q global score.

Qualitative analysis. A conventional inductive
content analysis was performed on written responses.
The purpose of content analysis is to systematically and
objectively describe and enhance understanding of the
data by analyzing the written responses. The outcome of
the analysis is condensed themes or categories derived
from the data.?*?> An inductive analytic approach permits
themes to emerge from the data, moving from specific to
general. In contrast, a deductive approach applies themes
previously described in the literature to the data, moving
from general to specific.** Given the dearth of qualitative
data describing quality of life of individuals with eating
disorders, an inductive approach was chosen.

On the basis of the guidelines of Elo and Kyngis,? we
completed the following steps for data analysis: first, all
written responses were typed and compiled. To develop a
coding scheme for participant responses to each domain,
3 trained raters read all written responses and developed
a list of prominent themes. The raters discussed these
themes, and a final list of themes for each domain was
reached by consensus. Coders then reread and coded
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responses based on the final coding list. The final code(s)
for each response was determined by the consensus of the 3
coders, and discrepancies were resolved through discussion
and consensus of at least 2 coders. Finally, the data were
summarized quantitatively according to the frequency of
each theme.

RESULTS

Quantitative Results

The mean (SD) EDE-Q global score was 4.44 (1.30),
and the QOLI global score was 0.10 (1.54). There was no
statistically significant difference between the anorexia
nervosa and bulimia nervosa groups on global QOLI
scores. Relatives was the only overall domain for which
there was a statistically significant difference between
groups (F; 46=5.35; P=.025), such that patients with
anorexia nervosa reported significantly worse satisfaction
(lower scores). For the backward elimination regression
analysis, the only statistically significant predictor of quality
of life retained in the final model was number of previous
treatments (F) 4, =8.67; P=.005; R*=0.175). Specifically, as
the number of previous treatments increased, global QOLI
scores decreased.

Qualitative Results

The results of the qualitative content analysis are presented
in Table 2. Percent agreement of intercoder reliability was
calculated to be 93.75%, therefore acceptable. The top 3
themes for each domain on the QOLI are presented for the
entire sample and broken down by eating disorder diagnosis.
There was no significant difference in the response rate for
each group. Diagnostic group differences for which the
most frequently cited theme differed in prevalence by >10%
included health, self-esteem, play, learning, friends, children,
relatives, and home. For the health domain, the majority of
participants viewed their eating disorder as impairing their
quality of life. Consistent with quantitative analysis, this
theme was endorsed more frequently by patients diagnosed
with bulimia nervosa. For self-esteem, the most prevalent
theme was having low self-esteem, and 54% of patients
with anorexia nervosa endorsed this theme compared with
40% of patients with bulimia nervosa. For play, the most
prevalent theme was having difficulty or not engaging in
relaxation, fun, or leisure activities. More patients with
bulimia nervosa endorsed this theme (41% for bulimia
nervosa versus 23% for anorexia nervosa). For learning, the
most common theme was difficulty focusing, endorsed by
56% of patients with bulimia nervosa and 39% of patients
with anorexia nervosa. Isolation and lack of friends was the
most common theme for the domain of friends, endorsed
more frequently by patients with bulimia nervosa. For the
children domain, the most prevalent theme written about
was not having kids but wanting to have them. This theme
was more frequently endorsed by patients with bulimia
nervosa (61%) than anorexia nervosa (33%). More patients
with anorexia nervosa (37%) than bulimia nervosa (15%)
wrote about dissatisfaction with their home environment.
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Table 2. C%ualltatlve Content Analysis Results of Top 3 Themes Per
Domain®

Frequency, n (%)

Total ~ Anorexia Bulimia
Domain Themes Sample  Nervosa Nervosa
Health Eating disorder, eating disorder-related 32 (59) 11 (46) 21 (68)
symptoms

Health is at risk, poor 6 (11) 3(12) 3 (10)

No energy 5(9) 3(12) 2 (6)
Self esteem Low self-esteem 26 (46) 14 (54) 12 (40)
Self-critical/perfectionism 11 (20) 3(12) 8(27)
Body image 7 (13) 3(12) 4(13)
Goals and values  Eating disorder, health interferes with goals 16 (39) 10 (40) 6 (38)
Afraid to fail at goals 11 (27) 9 (36) 2(12)
Hard to make goals/don’t have goals 6 (15) 2(8) 4(25)
Money Want/need more money 15 (34) 8 (36) 7 (32)
Not enough money due to eating disorder 11 (25) 5(23) 6 (27)
Trouble budgeting/anxiety around money 7 (16) 3(13) 4 (18)
Work Interpersonal conflicts/issues 11 (27) 5(23) 6 (32)
Eating disorder prevents work 9 (22) 5(23) 4(21)
Stress/anxiety/perfectionism 7 (17) 4(18) 3(16)
Play Hard to play, don’t play 15 (31) 6 (23) 9 (41)
Isolate self 9(19) 6 (23) 3(14)
No time because of eating disorder 9 (19) 4 (15) 5(23)
Learning Trouble focusing 17 (47) 7 (39) 10 (56)
Want to learn more 9 (25) 6 (33) 3(17)
Eating disorder interferes 8(22) 4(22) 4(22)
Creativity I am not creative 11 (32) 6 (38) 5(28)
I am creative 6 (18) 3(19) 3(17)
No energy for creativity 5(15) 2 (13) 3(17)
Helping Want to help more 13 (45) 6 (43) 7 (47)
Enjoy helping 6 (21) 4(29) 2 (13)
Help too much 4 (14) 2 (14) 2 (13)
Love Isolate self 11 (37) 5(33) 6 (40)
Low self-esteem 7 (23) 2 (13) 5(33)

Happy in relationship 5(17) 4(27) 1(7)
Friends Isolate, don’t have friends 23 (52) 8 (38) 15 (65)

Don't see friends 5(11) 3(14) 2(9)

No time/energy for friends 3(7) 2 (10) 1(4)
Children No kids, would like to have kids 16 (48) 5(33) 11 (61)
Fear can’t have kids because of eating 6 (18) 4(27) 2 (11)

disorder

Don’t want kids or ambivalent 5(15) 4(27) 1(5)
Relatives Problems with family, don’t see family 26 (59) 11 (50) 15 (68)
Eating disorder affects relationships 9 (20) 6 (27) 3 (14)

Family causes stress 5(11) 4(18) 1(5)
Home Dislike home for various reasons 10 (26) 7 (37) 3 (15)
Problems in family home 7 (18) 1(5) 6 (30)
No stable home 7 (18) 3 (16) 4 (20)
Neighborhood Like neighborhood 9 (41) 5 (45) 4 (36)
Dislike neighborhood 7 (32) 2 (18) 5 (45)
Lack of peers 3(14) 1(9) 2 (18)
Community Like community 11 (42) 6 (43) 5 (42)
Dislike community, stated problems 10 (38) 5(36) 5(42)
Lack of involvement 4 (15) 2 (14) 2 (16)

Full table can be made available upon request.
bTotal sample: N =48, anorexia nervosa: n =24, and bulimia nervosa: n=24.

DISCUSSION previous research, which suggests that patients with anorexia

nervosa and bulimia nervosa have similar levels of quality of

The purpose of this study was to evaluate satisfaction of
life domains that have not been evaluated previously in this
population and to contextualize these quantitative evaluations
through an inductive content analysis of complimentary
qualitative data. The literature has been mixed in terms of
differences in quality of life for individuals with anorexia
nervosa versus bulimia nervosa. The current results support

e4 [E PRIMARYCARECOMPANION.COM

life*?%; however, a few interesting differences emerged. First,
of those who thought their health was important, there was
no significant difference of life satisfaction for participants
with anorexia nervosa and bulimia nervosa. The qualitative
responses, however, suggest that concern about eating
disorder symptoms in relation to health is more prevalent
among patients with bulimia nervosa (68% endorsed this
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theme) versus patients with anorexia nervosa (46% endorsed
this theme). These findings highlight the importance of
considering whether a person views a domain as important
and what aspects of it are relevant to his or her quality of life,
in addition to assessing satisfaction with it. In fact, a recently
published eating disorder-specific quality of life measure,
the Eating Disorders Well Being Questionnaire,?” assesses
both intensity and subjective relevance of distress, which
is an improvement upon previous eating disorder—specific
quality of life measures.

When comparing the weighted scores for the 16 QOLI
domains, the only statistically significant difference that
emerged were for the domain of relatives. This finding
supports that of Keilen and colleagues,!' who found that
patients with anorexia nervosa reported significantly worse
quality of life in social relationships and home life compared
to patients with bulimia nervosa. Interestingly, the qualitative
responses regarding family relationships only partially
supported the quantitative responses. Specifically, 68% of
patients with bulimia nervosa wrote about problems with
their family compared with 50% of patients with anorexia
nervosa. Additionally, 14% of patients with bulimia nervosa
wrote about having supportive family/relatives, whereas
only 5% of responses from patients with anorexia nervosa
described supportive family/relatives. Family support
specifically seems to contribute to overall greater satisfaction
on the relatives domain, carrying more absolute weight in
the positive direction than family problems carry in the
negative direction. This finding also speaks to the value of
family-based therapy, which is a supported treatment for
anorexia nervosa.

Contrary to our hypothesis, the only significant
predictor of QOLI global score was the number of previous
treatments. Previous research supports associations of BMI,
comorbidity, particular eating disorder symptoms, and
eating disorder severity with quality of life.>!¢17-28-32 There
are several considerations for interpreting these results. First,
we wondered whether number of previous treatments might
be positively associated with comorbidity or eating disorder
severity. However, post hoc correlation analyses among
these variables were not significant, suggesting there is a
unique association between treatment history and quality
of life. Another consideration is that there may truly be
no association between quality of life and BMI, comorbid
disorders, and eating disorder severity in this sample.
More generally, discrepancies between the current findings
and existing literature may also be attributed to the use of
different types of quality of life measures, ie, generic versus
disease specific. Another consideration in failing to replicate
past findings is that the current inpatient sample may be
more ill than previous study samples. The current sample was
hospitalized and presumably experienced loss of autonomy
while in that environment and suffered more serious health
complications compared to outpatient samples.

To help contextualize the quantitative findings, the
qualitative portion of the QOLI provided valuable
information. Eating disorder-specific themes emerged for
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12 of the 16 domains. The domains of helping, love, friends,
and home did not include any eating disorder-specific
themes. However, the most common theme for love was
isolating oneself, which may be indirectly related to the
eating disorder. Isolation was also a prominent theme for
the domain of friends, and several participants indicated
that they do not see their family for the domain of relatives.
Collectively, these responses suggest that the patients do not
have a lot of supportive relationships with friends or family,
and this may have negative implications for eating disorder
treatment. Many wrote about problems with focus or
concentration and negative impact on domains of learning,
work, and goals and values, which also may have negative
treatment implications. Collectively, these results support
the recommendation by de la Rie and colleagues'* to assess
patient views on quality of life qualitatively in addition to
administering standardized quality of life measures.

Although this study yielded important information
about quality of life in several life domains, some limitations
should be noted. The sample is homogenous in terms of
race and gender, so results cannot be generalized to other
racial or ethnic groups or males. This sample was severely
ill, being hospitalized for their eating disorder, so results
cannot be generalized to less ill people. Furthermore,
homogeneity in terms of disorder severity may have limited
the ability to detect significant differences between groups.
In addition, this sample may contain a selection bias, as
patients completed questionnaires voluntarily; patients did
not receive financial compensation. Further, we do not know
why 63% of the patients approached for this study chose not
to participate, which limits generalizability to other samples.
Finally, all data were collected at 1 time point, so one cannot
determine a causal association between eating disorder
symptoms and QOLI scores; the results and conclusions
presented are only correlational in nature.

Nevertheless, this was the first study to evaluate the QOLI
in an eating disorder sample. Because the QOLI assesses
16 different domains, some of which are not included in
other quality of life measures, these results revealed new
information about how people with an eating disorder
perceive and experience these domains. This was also the
first study to present both quantitative and qualitative data
about quality of life, allowing for more detailed explanation
of numeric responses. Results were in line with some previous
findings that indicate no significant difference in overall
quality of life between inpatients with anorexia nervosa and
bulimia nervosa, with the exception of the domain relatives.
Results did not support a direct association between BMI,
comorbid disorders, or eating disorder severity and global
QOLI scores. Finally, the QOLI may be a useful measure to
administer to an eating disorder population in the future
and particularly informative to eating disorder treatment.
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Previous presentation: These data were presented as a poster at the
International Conference on Eating Disorders; May 2-4, 2013; Montreal,
Quebec, Canada.
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