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as seen in the art of Paul Gauguin (1848–1903). One study 
examined 433 Maori individuals in New Zealand, 657 
Pacific Islanders, and 4,464 Europeans in terms of their per-
ceptions of body size (Metcalf, Scragg, Willoughby, Finau, & 
Tipene-Leach, 2000). Although both the Maori and Pacific 
people had an actual larger BMI than the Europeans, they 
perceived themselves as having a smaller body size com-
pared with Europeans. Thus, culture influences what indi-
viduals see as overweight.

CONCEPT CHECK

•• How do our evolutionary history and current conditions 
of food abundance interact to promote obesity?

•• What are some of the environmental, psychological, and 
biological factors involved in obesity?

•• How is the brain involved in obesity?
•• What are some of the physical and psychological disorders for which obese individuals are at 

higher risk?
•• What are some of the factors at different levels that influence views of ideal weight?

The Major Eating Disorders
The three major eating disorders in DSM–5 are anorexia nervosa, bulimia nervosa, and binge eat-
ing disorder (Glasofer, Attia, & Walsh, 2015; Keel, Brown, Holland, & Bodell, 2012). Anorexia 
nervosa and bulimia nervosa are the most commonly discussed eating disorders. They tend to 
have an onset before puberty and mainly influence women. Various studies suggest that anorexia 
nervosa affects 0.5% of the population at any one time. Its lifetime prevalence is 0.9% in females 
and 0.3% in males. Bulimia is seen to have lifetime prevalence of around 1% to 2% in females in 
the United States. Binge eating tends to affect both genders with a somewhat varied onset. Its life-
time prevalence is seen to be 3.5% in females and 2% in males (Hudson, Hiripi, Pope, & Kessler, 
2007; see Table 10.2). Similar data in terms of prevalence have been found in Australian popula-
tions for these same disorders (Hay, Girosi, & Mond, 2015).

There is a developmental pattern seen in eating disorders. Both 
anorexia nervosa and bulimia show onset during adolescence with 
increased risk occurring from middle adolescence into young adult-
hood. Symptoms such as weight preoccupation, body dissatisfaction, 
and disordered eating also show an increasing trajectory with a peak at 
middle to late adolescence. This increase was shown in a sample of 745 
female twins who were followed from age 11 to age 25 (Slane, Klump, 
McGue, & Iacono, 2014). Although symptoms of bulimia tended to 
increase among those in this sample up to age 18, they then stabilize.

There is good evidence that eating disorders have a partial genetic 
component (Rankinen & Bouchard, 2006). As you will see, this 
genetic component may influence temperament, which sets the stage 
for an eating disorder. There is also a cultural component. When eat-
ing disorders are examined in terms of ethnic diversity within the 
United States, ethnic differences are seen.

One common finding with adolescent girls is that there is a higher 
prevalence of disordered eating in Hispanic and Native American 
females and a lower prevalence in white, black, and Asian American 
females (Lynch, Crosby, Wonderlich, & Striegel-Moore, 2011). 

Among adolescent girls, there is a higher prevalence of 
disordered eating in Hispanic and Native American females.
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