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RESUME 

 

ADOLESCENTS AMERICAINS ET FRANÇAIS : OBESITE, TROUBLES DU COMPORTEMENT 

ALIMENTAIRE,  ATTITUDES ET HABITUDES ALIMENTAIRES 

 

Cette thèse en doctorat présente les résultats d’une étude comparative sur le thème de 

l’alimentation et des caractéristiques  pondérales des  adolescents français et américains. Nous 

avons étudié notamment les questions des fréquences respectives  de l’obésité (OB), des 

attitudes et habitudes alimentaires dites « normales » ou  dite de l’« alimentation journalière » 

(HAAJ) et des troubles du comportement alimentaire (TCA) comme l’anorexie mentale (AN) et 

la boulimie (BN) dans deux échantillons d’adolescents français (N=1031) et américains 

(N=1573). Les principaux objectifs étaient de comparer ces échantillons pour leurs poids, leurs 

HAAJ, leur insatisfaction corporelle (liée avec l’OB et les TCA), les symptômes de TCA observés, 

et les « diagnostics » de TCA posés, afin de déterminer s’il existe des différences significatives 

entre ces deux cultures. Après la création d’un outil d’évaluation des HAAJ, une série de 

questionnaires a été administrée dans plusieurs lycées et collèges en France et aux Etats Unis.  

L’enquête avait pour hypothèses: 1.) que les français montrent un taux d’obésité et surpoids 

moindres par rapport aux américains; 2.) que les français montrent davantage de HAAJ dites 

« saines » 3.) que des prévalences de TCA cliniques et  sub-cliniques sont moindres pour le 

groupe des français.  Les résultats sur le statut pondéral soutiennent la première hypothèse. Les 

résultats sur les HAAJ soutiennent globalement  la deuxième hypothèse.  En revanche la 

troisième hypothèse n’a pas été  confirmée. 

 

FRENCH AND AMERICAN ADOLESCENTS : OBESITY, EATING DISORDERS, ATTITUDES AND 

PATTERNS OF EATING 

 

This dissertation presents the results of a study comparing French (N=1073) and U.S. 

American (N=1573) adolescents for cultural differences in every day eating (EDE) habits and 

attitudes, eating disorders (ED) such as anorexia (AN) and bulimia (BN), and weight status, in 

particular, obesity (OB). Subjects were compared for weight status, EDE, body dissatisfaction 

(which is linked to EDs and OB), ED symptoms and « diagnoses » of AN and BN.After developing 

an instrument to assess EDE, a series of questionnaires were administered in several French and 

American high schools.  The main hypotheses for the study were: 1.) that the French would 
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report a lower prevalence of OB and overweight compared to Americans ; 2.)that the French 

would report more “healthy” EDE behaviors and attitudes; and 3.)that prevalence of clinical and 

sub-clinical ED would be lower for the French group compared the American group. The results 

on weight status support the first hypothesis.  The results of the EDE assessment support the 

second hypothesis.  However, the third hypothesis was not confirmed in this study. 

 

Mots clés: troubles du comportement alimentaire, obésité, adolescents, français, américains 

Keywords: eating disorders, obesity, adolescents, France, United States 

 

RESUME SUBSTANTIEL 

Introduction 

La France et les Etats Unis d’Amérique sont deux pays occidentaux qui montrent de fortes 

différences en termes de coutumes, d’attitudes et de pratiques alimentaires journalières d’une part et 

en terme de  taux d’obésité d’autre part. En ce qui concerne les troubles du comportement alimentaire, 

les différences entre ces deux pays, si elles existent, n’ont pas été mise en évidence jusqu’à présent. 

L’obésité est un problème de santé publique majeur, du fait de sa fréquence et de ses 

conséquences aussi bien somatiques (diabète, risque cardio-vasculaire) que psychologiques.  L’obésité 

chez le sujet jeune prédit l’obésité chez l’adulte, avec une mortalité et une morbidité supérieures à 

celles de l’obésité qui débute à l’âge adulte (1–5). La prévalence de l’obésité aux Etats Unis pour les 

enfants est en augmentation constante et pour les personnes âgées de 2-19 ans elle est estimée à 11,9%  

(6,7).  En France, chez les jeunes, la prévalence a augmenté pendant les dernières décennies (8–10) et 

une étude sur les jeunes de 12 ans dans l’est de la France a observé une prévalence de ce problème de 

5,2% (11). Des différences pondérales entre ces deux pays ont été montrées par Cole (12) et le groupe 

de travail international pour l’obésité (13,14) : les américains ont un poids moyen supérieur aux français, 

tous âges confondus.  

Les troubles des conduites alimentaires (TCA), anorexie mentale et boulimie, sont des 

pathologies psychiatriques fréquentes, invalidantes et souvent chroniques, qui touchent essentiellement 

les jeunes filles et les jeunes femmes.  Aux Etats-Unis, l’anorexie mentale est, en fréquence, le troisième 

trouble chronique chez les adolescentes, après l’obésité et l’asthme, avec une prévalence entre 0.5 et 

1% (15,16). Des études en Amérique du Nord et en France indiquent une prévalence de la boulimie chez 

les jeunes filles et les jeunes femmes égale ou supérieure à 1% (17–20). De plus, les enquêtes en 

population générale montrent la fréquence des troubles alimentaires sub-cliniques, associés, comme les 

troubles cliniques, à une comorbidité significative (17,21). Nous n’avons pas trouvé d’étude comparant 

la France et les Etats-Unis pour les TCA. 
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L’étiologie multifactorielle de l’obésité et des troubles des conduites alimentaires est largement 

reconnue. Elle implique des facteurs individuels et familiaux, tant génétiques que psychologiques, et des 

facteurs environnementaux, notamment culturels. Néanmoins, la nature exacte des déterminants 

culturels impliqués reste à identifier.  

Les études précédentes, concernant des adultes, ont montré plusieurs différences entre français 

et américains en ce qui concerne les habitudes, attitudes et coutumes alimentaires cliniquement non-

dysfonctionnelles, ce que nous pourrions appeler « habitudes et attitudes alimentaires journalières » 

(HAAJ)  (22–25).  Notamment, les français sont plus à l’aise aux repas et face aux aliments que les 

américains, ils prennent plus de temps et mangent principalement en famille ou en présence des amis 

ou collègues. Les américains montrent plus d’angoisse face aux décisions concernant l’alimentation, 

grignotent plus que les français et sont moins traditionnels dans la préparation et présentation des 

repas. Ils mangent souvent seuls ou devant une télévision ou même devant leur ordinateur au travail ce 

qui s’observe beaucoup moins en France (22–29). 

En tenant compte du fait que les adultes et enfants français ont un taux d’obésité  nettement 

moins élevé que le américains et que les différences existent entre ces deux pays en HAAJ, l’équipe de 

chercheurs, américains et français à laquelle je suis associée, s’est posée les questions suivantes : La 

fréquence des TCA est-elle différente entre ces deux pays ?  Existe-t-il des différences de HAAJ entre les 

adolescents de ces deux pays comme montrées pour les adultes ? —la population adolescente étant la 

plus touchée par les TCA.  Les différences observées entre ces deux pays en ce qui concerne l’obésité 

(OB) et le surpoids (SP) sont-elles si différentes ?—les écarts observés sont le fruit d’études utilisant des 

méthodes différentes ? Peu d’études ont directement comparé ces deux pays en utilisant le même 

instrument.  Une comparaison directe apparaissait donc utile pour confirmer les taux de différences 

pondérales des adolescents (OB notamment), observer les différences de fréquence des TCA (s’ils 

existent) et confirmer (ou non) les différences d’HAAJ.  

 

Les hypothèses principales de cette étude étaient donc qu’il existe, chez les adolescents, des 

différences entre les taux d’OB ainsi que de SP dans deux différentes cultures occidentales, les Etats Unis 

d’Amérique et la France ; que les habitudes et les attitudes concernant la nourriture et l’alimentation 

journalières (HAAJ) sont différentes entre ces deux pays ; et que celles-ci s’accompagnent de différences 

dans la prévalence des TCA cliniques et des TCA sub-cliniques. Plus précisément, nous nous attendions à 

ce que : les adolescents français montrent des taux d’obésité et de surpoids moindres comparés aux 

américains ; les français rapportent des taux de TCA cliniques et  sub-cliniques inférieurs aux américains ; 

les français aient des scores de HAAJ indiquant des habitudes et attitudes plus saines que les américains.  

A notre connaissance, il n’existait pas alors, comme à ce jour, d’étude comparative entre la France et les 

Etats Unis d’Amérique comparant conjointement les HAAJ, l’OB et les TCA. Nous avons donc souhaité 

testé nos hypothèses dans une étude comparative entre adolescents français et américains.  
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Méthodologie 

Population 

 

Afin de recruter une population large et le plus représentative que possible d’adolescents non 

demandeurs de soins, l’enquête s’est déroulée dans des établissements scolaires, en France et aux Etats-

Unis. Plusieurs établissements ont été sélectionnés dans chaque pays, afin d’obtenir des échantillons 

variés quant à l’appartenance géographique et sociodémographique des sujets: population urbaine et 

population rurale ou semi-rurale, écoles privées, établissements publics de secteurs à prédominance de 

classes moyennes, établissements publics de secteurs à population mixte sur le plan ethnique et 

socioéconomique. Entre les deux pays, nous avons procédé à un appariement école par école pour les 

caractéristiques des populations scolarisées. 

L’étude regroupait des élèves de Collège (classe de 3ème) et de Lycée (classes de 2de à la 

Terminale) en France, et des élèves de « High School » (grades 9-12) aux Etats-Unis. L’échantillon total 

recruté par nos soins, pour chaque pays était de 1573 pour les Etats-Unis, 1073 pour la France. Dans 

chaque établissement, toutes les classes et tous les élèves de chaque classe ont été sollicités pour 

l’enquête, la plupart des établissements (des deux pays) ont préféré proposer l’enquête durant  les cours 

de SVT, PS, Français ou Anglais. Six établissements français ont choisis de participer à l’étude alors que 

onze écoles américaines ont participé.  L’enquête a été faite sous forme d’auto-questionnaire, qui était 

rempli par les élèves au cours d’une heure de classe normale dans leur lycée/high school. 

 

Instruments 

 

Le questionnaire comportait plusieurs parties : 

 

-    Questions sur la taille et le poids actuels (calcul de l’indice de masse corporelle ou IMC, body mass 

index BMI), l’histoire pondérale, le poids souhaité, et le statut pubertaire du sujet, et questions sur 

la corpulence de chacun des parents biologiques (à l’aide d’une série de silhouettes standardisées). 

- Le McKnight Risk Factor Survey IV(30–32) qui a été traduit en français par les investigateurs. 
Ce questionnaire de 106 items comporte des questions sur divers facteurs de risque pour les 
troubles pondéraux et les TCA, incluant: facteurs sociodémographiques et familiaux, 
régimes alimentaires et autres méthodes de contrôle du poids, comportements 
alimentaires, consommation de substances, image du corps et insatisfaction corporelle, 
estime de soi, régulation affective et émotionnelle, relations avec les pairs, influence des 
images culturelles et médiatiques, et stratégies de coping (faire face aux difficultés de la 
vie).  
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- Un questionnaire développé par les investigateurs, en français et en anglais, pour évaluer 
les pratiques alimentaires et les attitudes vis-à-vis de la nourriture : le questionnaire APA 
(Attitudes et Pratiques de l’Alimentation). Ce questionnaire de 28 items évalue : la 
régularité des repas, le choix des aliments (par ex., composition calorique, produits allégés, 
produits frais, conserves, …), la fréquence, l’importance et les modalités des repas pris en 
famille, les pratiques culinaires familiales, les repas quotidiens et les repas de fête et 
l’alimentation en dehors des repas (snacks, grignotage). 
 

- Un questionnaire bref de dépistage des troubles des conduites alimentaires, le SCOFF (Sick, 
Control, One stone, Fat, Food) (33), traduit en français et en cours de validation en France. 

 

 

Procédure 

 

Les questionnaires étaient administrés dans des Lycées (et quelques collèges) dans plusieurs 

régions des Etats Unis et en région parisienne et dans l’est de la France. Les sujets et leurs parents (pour 

les mineurs) étaient informés des objectifs et des modalités de l’étude, et chacun signait un formulaire 

de consentement.  

Les questionnaires étaient anonymes. Nous demandions aux élèves de ne pas écrire leurs noms, 

afin d’éviter toute identification (seul leur âge était indiqué). Le questionnaire de chaque élève était 

préalablement numéroté suivant la liste de la classe, un numéro étant attribué à chaque élève. La liste 

qui indiquait la correspondance entre les numéros et les noms était uniquement consultée si l’élève 

mentionnait des éléments qui révèlent un danger possible pour lui-même ou pour les autres, ou s’il ou 

elle avait un trouble du comportement alimentaire sévère. Les questionnaires et la liste étaient gardés 

séparément et dans des endroits sûrs (des conseils thérapeutiques était alors donnés de manière 

individuelle et confidentielle). 

A l’issue de l’enquête, une présentation a été faite pour chaque classe dans le but de sensibiliser, 

informer, et mieux faire comprendre les effets potentiels des troubles des comportements alimentaires, 

des troubles de l’image du corps et des troubles de poids.  Nous avons également distribué des 

brochures de sensibilisation et une liste d’organismes permettant aux élèves de trouver de l’aide si 

nécessaire, pour eux-mêmes ou pour autrui.  

 

RETOMBEES POTENTIELLES DE LA RECHERCHE 

 

Les objectifs de l’enquête furent d’identifier et de décrire les facteurs culturels et les pratiques 

alimentaires liées à la survenue de problèmes pondéraux et de troubles des conduites alimentaires chez 
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les adolescents. La mise en évidence de ces facteurs devrait permettre de mieux informer les jeunes et 

leurs éducateurs sur les facteurs de risque et la gravité de ces pathologies, et d’émettre des 

recommandations concernant des stratégies de prévention. De plus, une sensibilisation sur l’ampleur 

des problèmes de poids et des conduites alimentaires pathologiques en population générale est capitale.  

Les troubles du poids et les troubles de conduites alimentaires sont des pathologies dont l’évolution 

spontanée va vers la chronicité avec des complications somatiques et psychiatriques majeures. Outre la 

détresse psychologique qu’entraînent ces pathologies, leur coût socio-économique est extrêmement 

élevé. Une fois installées, elles nécessitent souvent une multitude d’interventions thérapeutiques 

coûteuses et prolongées. Il en est de même du traitement de leurs complications à court et à long 

terme. 

La mise en évidence de facteurs de risque identifiables et potentiellement modifiables (les 

attitudes et les pratiques alimentaires) permettra d’empêcher le développement des troubles 

pondéraux et des troubles alimentaires chez les sujets jeunes, ainsi qu’une meilleure éducation 

collective autour de l’alimentation et de la nutrition.  Nous espérons que l’information recueillie dans 

cette thèse permettra de promouvoir la diffusion d’information sur les habitudes et attitudes 

alimentaires journalières protecteurs et réparatrices. 

Une discussion en français sur les résultats globale de l’étude et sur nos conclusions est 

présentée à la fin de cette thèse. 
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INTRODUCTION 

            Eating and drinking are a natural part of the progression of people’s days and are linked to daily 

schedules, roles and responsibilities at home and at work (1).  Every-day eating (EDE) consists of 

behaviors undertaken regularly and customarily by a given individual or group for self-nourishment or 

the nourishment of their young (2). The notion of EDE is not new: in the 4th century BC, Aristotle first 

suggested that EDE behaviors might have an effect on health, and nutritional guidelines for training 

athletes were used in ancient Greece (3). Much later, in the early 20th century, Casimir Funk coined the 

term “vitamines” which contributed to the dissemination of ideas about nutrition (4) . With increasing 

public interest in nutrition in recent decades (5), the information garnered and presented has changed, 

and even contradicted itself at times—leading to sometimes confusing media and educational messages, 

and information overload (6,7).  Some successful effort has been made, nonetheless, by European 

governments to promote healthy eating practices among their populations, in order to improve health 

and decrease nutrition-related health problems (8–10).  

 Nutritionists have been scientifically studying human consumptive behavior and the nutritional 

qualities of given foods and nutrients since the 18th century: starting with the pioneering work of 

Lavoisier, the rigorous study of nutrition developed (11).   EDE practices have been studied by research 

teams in the past few decades, especially since the global alarm was sounded over the obesity epidemic 

(12–14)— more recently termed “pandemic” (15).   

 Due to the rapid increase in the prevalence of obesity, researchers have suggested that 

psychological and behavioral factors, as opposed to biological factors, are primarily responsible for the 

trend (16,17). Traditional food patterns are changing (1,18,19),such that certain EDE customs, attitudes 

and practices, which are protective against the development of dysfunctional eating behaviors (20–22) 

and weight disorders (21–25), may be lost.   In contrast, it is well understood that certain unhealthy EDE 

behaviors, patterns and attitudes (or beliefs) are related to eating disorders (EDs) such as anorexia 

nervosa (AN) and bulimia nervosa (BN) (22,26–31), and weight problems (2,22,29,32,33).  For example, 

recent work by Neumark-Sztainer et al.(20,22,34) and Haines et al. (35) showed that EDE patterns such 

as having dinner with the family in a positive setting  were protective against EDs and weight problems 

such as obesity (OB).  Other research has shown that the role of environment (36) and eating behaviors 

are crucial and that changing EDE habits is essential in dealing with obesity (2,33,37–39),while 

environment and beliefs around eating and certain EDE behaviors must be addressed in the treatment of 

ED (38,40,36).  Specifically, unhealthy EDE patterns such as skipping meals, high consumption of 
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carbonated drinks, eating out, grazing, snacking, restricting food intake through dieting or fasting (which 

are often followed by purging or overeating) increase the risk for developing  OB and are related to 

onset and maintenance of EDs (35,41–46). 

Every Day Eating Between cultures 

There have been increasing efforts in recent years to study the power of cultural influence on ED 

and how cultural factors intersect with individual ones to produce ED (47)and obesity(48,49).  Describing 

cultural differences in eating and identifying which specific cultural practices and attitudes protect and 

benefit human physical and psychological health can aid in the development and improvement of ED 

and OB prevention programs, medical and psychological intervention programs and educating the public 

(50–52). The negative health effects of these disorders are well understood and described in the 

literature (12,40,45). Defining practices which protect against and reduce rates of OB and ED may aid in 

addressing and redirecting public education regarding food practices for the ultimate goal of harnessing 

and slowing the obesity epidemic (52) and EDs.  

 Repairing and restructuring maladaptive cultural behaviors which promote and maintain these 

disorders is a tall order and may not be possible, given the fact that individual choice appears to be the 

ultimate deciding factor in whether or not maladaptive (or adaptive) behaviors are undertaken and 

maintained in the first place and given the present “obesogenic” nature of certain environments, with 

their availability of high density, nutritionally poor yet affordable foods in the marketplace (53,54).  

However, a recent amelioration of the nutritional status of thepopulation in France (55) seems to be the 

result of government sponsored and supported efforts at educating the public and providing access to 

healthier foods (56).  Furthermore, a group of studies by Wansink (57) in the United States challenges 

the notion of choice in human food consumption: this group and their research maintains that humans 

are subject to manipulation by the environment such that their responses to the presence and portions 

of food may be automatic and due to unconscious processes rather than voluntary.  If the results are 

shown to be robust in this group’s continued work, the argument in favor of government intervention 

for reducing obesogenic or “ED-genic” (i.e. risk factors for ED) elements in the environment will be 

further supported. 

 

To say that every-day eating practices and attitudes differ between cultures (58,59) and impact 

adults’ and children’s body size and what they eat (49) is an understatement.  It is not necessary to be a 

scientific researcher to observe cultural eating differences; one need merely be an observant tourist 
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(60). The study of EDE behaviors and attitudes have become more common in recent literature as global 

interest in nutrition, eating styles and obesity rates have increased (61,62), although there have been 

few cross-cultural studies using the same instrument (63).  

Cultural beliefs and attitudes contribute significantly to the development of ED (64) and since ED 

behavior is more prevalent in industrialized and Western societies, culture is considered to be one of the 

major factors in the etiology of ED (63). With regard to OB, adolescent weight problems have become a 

widespread problem in the developed world, so it is timely to understand commonalities and differences 

underlying EDE practices across countries and delineate which cultural patterns and beliefs are 

protective against weight problems (21,50). 

France and the United States are two western countries which have been studied in recent years 

in terms of eating habits and attitudes, perhaps because of significant differences in obesity between 

these two countries (49,65)—the higher weight averages found among U.S.A. populations— 

 and to common notions of France as a culinary (49,59), traditional, “slow” food culture (66,67) 

contrasted with widespread agreement that the U.S.A. is a “toxic,” fast food, cheap food, industrial food 

culture (51,59,66). 

Most previous studies comparing France and the U.S.A. were performed on adult populations 

and they conclude that differences do exist  and these differences in health behaviors translate into 

different rates of obesity for the two countries (66). Differences in prevalence of ED between these two 

countries are unknown, so the question emerges: are differences in EDE in these two cultures also 

associated with different rates of ED? A future article by the present research team will explore this 

question. 

The present research group chose to study adolescents from France and the U.S.A. for several 

reasons:  1) to explore whether differences in EDE exist among adolescents from these countries, as they 

do among adults; 2) improvement in eating behaviors and patterns (i.e. nutrition and healthy lifestyle) in 

coming decades is essential for the reduction of obesity rates and protection against eating disorders 

(29) and knowledge of country differences may aid in delineating the EDE behaviors which are protective 

and/or reparative; 3) adolescents are at risk for ED and OB (68) yet while they are growing they need 

sufficient nutrients (as opposed to excess of intake) in order to grow up healthier, to ensure better 

learning capacity, performance and concentration in school (69) and in order to be better off socially and 

psychologically (45,70,71)—in short, nutrition and balanced eating habits are part of the cycle of 

wellness (23,45);  4) finally, adolescence is an important time to form lifelong EDE habits (45,72), 
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therefore, information which educates the public about healthy EDE behaviors for adolescents may 

support families in promoting them.  

The present study aims to compare France and U.S.A. adolescents for self-reported EDE 

behaviors and attitudes by country and by gender. Researchers from France, the U.S.A. and Canada 

hypothesize that adolescents from France will show overall healthier EDE attitudes and practices than 

their U.S.A. counterparts, as previous research with adult subjects has shown (66,73–76).  The specific 

eating practices and attitudes chosen for study in this project are grouped into the following categories 

or subscales: “healthy eating,” “unhealthy/increased eating,” “skipping meals,” “homemade meals,” and 

“eating diet/light foods”; which are assessed through the APE questionnaire, an instrument developed 

and tested by the present research team (77). Individual items on the APE are also explored. 

 

Background 

 

Before administering the questionnaire to the populations in question, as a first step in 

understanding known differences (or similarities) between France and the United states in terms of EDE, 

the research team researched within-country and between country studies for a literature review 

focusing on eating habits, patterns and attitudes (or beliefs).  The following section presents previous 

literature on the subject of EDE and on EDE comparisons between France and the United States. 

 

Eating with the family vs. meal skipping 

 Regularity of meal times, frequency of family meals and meal rituals are associated with better 

nutritional quality, healthful eating patterns, lower ED, lower high-risk behaviors (including bingeing, 

purging and excessive weight loss) in adolescents and young adults and lower health problems such as 

obesity and energy imbalance (34,35,38,78–83). Simply eating dinner with others is significantly 

associated with fruit and vegetable intake in young adults while eating on the run is related to higher 

soft drink intake, higher fast food and total fat intake and lower intake of healthful foods (79).  Meal 

skipping is associated with weight gain and poor nutrient intake, is related to unhealthy lifestyle 

behaviors and is considered to be an unhealthy weight control behavior (22,44,84) that may contribute 

to binge eating—which is associated with both ED and OB (38).  

 The home-cooked family meal has  “become a thing of the past” in the U.S.A. (5) where previous 

research showed that fewer than half of children eat with their families every night (85). In France, 
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however, regular meals and the traditional family meal remain more common (19,60) although there are 

signs of “de-structuration” of such eating-related traditions and rituals in France (19). Differences 

between France and the U.S.A. (strictly speaking, in terms of scientific research) with regard to meal 

skipping or eating on the run are unknown, yet much is written about the fact that the French eat 

regularly, in a balanced way and rarely “on the run,” while author Shapin laments that Americans “have 

become an eat-on-the-run, absent-mindedly feeding, cup-holder culture” (59,86). 

Eating out and Fast Food vs. home-cooked meals and use of fresh of ingredients in cooking 

The ingredients in food and its quantity are not under the control of the consumer who eats 

outside of the home (12).  Eating out is associated with lower intake of healthful foods and higher intake 

of food overall (87) as well as higher intake of unhealthful foods such as saturated fats, sodium, soft 

drinks and fast food (72,79). Fast food is associated with poor dietary intake and with weight gain, which 

likely increase risk for OB (84,88–92). U.S. American adolescents over consume fast food, regardless of 

their body weight (93).  However, when they report attitudes towards healthy eating they may decrease 

fast-food consumption (91).  Fruit, vegetable and milk intake is lower among frequent adolescent fast 

food restaurant users (89) and frequent fast food intake (> 3 times a week) was reported by 20-33% of 

U.S.A. adolescents transitioning into young adulthood (91). A recent study demonstrated that the salt 

content of fast food is excessive and is higher in the U.S.A. than in France (94). Since the 1980s 

Americans have been increasingly eating out, which is associated with adverse nutritional and weight 

related consequences for children and adults (72,95–100).  Fast food sales have increased substantially 

in the U.S.A. (101) and in France have been following (60). 

Meals cooked at home are higher in essential nutrients and fiber (102–104) and lower in non-

nutritive or unhealthful ingredients such as excess fat and sodium (104).  The use of fresh or raw 

ingredients (as opposed to frozen, canned, bottled or boxed ingredients; or “industrially made” prepared 

foods) is associated with higher nutritional quality of meals, as long as the fresh ingredients—such as 

fruits and vegetables—aren’t kept too long (105).  A stronger interest in health, organic products and 

freshness is related to “not being obese” (106).   Overweight and obesity are associated with one-time-a-

week (at least) take-out dinner purchases (83) as opposed to meals made at home.  A decrease in 

frequency of home cooked meals (using raw ingredients) has been observed in France, although France 

is still considered to have one of the most stable food culture and resilient meal patterns among 

developed nations (42,59). For the French compared to Americans, freshness of food and taste are more 
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important than shelf life (6,59) and the French are more interested in quality of food than in quantity 

(75). 

 

Fruit and vegetable intake 

Few adolescents and young adults consume fruits and vegetables in recommended amounts 

(107). Eating fruits and vegetables since childhood leads to higher intakes of those foods in adulthood 

(72,108,109)and increasing fruit and vegetable consumption (while reducing portion sizes of other foods 

and sweet drink consumption) have been found to offer health benefits related to (and “above and 

beyond”) the prevention of overweight for children (71). Many children choose foods that are high in fat 

or added sugars at the expense of nutrient-dense foods, vegetables, whole-grains and other foods (96), 

which may exacerbate the trend toward increasing OB and other health problems; indeed, the 

consumption of high-calorie, low quality snacks are linked to excessive weight gain (92).  More French 

adults eat fruits and vegetables than their American counterparts (66,110). 

Soft drink consumption 

Sugar rich drinks are related to weight problems (12) and OB in children (45,92) ; whereas 

reduction in consumption of carbonated drinks is associated with reduction in overweight and OB in 

children (71,111).  In the U.S.A. drinking soda is likely to replace eating fruit or drinking fruit juice or milk 

and many teens replace milk consumption with soda, twice as much or more, according to certain 

researchers (112,113).  Replacement of milk results in lower intakes of calcium: the average U.S.A. 

teenage girl gets 40 percent less calcium than she needs (112,113) and  U.S.A. pre-school children drink 

less milk than recommended (114).  By contrast, in France, children and adults alike are commonly 

encouraged in families to eat dairy products daily and to be sure their water intake is sufficient (115) 

although there is no recent research, to our knowledge, showing whether soda intake is replacing water 

and dairy intake in France.  

Soft drink (sodas, flavored water, sweetened juice drinks) consumption by American children 

and adults has increased substantially in recent decades (95,116).  Americans drink up to six times more 

soda than fruit juice (113); 7 cans a day are consumed (84 oz. altogether) by some.   Where soda servings 

have increased from 6 ½ ounce bottles in the 1950s to 20-ounce bottles in 1998; a “child size” soft drink 

in fast food restaurants is 12-ounces and a “small” is 16 ounces.  The “double gulp” at 7-11 stores is 64 

ounces.  A 12-ounce can of non-diet cola has about 10 sugar cubes in it (10 teaspoons) (112,113). 
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According to authors Lang and Heasman, “Colas and burgers are now synonymous with America” (117).  

Significantly fewer French adults drink sweetened beverages than their American counterparts (66) and 

the principal liquid consumed by French people of all ages is water (118).  

 

Diet or “light” foods, Fat-free, low-calorie attitudes and behaviors 

The French eat fewer fat-reduced, “light” or “diet” foods than their U.S.A. counterparts 

(6,59,74,115,119) yet the French remain thinner than U.S. Americans (6,76,120–123). In the U.S.A., 

consumption of foods labeled “fat-free” or “healthy” can lead to overeating (124).  According to 

researchers Rozin et al. (125,126), a  third of Americans seek a totally fat-free (“and therefore actually 

fatal”) diet and they view fat as a toxin (125).  Excessive attention for food calories is a risk factor for ED 

(127). The French regularly disdain foods which contain high amounts of “chemicals” and therefore shun 

“diet,” “low-carb,” “low-cal,” “fat-free,”(i.e. foods in which natural fats are replaced with synthetic 

ingredients) or “light” foods to a higher degree than Americans do (77,115). Food is viewed as more 

sensory and social by the French compared to U.S. Americans, as opposed to being seen as a source of 

nutrients, toxins or calories (73).  As part of common discourse and behavior in France, “eating light” is a 

widely discussed value, but it is addressed through buying fresh ingredients at the marketplace, cooking 

at home using oils instead of butter and choosing fresh lean meats or fish; fresh vegetables as opposed 

to pre-prepared ones and choosing fruit or homemade, in-season fruit-based desserts more often than 

choosing rich desserts, except on special occasions.  It is less common for the French to decrease their 

calorie or fat load through the intake of “industrially manufactured foods” which have been chemically 

altered to be “light” or “low-cal” (115).   

 

Snacking/Grazing 

Snacks are often high in fat and sugar and constitute a considerable portion of American 

children’s and adolescents’ total energy intake (45).  Energy dense foods are associated with overweight 

and OB (128), although a surprising finding showed that children’s (from 34 countries) higher sweets 

intake was associated with lower odds for overweight (129), so perhaps “sweets” intake and high-

density snacking lead to different outcomes.  In the U.S.A., snacking or eating outside ofmealtimes has 

increased since the 1980s (95,130) and adolescent frequency of snacking has been shown to be  

associated with elevated fast food intake in the U.S.A. (91).  In contrast, the French snack less than 
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Americans (6,74); snacking (what nutritionists may call “grazing”) or eating outside of a traditional meal, 

is rather rare in France (6).  Although the French routinely offer a snack or "goûter" to children at 

4:00pm every day, this is considered a healthy part of daily eating practices.  It is a routine moment of 

pleasure and is given the same respect as a small meal, normally consisting of fruit, quite often pieces of 

baguette and squares of chocolate, along with yogurt.  It is meant to give children energy and keep them 

from being hungry before the evening meal, which is late by U.S.A. standards, usually between 7:00 and 

8:00pm. The "goûter" can perhaps be likened to the English tea and is not considered snacking because 

of its purpose, its meal status and its consistency. Moreover, French children are  actively discouraged 

from grazing or snacking between meals, the goûter considered as meal more than a snack  (115,131). 

 

Attitudes towards food: France vs. the United States 

According to a series of studies by Rozin et al. there are sharp, highly significant differences 

between France and the U.S.A. in attitudes of adults towards eating (125).  They demonstrated that the 

French are less anxious and less guilty about food and eating than Americans (73), and that the French 

have a more positive attitude towards food, worry less about health consequences, and pay more 

attention to their food in a sensory fashion rather than in terms of nutrition (73,125). Rozin and 

colleagues discuss the French tradition of moderation (versus the American value on abundance), which 

emphasizes the joys of the moment rather than making life comfortable and easy; and they believe that 

it supports a healthier lifestyle (6). Furthermore, according to these researchers, the French experience 

less stress and more pleasure in relation to eating (73); they focus more on the experience of eating 

while Americans attend more to the consequences of eating; “the French seem to consider eating a 

more important part of life” and encourage slow, moderate, social eating(6). In sum, French attitudes 

towards the importance of  pleasure,  quality of food and social aspects of eating may be part of a 

protective lifestyle (against OB) of the French environment (25).  

 

Based on the adult literature, our hypothesis was that we would find higher frequencies of 

healthy EDE behaviors, attitudes and patterns in French compared to American adolescents. That is, we 

expected the French sample of adolescents to have higher scores on the APE subscales assessing 

“healthy eating,”  and “homemade meals;” and lower scores on the subscales for “eating diet/light 

food,” “unhealthy/increased eating,” and “skipping meals” compared to the U.S.A. sample.  We also 

expected to find a higher rate of “healthy” responses to individual APE items for the French sample.  For 
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example, on the items referring to use of fresh ingredients in cooking and home-cooked family meals 

(77),  we expected higher scores for the French group; and on questions referring to fast-food patronage 

and grazing, we expected higher scores for the U.S.A. sample.  Our notions about what constitutes 

healthy eating (and what does not) are derived from previous research (115) and are explained above. 

METHOD 

Study Population and Procedure 

 

 The study was conducted among high school (Lycée) students in the U.S.A. and France.  A 

number of schools were selected from each country.  In order to collect data from a diversified sample, 

with regards to geographic and socio-demographic profiles of the participants, in both countries, the 

study samples came from urban and rural/semi-rural populations, private schools, public schools in 

predominantly white middle class areas, and public schools in areas encompassing mixed ethnic and 

socio-demographic groups.  In the United States, 11 schools from the following states were visited: 

California (northern and southern), Massachusetts (Boston, Boston suburbs), Wisconsin (suburb), and 

Illinois (countryside).  In France, six schools were visited:  in Paris and its suburbs, and in the East of 

France (countryside).   

 Since the U.S. High Schools include the last 4 years of secondary education (9-12th grades), while 

the Lycées in France include only the last 3 years (equivalent to 10-12th grades), we were missing the 

younger subjects in France.  We compensated only partially by recruiting a small number of students in 

the last year of Collège (3ème , which corresponds to 9th grade in the U.S.A.) in the few schools that 

included a Collège as well as a Lycée.   

The study was approved by the Research Ethic Board of Stanford University, California, for the 

U.S.A., and by the Institut National pour la Santé et la Recherche Médicale (INSERM), in Paris, for France.  

In addition, within each country, consent was solicited from the participating school boards and/or 

individual schools, and student participation was voluntary.  There was no incentive given to students or 

schools in return for participation.  Prior to data collection, both students and their parents were given 

detailed information regarding the incoming study and asked for their written consent. 
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After administering the questionnaires, researchers returned to the classrooms, usually the next 

day, to give a presentation informing the students about eating disorders, weight problems, body image 

problems, and balanced eating habits and attitudes. Brochures were distributed and students were 

permitted to ask questions and talk to the researcher-clinicians.  While incentives were not offered for 

participation in the study, we believe that teachers and students alike were highly motivated to 

participate because they were interested in hearing the presentation.  Students who did not participate 

were not excluded from the presentation.  

 The study had a high participation rate: only about 15% of youth who were presented the study 

declined participation.  We believe the high rate may be due to the fact that, besides offering a 

presentation, researchers had personally visited teachers, principals or school health personnel before 

the study in order to request their participation and explain the purposes of the study. This personal 

contact may have further motivated school personnel.   Furthermore, the day before administering 

questionnaires, classrooms were given a 10-minute pre-briefing, in which a description of the study was 

given and consent forms were passed out. This, too, may have increased the motivation of students to 

participate. 

The total sample size was 2,186 participants: 1,113 in the U.S.A. and 1,073 in France. 

Instruments 

General socio-demographic data  

The study questionnaire started by asking information pertaining to participants’ age, grade, gender, 

parental education background, parental marital status, ethnic background of the family, and language 

spoken in the home. 

The APE (Attitudes and Patterns of Eating) Questionnaire 

The APE  is a questionnaire which was developed by the research team (77).  It is a 28-item self-

report questionnaire, measuring adolescents’ EDE attitudes and patterns . Each item of the APE is scored 

on a five-point Likert scale, where the participant rates his/her agreement with the statement “how 

important is it to you that…” or “how often do you…” (range: 1 = not important; 5=very important; or,  

1=never; 3= sometimes; 5= always).  

The APE consists of five subscales which were the product of a factor analysis (77): “healthy 
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eating,” “unhealthy/increased eating,” “skipping meals,” “homemade meals,” and “eating diet/light 

foods.”  The questionnaire was translated and back translated into both English and French. The APE 

questionnaire showed sufficient face validity and internal consistency, as reported in a previous article 

(77).  It takes about 10 minutes to complete. Two extra individual questions were added to the APE for 

this study: “Do you eat in restaurants with your family (not fast food restaurants)?”  and “Does your 

family (immediate or extended) have big or special meals for special occasions?” 

 

Statistical Analyses 

APE Subscale differences between groups 

 Using the Statistical Package for the Social Sciences (SPSS) version 20.0, a multivariate analysis of 

covariance (MANCOVA) was conducted to examine the effects of gender and country on the five APE 

subscales. The covariates used for this analysis were parental education and participant age, which were 

found to differ across countries. Parental education level was thought to be a good measure for socio-

economic status; and an age difference between French and U.S. American subjects was noted, namely 

that the French group was an average one year older than the U.S.A. group.  Other analysis specific 

assumptions (e.g., homogeneity of regression slopes) were also explored. Significant MANCOVA findings 

supported the exploration of individual analysis of covariance (ANCOVAs). 

Data cleaning and assumptions checking 

 Participants with missing data on any of the 5 APE subscales were excluded from statistical 

analyses. For all groups combined, all variables had less than 5% missing data, thus it was assumed that 

the data was missing completely at random. Normality, linearity and homoscedasticity were explored 

using a number of visual aids and statistical resources. Linearity and homoscedasticity were met; 

however, normality was not met (132). There were no concerns with multicollinearity. Normality was 

not met because of the skewness of some of the outcome variables. In order to correct for the skewness 

of the outcome variables and to address lack of normality, square root and log transformations were 

performed. MANCOVAs were conducted with and without the transformed data, however, results 

yielded identical patterns; thus, MANCOVA without transformations was retained. After computing 

standardized scores (Z-scores) of the outcome variables and using a Z-score criterion of 3.29 (p < .001, 

two-tailed test), it was determined that there were 4 univariate outliers. Using a Mahalanobis distance 
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cutoff of χ2(9) =27.877 for p < .001, there was 1 multivariate outlier (Mahalanobis distance of 32.36). The 

univariate outliers were brought within range while still holding their rank of extremeness and were 

considered to be the source of the non-normality of the outcome variables. Upon checking the 

homogeneity of covariance assumption, it was determined that the MANCOVA had a Type I error 

inflation because the smallest group was responsible for the larger variances and covariances (132). A 

Bonferroni correction (α = .05/ 5 = .01) was applied to the results of the MANCOVA in order to ensure 

that the multivariate test was not overly liberal. The assumption of homogeneity of regression slopes 

was satisfied. A Bonferroni correction was applied to the interpretation of the ANCOVA results due to 

the violation of Levene’s formal test of homogeneity of variances for almost all of the APE subscales. 

 

Individual APE items: T-tests 

Independent samples t-tests were performed in order to determine mean APE individual item 

differences in the characteristics of the four groups (French male, French female; U.S.A. male, U.S.A. 

female). 

 

Results 

The sample size was 1113 students from the U.S.A. and 1073 students from France. Due to a few missing 

data (students did not always answer every item on the questionnaire) sample size may vary slightly 

from one subscale to another. 

Description of the samples (Table 1)  
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Table 1. Sample characteristics according to country and gender ( total N= 2186) 

Characteristic 

FRANCE (N= 1073) U.S. (N= 1113) 

Males 

(n=436) 

Females 

(n=637) 

Males 

(n=399) 

Females  

(n=714) 

Age in years: mean (SD) 16.52 (1.59) 16.63 (1.48) 15.90 (1.06) 15.85 (1.11) 

range 10.17 – 23.00 13.00 – 22.00 14.08 – 20.08 13.25 – 20.00 

Grade: n (%)     

   9th grade 145 (33.0) 52 (8.2) 180 (45.1) 314 (44.0) 

   10th grade  161 (36.7) 351 (55.1) 132 (33.1) 204 (28.6) 

   11th grade 92 (21.0) 123 (19.3) 69 (17.3) 155 (21.7) 

   12th grade 41 (9.3) 111 (17.4) 18 (4.5) 41 (5.7) 

N (%) participants speaking language 

of country of residence in their family 

340 (85.6) 503 (81.0) 231 (65.4) 531 (75.3) 

Country of origin of family  N (%)     

France       320 (77.9) 353 (57.5) 0 (0) 0 (0) 

   Other European countries 15 (3.6) 51 (8.3) 46 (11.9) 138 (19.7) 

   North America 1 (0.2) 1 (0.2) 150 (38.9) 252 (36.0) 

   Other country 75 (18.2) 209 (34.0) 190 (49.2) 310 (44.3) 

Parental education: N (%)     

   Neither parent has post-secondary 

education 

263 (59.9) 395 (62.0) 218 (54.6) 287 (40.2) 

   One/both parents have post-

secondary education 

176 (40.1) 242 (38.0) 181 (45.4) 427 (59.8) 

 

 

Scores on APE Subscales 

Mean scores (and standard deviations) on the five APE subscales are shown per country (Table 

2) and per gender (Table 3).  

A Bonferroni correction (α = .05/ 5 = .01) was applied to the results of the MANCOVA as a means 

of addressing the violation of the homogeneity of covariance assumption. Using Pillai’s criterion, there 
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was a non significant effect of the covariate age (F(5, 978) = 2.95, p = .012, η2 = .015). The effect of age 

accounted for 1.5% of variance in the linear combination of APE subscale scores. The MANCOVA had an 

observed power of .86 to detect the effect of the covariate. Using Pillai’s criterion, there was a 

significant effect of the covariate parental education (F(5, 978) = 4.33, p = .001, η2 = .022). Parental 

education accounted for 2.2% of the variance in the linear combination of APE subscale scores. The 

MANCOVA had an observed power of .97 to detect the effect of parental education. Using Pillai’s 

criterion, there was a significant effect of country (F(5, 978) = 26.48, p< .001, η2 = .119). Country 

accounted for 11.9% of the variance in the linear combination of APE subscale scores. The MANCOVA 

had an observed power of 1.00 to detect the effect of country. Using Pillai’s criterion, there was a 

significant effect of gender (F(5, 978) = 15.04, p< .001, η2 = .071). Gender accounted for 7.1% of the 

variance in the linear combination of APE subscale scores. The MANCOVA had an observed power of 

1.00 to detect the effect of gender. Using Pillai’s criterion, there was a non significant country by gender 

interaction (F(5, 978) = 1.41, p = .219, η2 = .007). The country by gender interaction accounted for 0.7% 

of the variance in the linear combination of APE subscale scores. The MANCOVA had an observed power 

of .50 to detect the country by gender effect.  

 Due to the lack of significance of the effect of the age covariate and of the country by gender 

interaction, these effects were not explored further. A Bonferroni correction of α = .01 was applied to 

the interpretation of the individual ANCOVAs for the significant effects above aforementioned. There 

was a significant effect of the parental education covariate only on the APE4 subscale (F(1, 982) = 17.69, 

p< .001, η2  = .018). There was a significant effect of country on the APE1, APE3 and APE4 subscales (See 

Table 2).  There was also a significant effect of gender on the APE1, APE3 and APE4 subscales (See Table 

3). 
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Table 2. Country Effects 

Unadjusted Means (standard deviations) on Each of the Five APE Subscales by Country  

Subscale 
U.S.A. 

Mean (sd) 

France 

Mean (sd) 
F(1, 982) p 

APE1: Eating Diet/Light Food 2.48 (0.82) 2.02 (0.67) 75.93 <.001 

APE2: Unhealthy/Increased 

Eating 
2.75 (0.60) 2.78 (0.63) 1.42 .233 

APE3 : HomemadeMeals 3.29 (0.68) 3.48 (0.63) 12.15 <.001 

APE4 : SkippingMeals 2.21 (0.82) 1.81 (0.80) 71.01 <.001 

APE5:HealthyEating 3.88 (0.42) 3.86 (0.37) 0.05 .825 

France x USA group effects MANCOVA controlled for age, education of parents (SES) 

Table values are mean values unadjusted for covariates with standard deviations in parentheses 

 

Table 3. Gender Effects 

Unadjusted Means (standard deviations) on Each of the Five APE Subscales by Gender  

Subscale 
Males 

Mean (sd) 

Females 

Mean (sd) 
F(1, 982) p 

APE1: Eating Diet/Light Food 2.00(.67) 2.38(.81) 52.93 <.001 

APE2: Unhealthy/Increased 

Eating 
2.74(.60) 2.79(.63) 2.05 .153 

APE3 : HomemadeMeals 3.42(.64) 3.37(.68) .59 <.001 

APE4 : SkippingMeals 1.83(.76) 2.11(.85) 24.87 <.001 

APE5:HealthyEating 3.83(.41) 3.90(.39) 6.33 .012 

Gender Effects  MANCOVA controlled for age, education of parents (SES) 

Table values are mean values unadjusted for covariates with standard deviations in parentheses 
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Scores on APE Individual Items 

The results of the T-tests demonstrated numerous significant differences:   For males, there 

were significant differences between countries on 19 of the individual APE  items (see Table 4).  For 

females, 17 individual items were significantly different between French and American subjects (see 

Table 5).   
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Table 4.  Unadjusted Means (standard deviations) on APE Individual Items for U.S. and French 
Males 

 US Males 
Mean (sd) 

FR Males 
Mean (sd) 

t-test  
Sig. (2-tailed) p< 

choose "Light" or "fat-free" desserts 2.15 (1.00) 1.47 (0.76) .0001 

"light" chips, "low-fat" cookies 2.06 (0.96) 1.36 (0.66) .0001 

"light" or dietetic meals  1.38 (0.69) 1.18 (0.56) .0001 

importance low fat content?  2.21 (0.98) 2.19 (0.97) .757 

Importance of low caloric content 2.19 (1.02) 2.02 (0.93) .018 

how often eat when not hungry 2.23 (0.99) 2.21 (1.05) .732 

how often think about eating 2.16 (0.97) 2.18 (1.12) .832 

how often chips/crackers as snack 3.06 (0.95) 2.80 (1.00) .0001 

how often candy as snack 2.85 (0.95) 2.89 (1.06) .525 

how often fast foods 2.67 (0.93) 2.70 (0.96) .746 

drink carbonated beverages 3.16 (1.08) 3.23 (1.05) .381 

choose creamy, sugary desserts 3.06 (1.04) 3.24 (1.00) .011 

snacking throughout day 2.48 (1.12) 2.37 (1.16) .234 

fourth small meal, or snack 2.80 (1.24) 3.39 (1.25) .0001 

meals made from fresh ingredients 3.33 (1.04) 3.52 (0.93) .010 

fresh herbs and/or spices in cooking 3.07 (1.13) 3.32 (1.09) .002 

frozen, packaged ingredients 2.87 (0.89) 2.80 (0.90) .233 

"food on the run" or TV dinners 2.07 (0.95) 2.06 (1.02) .859 

Importance of fresh ingredients 2.68 (1.13) 2.86 (1.15) .026 

Importance homemade  2.55 (1.16) 3.01 (1.18) .0001 

how often skip breakfast 2.34 (1.36) 1.91 (1.31) .0001 

how often skip lunch 1.74 (0.98) 1.42 (0.85) .0001 

how often skip supper 1.46 (0.81) 1.35 (0.72) .047 

regular meals with family at home 2.99 (1.22) 3.58 (1.18) .0001 

how often eat fruit as snack 3.41 (0.97) 3.28 (1.07) .071 

drink "real" fresh juices 3.30 (1.04) 3.53 (1.01) .001 

choose fresh fruit as dessert 2.75 (1.03) 3.02 (1.04) .0001 

Importance healthy nutritious food 3.12 (1.04) 2.95 (1.08) .023 
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Table 5. Unadjusted Means (standard deviations) on APE Individual Items for U.S. and French 
Females 

 US Females 

Mean (sd) 

FR Females 

Mean (sd) 

t-test  

Sig. (2-tailed) p< 

choose "Light" or "fat-free" desserts 2.46 (1.08) 1.76 (1.05) .0001 

"light" chips, "low-fat" cookies 2.45 (1.08) 1.69 (0.92) .0001 

"light" or dietetic meals  1.63 (0.93) 1.27 (0.68) .0001 

importance low fat content?  2.56 (1.12) 2.92 (1.04) .0001 

Importance of low caloric content 2.50 (1.10) 2.57 (1.08) .255 

how often eat when not hungry 2.63 (1.01) 2.51 (1.09) .054 

how often think about eating 2.49 (1.03) 2.33 (1.09) .005 

how often chips/crackers as snack 3.22 (0.93) 2.74 (1.06) .0001 

how often candy as snack 3.06 (1.06) 2.99 (1.06) .182 

how often fast foods 2.67 (1.04) 2.77 (0.86) .057 

drink carbonated beverages 3.00 (1.14) 2.82 (1.07) .003 

choose creamy, sugary desserts 3.14 (1.06) 2.95 (1.00) .001 

snacking throughout day 2.88 (1.12) 2.73 (1.14) .070 

fourth small meal, or snack 3.36 (1.16) 3.37 (1.30) .892 

meals made from fresh ingredients 3.40 (1.06) 3.42 (0.93) .740 

fresh herbs and/or spices in cooking 2.97 (1.21) 3.36 (1.13) .0001 

frozen, packaged ingredients 3.05 (0.91) 2.96 (0.97) .087 

"food on the run" or TV dinners 2.26 (1.05) 2.18 (1.13) .174 

Importance of fresh ingredients 2.74 (1.15) 2.93 (1.07) .002 

Importance homemade  2.48 (1.17) 3.06 (1.11) .0001 

how often skip breakfast 2.77 (1.46) 2.26 (1.50) .0001 

how often skip lunch 2.10 (1.11) 1.71 (1.00) .0001 

how often skip supper 1.72 (0.96) 1.75 (1.03) .593 

regular meals with family at home 3.04 (1.20) 3.60 (1.20) .0001 

how often eat fruit as snack 3.66 (1.00) 3.40 (1.04) .0001 

drink "real" fresh juices 3.28 (0.96) 3.31 (1.11) .569 

choose fresh fruit as dessert 2.96 (1.08) 3.23 (1.00) .0001 

Importance healthy nutritious food 3.37 (1.03) 3.29 (0.98) .113 
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Scores on  additional questions 

Table 6. Unadjusted Means (standard deviations) on APE Additional Items for U.S. and French 

Males 

 US males 

Mean (sd) 

FR males 

Mean (sd) 

t-test 

sig (2-tailed) p< 

Does your family have 

big meals for special 

occasions 

3.08 (1.31) 3.23 (1.23) .113 

Do you eat in 

restaurants with your 

family 

2.98 (1.27) 2.22 (1.05) .0001 

 

Table 7. Unadjusted Means (standard deviations) on APE Additional Items for U.S. and French 

Females 

 

 US females 

Mean (sd) 

FR females 

Mean (sd) 

t-test 

sig (2-tailed) 

Does your family have 

big meals for special 

occasions 

3.23 (1.26) 3.21 (1.16) .810 

Do you eat in 

restaurants with your 

family 

3.22 (1.19) 2.02 (1.03) .0001 

 

Discussion 

APE subscales  

We found significant differences on three APE subscales for both gender and country. The 

results support the hypothesis that the French would show healthier eating habits and attitudes than the 
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American group, namely for eating regularly, having more homemade meals, and avoiding industrially 

marketed “light” foods. Gender differences showed healthier behaviors and attitudes overall for the 

male group, and this was true for both US and French males.  On the “healthy eating” subscale, subjects 

from both countries saw themselves as making an effort towards healthy eating overall, or at least 

believing that it is important to eat in a healthy fashion.  For the “unhealthy eating” subscale, both 

country groups appeared to be attempting toavoid unhealthy eating practices equally. 

Individual items  

In order to understand more fully the differences between groups, we examined the APE results 

item by item, comparing subjects of the same sex by country.  The high number of significant results 

observed on individual APE items provide interesting discussion points.  

First of all, females appeared to value the idea that low calories and low fat content are rather 

important, as opposed to boys who didn’t seem much interested in either concept.  French girls 

emphasized more strongly the importance of low fat content compared to the other groups, and French 

boys showed the least concern of all groups about low calorie content of food. 

The question about choosing “creamy, sugary desserts” yielded mixed results, whereby French 

boys’ scores were higher than those of U.S. boys, while U.S. girls’ scores were higher than those of 

French girls.  This result is consistent with the “importance of low fat-content” attitude, which was 

strongest for French females: French females reported eating fewer rich desserts, consistent with their 

belief in the importance of eating a diet low in fat; while their male compatriots didn’t seem to care 

about eating a diet low in fat or calories and thus they enjoyed rich desserts more often.    

 The question about frequency of carbonated beverage intake also yielded mixed results:  boys 

and U.S. girls reported drinking soft drinks “sometimes” or “often,” and more often than French girls 

who reported drinking them only “seldom” or “sometimes.” 

 The three questions about fruit intake yielded mixed results as well.  Eating fresh fruit for dessert 

was reported to a significantly higher degree by the French group, while eating fresh fruit as a snack was 

reported to a higher degree by the U.S. sample.  

 The questions on the use of fresh ingredients, homemade foods and meals made from scratch 

yielded clearly and consistently higher scores in the French group, as reflected on the APE subscale 
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results. These results might seem contradictory to those on the question “how important is it to you that 

food you eat be healthy and nutritious?” which scored significantly higher in the U.S. sample.  If we add 

to this discussion the fact that the U.S. group consistently scored higher on the questions about “fat-

free,” “low calorie,” “light” and “dietetic” foods and meals, it appears that a cultural or country 

difference in beliefs or attitudes about what constitutes “healthiness” and “nutrition” is at work.  

Americans may believe that healthiness comes from eating the “light,” “diet,” “low calorie” types of 

food that can be found more often in the U.S.A. than in France.  The “American paradox” (59) may be at 

play here: according to Pollan (133), Americans “are notably unhealthy people obsessed with the idea of 

eating healthily,” and although Americans consume more industrially made fat-free, low-cal foods than 

the French (115), the rate of obesity in America is significantly higher. 

The U.S. group reported higher restaurant (not fast-food) patronage than the French.  This result 

was expected, since, as noted in the introduction, Americans eat out more often than the French.  

However, country differences were also expected for the question about frequency of fast-food 

patronage, which were not found.  Therefore, either the French have caught up with U.S. American fast-

food habits, or this result is due to the fact that the large majority of respondents came from Paris or its 

suburbs, where fast food outlets have become more frequent than in the countryside or small towns in 

France.  All groups reported levels above or close to the mean on the fast food item, signifying that they 

eat fast foods at least “sometimes“ and maybe “often.”   

Contrasting with eating-out behaviors results, the question “how often do you eat regular meals 

with your family at home, sitting at the table together?” yielded  significantly higher scores for the 

French group, which is consistent with the home-made meals subscale result.  In sum, American 

adolescents eat out more at restaurants, while their French counterparts eat homemade food together 

at home more often, yet both groups partake of fast food equally. 

A note on the item “do you eat a fourth meal or snack (i.e. after school snack)”:  we expected 

country differences on this question, which would reflect the French custom of “goûter” which is not 

considered an unhealthy practice by nutritionists, and is not the same as grazing or eating between 

meals.  On the factor analysis of the APE (77), this item loaded unexpectedly onto the 

“unhealthy/increased eating” component—APE subscale 2.  This item perhaps confounds subscale 2 due 

to cultural differences in defining “healthiness of certain types of snacking.”  Results on this item 

revealed a country difference for boys, with French boys scoring significantly higher than U.S. boys.  

However, all four groups scored above the mean on this question, signifying from “sometimes” to 
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“often.”  It may be interesting to observe the results of subscale 2 (“unhealthy eating”) without including 

this item, which may be confusing the results.  The question of whether a daily fourth meal or snack is 

healthy or unhealthy for adolescents remains to be answered.  In the French population, where obesity 

is lower than in the U.S.A. for children and adolescents, arguments in favor of the consistent after school 

snack may be stronger than arguments in favor of letting children graze or stay hungry and wait several 

hours between meals, which could mimic dieting behaviors, known to be associated with weight 

problems and ED. 

CONCLUSION 

French and U.S. American adolescents differed in certain attitudes and patternswith regard to 

every day eating.  The present research hypothesized overall healthier eating patterns and attitudes for 

the French group, and results supported this hypothesis in that the “homemade meals” subscale score 

was higher for the French than for the U.S. group, while scores on two of the three subscales which 

reflect non-recommended eating behaviors, i.e. “ eating diet/light foods” and “skipping meals” were 

higher in the U.S. sample.  Mixed results were observed, between countries and between genders, on 

specific individual items.  The overall trend is towards healthier practices and attitudes for the French 

compared to the U.S. group, and for the male compared to the female group. 

  



 

44 
 

References 

1.  Bisogni CA, Falk LW, Madore E, Blake CE, Jastran M, Sobal J, et al. Dimensions of 

everyday eating and drinking episodes. Appetite. 2007 mars;48(2):218-31.  

2.  Birch LL, Davison KK. Family environmental factors influencing the developing 

behavioral controls of food intake and childhood overweight. Pediatr. Clin. North Am. 2001 

août;48(4):893-907.  

3.  Bullen B, Mayer J, Stare FJ. Athletics and nutrition. Am. J. Surg. 1959 sept;98:343-52.  

4.  Carpenter KJ. A Short History of Nutritional Science: Part 3 (1912–1944). J. Nutr. 2003 

janv 10;133(10):3023-32.  

5.  Fung EB, Stallings VA. Nutrition. Encyclopedia of Food and Culture. 2003.  

6.  Rozin P. The meaning of food in our lives: a cross-cultural perspective on eating and 

well-being. J Nutr Educ Behav. 2005 déc;37 Suppl 2:S107-112.  

7.  Meister K. Nutrition Accuracy in Popular Magazines (January 2004 – December 2005). 

American Council on Science and Health, New York, NY; 2007.  

8.  Hercberg S. [Effects of the French nutrition and health program on the nutritional status 

of the population]. Médecine des Maladies Métaboliques. 2009 mars;3(2):207-11.  

9.  Widhalm K, Fussenegger D. Actions and programs of European countries to combat 

obesity in children and adolescents: a survey. Int J Obes (Lond). 2005 sept;29 Suppl 2:S130-135.  

10.  Weichselbaum E. Nutrition in schools across Europe: a summary report of a meeting of 

European Nutrition Foundations, Madrid, April 2010. Nutrition Bulletin. 36(1):124-41.  

11.  Lusk G. The fundamental basis of nutrition. Yale university press; 1914.  

12.  Haslam DW, James WPT. Obesity. The Lancet. 1;366(9492):1197-209.  

13.  Stein CJ, Colditz GA. The epidemic of obesity. The Journal of Clinical Endocrinology & 

Metabolism. 2004;89(6):2522-5.  

14.  Popkin BM, Doak CM. The Obesity Epidemic Is a Worldwide Phenomenon. Nutrition 

Reviews. 1998 avr 1;56(4):106-14.  

15.  Knight JA. Diseases and disorders associated with excess body weight. Ann. Clin. Lab. 

Sci. 2011;41(2):107-21.  

16.  Stice E, Presnell K, Shaw H, Rohde P. Psychological and Behavioral Risk Factors for 

Obesity Onset in Adolescent Girls: A Prospective Study. Journal of Consulting and Clinical 

Psychology. 2005;73(2):195-202.  

17.  Wadden TA, Brownell KD, Foster GD. Obesity: Responding to the global epidemic. 

Journal of Consulting and Clinical Psychology. 2002;70(3):510-25.  

18.  Bagchi D, éditeur. Global Perspectives on Childhood Obesity: Current Status, 

Consequences and Prevention. 1
er

 éd. Academic Press; 2010.  

19.  Poulain J. The contemporary diet in France: ``de-structuration’’or fromcommensalism 

to``vagabond feeding’’. Appetite. 2002;39:43 -55.  

20.  Neumark-Sztainer D, Wall M, Story M, Fulkerson JA. Are family meal patterns 

associated with disordered eating behaviors among adolescents? Journal of Adolescent Health. 

2004 nov;35(5):350-9.  

21.  Hawks SR, Madanat HN, Merrill RM, Goudy MB, Miyagawa T. A Cross-Cultural 

Analysis of ‘motivation for Eating’ as a Potential Factor in the Emergence of Global Obesity: 

Japan and the United States. Health Promot. Int. 2003 janv 6;18(2):153-62.  



 

45 
 

22.  Neumark-Sztainer DR, Wall MM, Haines JI, Story MT, Sherwood NE, van den Berg PA. 

Shared risk and protective factors for overweight and disordered eating in adolescents. Am J Prev 

Med. 2007 nov;33(5):359-69.  

23.  Koplan JP, Liverman CT, Kraak VI. Preventing childhood obesity: health in the balance: 

executive summary. J Am Diet Assoc. 2005 janv;105(1):131-8.  

24.  M. Steffen. Eat your fruit and vegetables. The Lancet. 2006;367:278-9.  

25.  Charles M-A, Eschwège E, Basdevant A. Monitoring the Obesity Epidemic in France: 

The Obepi Surveys 1997 - 2006. Obesity. 2008 mai 29;16(9):2182-6.  

26.  Stice E, Ng J, Shaw H. Risk factors and prodromal eating pathology. Journal of Child 

Psychology and Psychiatry. 2010 avr;51(4):518-25.  

27.  Stice E. Risk and maintenance factors for eating pathology: a meta-analytic review. 

Psychological Bulletin. 2002;825-48.  

28.  Wilson GT, Perrin NA, Rosselli F, Striegel-Moore RH, Debar LL, Kraemer HC. Beliefs 

about eating and eating disorders. Eat Behav. 2009 août;10(3):157-60.  

29.  Haines J, Neumark-Sztainer D. Prevention of obesity and eating disorders: a 

consideration of shared risk factors. Health Education Research. 2006 déc 1;21(6):770 -782.  

30.  Miller JL, Vaillancourt T, Hanna SE. The measurement of « eating-disorder-thoughts » 

and « eating-disorder-behaviors »: Implications for assessment and detection of eating disorders 

in epidemiological studies. Eat Behav. 2009 avr;10(2):89-96.  

31.  Stewart DA, Carter JC, Drinkwater J, Hainsworth J, Fairburn C. Modification of Eating 

Attitudes and Behavior in Adolescent Girls: A Controlled Study. International Journal of Eating 

Disorders. 29
e
 éd. 2001 mars;107-18.  

32.  Goldschmidt AB, Aspen VP, Sinton MM, Tanofsky-Kraff M, Wilfley DE. Disordered 

eating attitudes and behaviors in overweight youth. Obesity (Silver Spring). 2008 févr;16(2):257-

64.  

33.  Dahlkoetter J, Callahan EJ, Linton J. Obesity and the unbalanced energy equation: 

exercise versus eating habit change. J Consult Clin Psychol. 1979 oct;47(5):898-905.  

34.  Fulkerson JA, Story M, Mellin A, Leffert N, Neumark-Sztainer D, French SA. Family 

dinner meal frequency and adolescent development: relationships with developmental assets and 

high-risk behaviors. J Adolesc Health. 2006 sept;39(3):337-45.  

35.  Haines J, Gillman MW, Rifas-Shiman S, Field AE, Austin SB. Family dinner and 

disordered eating behaviors in a large cohort of adolescents. Eat Disord. 2010 janv;18(1):10-24.  

36.  Neumark-Sztainer D, Bauer KW, Friend S, Hannan PJ, Story M, Berge JM. Family 

weight talk and dieting: how much do they matter for body dissatisfaction and disordered eating 

behaviors in adolescent girls? J Adolesc Health. 2010 sept;47(3):270-6.  

37.  Waysfeld B, Cassuto DA. Salient Features on Child Obesity from the Viewpoint of a 

Nutitionist. Global Perspectives on Childhood Obesity. 2011
e
 éd. France: Elsevier Inc;  

38.  Neumark-Sztainer D. Can we simultaneously work toward the prevention of obesity and 

eating disorders in children and adolescents? Int J Eat Disord. 2005 nov;38(3):220-7.  

39.  Kral TVE, Rauh EM. Eating behaviors of children in the context of their family 

environment. Physiol. Behav. 2010 juill 14;100(5):567-73.  

40.  Fairburn CG, Harrison PJ. Eating disorders. The Lancet. 2003 févr 1;361(9355):407-16.  

41.  Aila Gustafsson S, Edlund B, Kjellin L, Norring C. Risk and protective factors for 

disturbed eating in adolescent girls - aspects of perfectionism and attitudes to eating and weight. 

Eur Eat Disord Rev. 2009 oct;17(5):380-9.  



 

46 
 

42.  Pirie I. The Political Economy of Bulimia Nervosa. New Political Economy. 2011 

juill;16(3):323-46.  

43.  Nicklas TA, Baranowski T, Cullen KW, Berenson G. Eating patterns, dietary quality and 

obesity. J Am Coll Nutr. 2001 déc;20(6):599-608.  

44.  Sjöberg A, Hallberg L, Höglund D, Hulthén L. Meal pattern, food choice, nutrient intake 

and lifestyle factors in The Göteborg Adolescence Study. Eur J Clin Nutr. 2003 déc;57(12):1569-

78.  

45.  Wang Y. Child Obesity and Health. Encyclopedia of Public Health. Kris Heggenhougen 

Elsevier. 2008;  

46.  Viner RM, Cole TJ. Who changes body mass between adolescence and adulthood? 

Factors predicting change in BMI between 16 year and 30 years in the 1970 British Birth Cohort. 

Int J Obes (Lond). 2006;30(9):1368-74.  

47.  A. Gordon R. Commentary: Towards a clinical Ethnografy. Culture, Medicine, 

Psychiatry. 2004;28:603-6.  

48.  Caprio S, Daniels SR, Drewnowski A, Kaufman FR, Palinkas LA, Rosenbloom AL, et al. 

Influence of Race, Ethnicity, and Culture on Childhood Obesity: Implications for Prevention and 

Treatment A Consensus Statement of Shaping America’s Health and the Obesity Society. Dia 

Care. 2008 janv 11;31(11):2211-21.  

49.  Banwell C, Kinmoth H, Dixon J. The Social, Cultural and Familial Contexts Contributing 

to Childhood Obesity. Global Perspectives on Childhood Obesity. 2011
e
 éd. USA: Elsevier Inc;  

50.  Gerrits JH, O’Hara RE, Piko BF, Gibbons FX, de Ridder DTD, Keresztes N, et al. Self-

control, diet concerns and eater prototypes influence fatty foods consumption of adolescents in 

three countries. Health Education Research. 2010 déc 1;25(6):1031 -1041.  

51.  Battle EK, Brownell KD. Confronting a rising tide of eating disorders and obesity: 

treatment vs. prevention and policy. Addictive Behaviors. 1996;21(6):755-65.  

52.  Booth DA, Booth P. Targeting cultural changes supportive of the healthiest lifestyle 

patterns. A biosocial evidence-base for prevention of obesity. Appetite. 2011 févr;56(1):210-21.  

53.  Waynforth D. Evolution, obesity, and why children so often choose the unhealthy eating 

option. Med. Hypotheses. 2010 mai;74(5):934-6.  

54.  Maire B, Lioret S, Gartner A, Delpeuch F. [Nutritional transition and non-communicable 

diet-related chronic diseases in developing countries]. Sante. 2002 mars;12(1):45-55.  

55.  Henrard JC. Impact du « Programme national nutrition santé (PNNS) » sur le statut 

nutritionnel des Français. Médecine des maladies Métaboliques. 2009 mars;Vol. 3(N°2).  

56.  Estaquio C, Kesse-Guyot E, Deschamps V, Bertrais S, Dauchet L, Galan P, Hercberg S, 

Castetbon K. Adherence to the French Programme National N... [J Am Diet Assoc. 2009] - 

PubMed - NCBI [Internet]. [cité 2012 avr 2]. Available de: 

http://www.ncbi.nlm.nih.gov/pubmed/19465185 

57.  Wansink B. Mindless Eating: Why We Eat More Than We Think. 1
er

 éd. Bantam; 2006.  

58.  Moskowitz HW, Kumaraiah V, Sharma KN, Jacobs HL, Sharma SD. Cross-Cultural 

Differences in Simple Taste Preferences. Science. 1975 déc 19;190(4220):1217-8.  

59.  Knowlton-Le Roux L. Reading American Fat in France : Obesity and Food Culture. 

European Journal of American Studies [Internet]. 2
e
 éd. 2007 [cité 2012 sept 14]; Available de: 

http://ejas.revues.org/1363 

60.  Bellisle F. Nutrition and Health in France: Dissecting a Paradox. Journal of the American 

Dietetic Association. 2005 déc;105(12):1870-3.  



 

47 
 

61.  Drewnowski A, Popkin BM, Drewnowski A, Popkin BM. The Nutrition Transition: New 

Trends in the Global Diet, The Nutrition Transition: New Trends in the Global Diet. Nutrition 

Reviews, Nutrition Reviews. 1997 févr 1;55, 55(2, 2):31, 31-43, 43.  

62.  Gurr MI. Role of fats in food and nutrition. 1984 [cité 2012 juin 4]; Available de: 

http://www.cabdirect.org/abstracts/19861485847.html;jsessionid=48C5AF971BE8C5030CF6233

72D92C493 

63.  Podar I, Allik J. A cross-cultural comparison of the Eating Disorder Inventory. Int J Eat 

Disord. 2009 mai;42(4):346-55.  

64.  Miller MN, Pumariega AJ. Culture and Eating Disorders: A Historical and Cross-Cultural 

Review. Psychiatry: Interpersonal and Biological Processes. 2001 mai;64(2):93-110.  

65.  Regnier F. Obésité, corpulence et souci de minceur : Inégalités sociales en france et aux 

états-unis. Cahiers de nutrition et de diététique. 2006;41(2):97-103.  

66.  Powell LH, Kazlauskaite R, Shima C, Appelhans BM. Lifestyle in France and the United 

States: an American perspective. J Am Diet Assoc. 2010 juin;110(6):845-7.  

67.  Klinghoffer D. Slow Food. National Review. 1998;48-9.  

68.  Striegel‐ moore RH. Risk Factors for Eating Disorders. Annals of the New York 

Academy of Sciences. 1997 mai 1;817(1):98-109.  

69.  Glewwe P, Jacoby HG, King EM. Early childhood nutrition and academic achievement: a 

longitudinal analysis. Journal of Public Economics. 2001 sept;81(3):345-68.  

70.  Dietz WH. Health Consequences of Obesity in Youth: Childhood Predictors of Adult 

Disease. Pediatrics. 1998 mars 1;101(Supplement 2):518-25.  

71.  Pietrobelli A, Flodmark C-E, Lissau I, Moreno LA, Widhalm K. From birth to 

adolescence: Vienna 2005 European Childhood Obesity Group International Workshop. 

International Journal of Obesity. 2005;29:S1-S6.  

72.  Lin BH, Guthrie J, Frazao E. Quality of children’s diets at and away from home: 1994-96. 

Food Review 2-10. Jan-Apr 99;p2-10.  

73.  Rozin P, Fischler C, Imada S, Sarubin A, Wrzesniewski A. Attitudes to food and the role 

of food in life in the U.S.A., Japan, Flemish Belgium and France: possible implications for the 

diet-health debate. Appetite. 1999 oct;33(2):163-80.  

74.  Rozin P, Kabnick K, Pete E, Fischler C, Shields C. The ecology of eating: smaller portion 

sizes in France Than in the United States help explain the French paradox. Psychological 

Science. 2003;14(5):450-4.  

75.  Rozin P, Fischler C, Shields C, Masson E. Attitudes towards large numbers of choices in 

the food domain: a cross-cultural study of five countries in Europe and the USA. Appetite. 2006 

mai;46(3):304-8.  

76.  Rozin P, Remick AK, Fischler C. Broad Themes of Difference between French and 

Americans in Attitudes to Food and Other Life Domains: Personal Versus Communal Values, 

Quantity Versus Quality, and Comforts Versus Joys. Front Psychol. 2011;2:177.  

77.  Quirk-Baillot D, Flament MF, Allen A, Obeid N, Remy B, Falissard B, et al. The 

Attitudes and Patterns of Eating (APE) Questionnaire: Development and factor analysis in a U.S. 

adolescent community sample. Eat Weight Disord. 2012 juin;17(2):e147-156.  

78.  Larson NI, Neumark-Sztainer D, Hannan PJ, Story M. Family meals during adolescence 

are associated with higher diet quality and healthful meal patterns during young adulthood. J Am 

Diet Assoc. 2007 sept;107(9):1502-10.  



 

48 
 

79.  Larson NI, Nelson MC, Neumark-Sztainer D, Story M, Hannan PJ. Making time for 

meals: meal structure and associations with dietary intake in young adults. J Am Diet Assoc. 

2009 janv;109(1):72-9.  

80.  Heatherton TF, Nichols P, Mahamedi F, Keel P. Body weight, dieting, and eating disorder 

symptoms among college students, 1982 to 1992. Am J Psychiatry. 1995 nov;152(11):1623-9.  

81.  Neumark-Sztainer D, Wall M, Story M, Sherwood NE. Five-year longitudinal predictive 

factors for disordered eating in a population-based sample of overweight adolescents: 

Implications for prevention and treatment. International Journal of Eating Disorders. 

2009;42(7):664-72.  

82.  Fulkerson JA, Strauss J, Neumark-Sztainer D, Story M, Boutelle K. Correlates of 

psychosocial well-being among overweight adolescents: the role of the family. J Consult Clin 

Psychol. 2007 févr;75(1):181-6.  

83.  Fulkerson JA, Farbakhsh K, Lytle L, Hearst MO, Dengel DR, Pasch KE, et al. Away-

from-Home Family Dinner Sources and Associations with Weight Status, Body Composition, 

and Related Biomarkers of Chronic Disease among Adolescents and Their Parents. Journal of the 

American Dietetic Association. 2011 déc;111(12):1892-7.  

84.  Niemeier HM, Raynor HA, Lloyd-Richardson EE, Rogers ML, Wing RR. Fast Food 

Consumption and Breakfast Skipping: Predictors of Weight Gain from Adolescence to 

Adulthood in a Nationally Representative Sample. Journal of Adolescent Health. 2006 

déc;39(6):842-9.  

85.  Cinotto S. « Everyone Would be Around the Table » American Family Mealtimes in 

Historical Perspective, 1850 - 1960. New Directions for Child Adolescent Development. Wiley 

Interscience; 2006.  

86.  Shapin S. Eat and Run. The New Yorker. 2006 janv 26;  

87.  Dietz WH. The Effects of Physical Activity on Obesity. Quest. 2004 févr;56(1):1-11.  

88.  Bowman SA, Gortmaker SL, Ebbeling CB, Pereira MA, Ludwig DS. Effects of fast-food 

consumption on energy intake and diet quality among children in a national household survey. 

Pediatrics. 2004 janv;113(1 Pt 1):112-8.  

89.  French SA, Story M, Neumark-Sztainer D, Fulkerson JA, Hannan P. Fast food restaurant 

use among adolescents: associations with nutrient intake, food choices and behavioral and 

psychosocial variables. Int. J. Obes. Relat. Metab. Disord:  J. of the Int. Asso. for the Study of 

Obesity. 2001;25(12):1823-33.  

90.  French SA, Harnack LJ, Jeffery R. Fast food restaurant use among women in the Pound 

of Prevention study: dietary, behavioral and demographic correlates. International Journal of 

Obesity. 2000;1353 - 1359.  

91.  Larson NI, Neumark-Sztainer DR, Story MT, Wall MM, Harnack LJ, Eisenberg ME. Fast 

Food Intake: Longitudinal Trends during the Transition to Young Adulthood and Correlates of 

Intake. Journal of Adolescent Health. 2008 juill;43(1):79-86.  

92.  Ludwig DS, Gortmaker SL. Programming obesity in childhood. The Lancet. 2004 

juill;364(9430):226-7.  

93.  Flodmark C-E, Lissau I, Moreno LA, Pietrobelli A, Widhalm K. New insights into the 

field of children and adolescents’ obesity: the European perspective. Int. J. Obes. Relat. Metab. 

Disord. 2004 oct;28(10):1189-96.  

94.  Dunford E, Webster J, Woodward M, Czernichow S, Yuan WL, Jenner K, et al. The 

variability of reported salt levels in fast foods across six countries: opportunities for salt 

reduction. CMAJ. 2012 juin 12;184(9):1023-8.  



 

49 
 

95.  Briefel RR, Johnson CL. Secular trends in dietary intake in the United States. Annu. Rev. 

Nutr. 2004;24:401-31.  

96.  Lin B, Guthrie JF, Frazao E, Aericna. Children’s Diets Not Making the Grade. Food 

Review. 2001 août;8 - 18.  

97.  Kant AK, Graubard BI. Eating out in America, 1987-2000: trends and nutritional 

correlates. Prev Med. 2004 févr;38(2):243-9.  

98.  Guthrie JF, Lin B-H, Frazao E. Food prepared away from home is increasing and found to 

be less nutritious. Nutrition Research Newsletter. 2002 août;10 -11.  

99.  Guthrie JF, Lin B-H, Frazao E. Role of food prepared away from home in the American 

diet, 1977 – 78 versus 1994 – 96: changes and consequences. Journal of Nutrition and Education 

Behavior. 2002;140 - 150.  

100.  Naska A, Orfanos P, Trichopoulou A, May AM, Overvad K, Jakobsen MU, et al. Eating 

out, weight and weight gain. A cross-sectional and prospective analysis in the context of the 

EPIC-PANACEA study. Int J Obes (Lond). 2011 mars;35(3):416-26.  

101.  Sheridan M, McPherrin E. Fast food and the American diet. American Council of Science 

and Health. New York; 1983;  

102.  Larson NI, Story M, Eisenberg ME, Neumark-Sztainer D. Food preparation and 

purchasing roles among adolescents: associations with sociodemographic characteristics and diet 

quality. J Am Diet Assoc. 2006 févr;106(2):211-8.  

103.  Larson NI, Perry CL, Story M, Neumark-Sztainer D. Food preparation by young adults is 

associated with better diet quality. J Am Diet Assoc. 2006 déc;106(12):2001-7.  

104.  Guthrie JF, Lin B-H, Frazao E. Role of food prepared away from home in the American 

diet, 1977-78 versus 1994-96: changes and consequences. J Nutr Educ Behav. 2002 

juin;34(3):140-50.  

105.  Breene WM. Healthfulness and Nutritional Quality of Fresh Versus Processed Fruits and 

Vegetables: A review. Foodservice Research International. 2006 juin 30;8(1):1-45.  

106.  Pérez-Cueto FJA, Verbeke W, de Barcellos MD, Kehagia O, Chryssochoidis G, 

Scholderer J, et al. Food-related lifestyles and their association to obesity in five European 

countries. Appetite. 2010 févr;54(1):156-62.  

107.  Larson NI, Neumark-Sztainer DR, Harnack LJ, Wall MM, Story MT, Eisenberg ME. 

Fruit and vegetable intake correlates during the transition to young adulthood. Am J Prev Med. 

2008 juill;35(1):33-7.  

108.  Krebs-Smith S, Heimendinger J, Patterson B, Subar A, Kessler RC, Piyonka E. 

Psychosocial Factors associated with fruit and vegetable consumption. American Journal of 

Health Promotion. 1995 déc;98 - 104.  

109.  Busick DB, Brooks J, Pernecky S, Dawson R, Petzoldt J. Parent food purchases as a 

measure of exposure and preschool-aged children’s willingness to identify and taste fruit and 

vegetables. Appetite. 2008 nov;51(3):468-73.  

110.  Tamers SL, Agurs-Collins T, Dodd KW, Nebeling L. US and France adult fruit and 

vegetable consumption patterns: an international comparison. European Journal of Clinical 

Nutrition. 2008 févr 13;63(1):11-7.  

111.  James J, Thomas P, Cavan D, Kerr D. Preventing childhood obesity by reducing 

consumption of carbonated drinks: cluster randomised controlled trial. BMJ. 2004 mai 

22;328(7450):1237.  

112.  Jacobson MF, Wilson T, Temple NJ. Liquid candy: how soft drinks harm the health of 

Americans. 2004;351-67.  



 

50 
 

113.  Jacobson M, Liebman B. Liquid candy. How Soft Drinks Are Harming America’s Health. 

Washington, DC: Center for Science in the Public Interest. 2005;  

114.  O’Connor TM, Yang S-J, Nicklas TA. Beverage Intake Among Preschool Children and 

Its Effect on Weight Status. Pediatrics. 2006 oct;118(4):e1010 -e1018.  

115.  Quirk-Baillot D, Allen A. The Food Beliefs and Eating Habits (FBEH) Questionnaire: 

How items were formulated.  Literature Review. by permission of authors; 2007.  

116.  French SA, Lin B-H, Guthrie JF. National trends in soft drink consumption among 

children and adolescents age 6 to 17 years: Prevalence, amounts, and sources, 1977/1978 to 

1994/1998. J Am Diet Assoc. 2003 oct;103(10):1326-31.  

117.  Lang T, Heasman M. Food Wars: The Global Battle for Mouths Minds and Markets. 1st 

éd. Routledge; 2003.  

118.  Hebel P. [Beverage consumption in France : cultural preferences and contributions to the 

nutritional balance]. Cah Nutr Diet. 2011 mars;46:H13-H19.  

119.  Rozin P. Why we’re so fat, and French are not. Psychology Today. 2000 déc;  

120.  Force IOT. Overweight children around the world [Internet]. London, UK: IASO; [cité 

2012 sept 17]. Available de: http://www.iaso.org/iotf/obesity/?map=children 

121.  Obesity prevalence worldwide [Internet]. Obesity data portal, International Association 

for the Study of Obesity (IASO). [cité 2012 sept 17]. Available de: 

http://www.iaso.org/iotf/obesity/?map=adults 

122.  Lissau I. Body Mass Index and Overweight in Adolescents in 13 European Countries, 

Israel, and the United States. Archives of Pediatrics & Adolescent Medicine. 2004 janv 

1;158(1):27.  

123.  Ono T, Guthold R, Strong K. WHO Global comparable estimates infobase. World Health 

Organization. 2005;  

124.  Wansink B, Chandon P. Can « Low-Fat » Nutrition Labels Lead to Obesity? Journal of 

Marketing Research. Vol. 43, No. 4. 2006 nov;605-17.  

125.  Rozin P, Bauer R, Catanese D. Food and life, pleasure and worry, among American 

college students: gender differences and regional similarities. J Pers Soc Psychol. 2003 

juill;85(1):132-41.  

126.  Rozin P, Ashmore M, Markwith M. Lay conceptions of nutrition: dose insensitivity, 

categorical thinking, contagion, and the monotonic mind. Health Psychology. 1996;438-47.  

127.  Cela EP, D’Ambrosio P, DiCarlo GA, Antoniciello A, Panunzio MF. An Excessive 

Attention for Food Calories is a Risk Factor of Eating Disorders in Teenagers: Studies Issues 

« Make Peace with Food ». Journal of Nutrition Education and Behavior. 2009 juill;41(4):S17-

S17.  

128.  Drewnowski A, Almiron-Roig E. Human Perceptions and Preferences for Fat-Rich 

Foods. In: Montmayeur J-PJP, le Coutre JJ, éditeurs. Fat Detection: Taste, Texture, and Post 

Ingestive Effects. Boca Raton (FL): CRC Press; 2010.  

129.  Janssen I, Katzmarzyk PT, Boyce WF, Vereecken C, Mulvihill C, Roberts C, et al. 

Comparison of overweight and obesity prevalence in school-aged youth from 34 countries and 

their relationships with physical activity and dietary patterns. Obes Rev. 2005 mai;6(2):123-32.  

130.  Lin B-H, Guthrie J, Frazao E. Popularity of Dining Out Presents Barrier to Dietary 

Improvements. Food Review. 2
e
 éd. 1998;2-10.  

131.  Quirk-Baillot D, Flament M, Allen A, Obeid N, Remy B, Falissard B, et al. The Atttudes 

and Patterns of Eating (APE) Questionnaire: Development and Factor Analysis in a U.S. 

Community Sample. Eating and Weight Disorders: EWD. 2012;In Press.  



 

51 
 

132.  Tabachnick BG, Fidell LS. Using Multivariate Statistics. Pearson/Allyn & Bacon; 2007.  

133.  Pollan M. Our National Eating Disorder | Michael Pollan. The New York Times 

Magazine [Internet]. 2004 oct 17 [cité 2012 sept 19]; Available de: 

http://michaelpollan.com/articles-archive/our-national-eating-disorder/ 

 

  



 

52 
 

Weight status, ideal-actual weight discrepancy, eating  

and weight control behaviors: 

A comparative study between French and U.S. adolescents 

 

Martine F. Flament,1 Denise Quirk Baillot,2 Angelina Allen,3 Coreen Peeters,1 Nicole Obeid,1 Brigitte 

Remy,4 Giorgio A. Tasca,5 Nathalie Godart2 

 

 

 

1Universityof Ottawa Institute of Mental Health Research, Ottawa, ON, Canada 

2 Université de Paris Pierre et Marie Curie Ecole doctorale 3C Cerveau Cognition Comportement, Paris, France 

Département de Psychiatrie de l’adolescent et du jeune adulte, Institut Mutualiste Montsouris, Paris.  

   Unité INSERM U 669, Maison de Solenne, Hôpital Cochin, Paris, France 

3 University of Stanford, Stanford, California, U.S.A. 

4 Mutuelle Générale de l’Education Nationale, Paris, France 
5 University of Ottawa and The Ottawa Hospital 

 

 

To submit to: International Journal of Obesity 

Running head: Weight and eating in French and U.S. adolescents  

 

 

KEY WORDS: adolescent, weight, body mass index, cross-cultural, binge eating, weight control  



 

53 
 

Abstract 

Purpose: Over the past few decades, an important increase in the body mass of adolescents has been 

observed in many countries worldwide, and to a greater extent in North America compared to Europe. It 

is not known how differences in weight status may impact adolescents’ weight concerns and weight 

control behaviors. This study examined differences in weight status, ideal-actual weight discrepancy, 

eating behaviors, and weight control methods between French and U.S. adolescents.  

Methods: Participants were 1456 U.S. and 1076 French adolescents recruited from urban and rural high 

schools. Self-reported weight and height were used to calculate body mass index (BMI), and define 

obesity, overweight, normal weight, thinness grade 1, and thinness grade 2 as per International Obesity 

Task Force cut points. Participants completed self-report questionnaires on weight concerns, eating 

attitudes and behaviors, and weight control strategies. 

Results: Higher rates of obesity (15.9%) and overweight (18.9%) were reported among U.S. compared to 

French adolescents (8.0 and 6.6%, respectively), and higher rates of thinness among French (11.5%) 

compared to U.S. (3.2%) adolescents. Despite a higher ideal BMI among the Americans than the French, 

the ideal versus actual BMI discrepancy was also higher among the Americans.  Consistently, concerns 

about weight and shape were greater in the Americans.  Although U.S. adolescents reported higher use 

of exercise for weight control than their French peers, the frequency of any unhealthy weight control 

behaviors (purging, use of laxative or diuretics, use of diet pills, fasting) did not differ between countries. 

Females in both countries reported greater ideal-actual weight discrepancy and more extreme weight 

control behaviors (vomiting, fasting, diet pill use, and excessive exercise) than their male counterparts.  
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Conclusion: These findings likely indicate the effect of sociocultural influences on weight status and 

attitudes in adolescent boys and girls, and the need for differing prevention interventions specifically 

tailored to the health and cultural climate of the U.S. and France. 

 

INTRODUCTION 

Over the past few decades, a shift in the body mass of adolescents toward overweight and 

obesity has been observed in many countries worldwide, notably Western countries such as the U.S. and 

France (1–5). Recent estimates indicate that between 22% and 28% of North American adolescents are 

overweight or obese  (6). Among youth in France, estimates vary from 8.6 - 11.7% for obesity and 8.8-

17.5% for overweight, with a higher prevalence of obesity and overweight among males than females 

(7,8). Direct comparisons between countries have shown higher rates of adolescent obesity in the U.S. 

compared to France (9,10).  

The rise in the prevalence of overweight and obesity in youth has been accompanied by 

sustained, if not increased, socio-cultural pressures to be thin (11,12). It is unclear how the apparent 

conflict between adolescents’ higher body mass and these continued socio-cultural pressures impact 

youths’ perceptions of their body weight, and their body image. Research suggests that media exposure 

to thin and/or muscular body images may contribute to adolescents’ ideal-actual weight discrepancy 

(12–14). A variety of other influences in the adolescent’s cultural milieu may also impact their 

perception of an ideal body shape, including action toys (15), peers’ weight (16,17), and family 

members’ weight (17). 

Body dissatisfaction arises when individuals perceive a significant discrepancy between their 

actual and ideal weight or shape (18). High body dissatisfaction may result in youth resorting to 
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unhealthy or extreme weight control behaviors, which can lead to an increase in body mass index (BMI) 

over time (19–21). Indeed, compared with peers who did not engage in these behaviors, youth who 

resorted to extreme weight control strategies had approximately a three-fold increase in the odds of 

being overweight over a five-year period (OR [95%CI] = 2.7 [1.36, 5.31] for girls, and 3.2 [1.86, 5.50] for 

boys) (20).Body dissatisfaction and unhealthy weight control practices are also known to be powerful 

proximal risk factors for eating disorders (i.e., anorexia nervosa and bulimia nervosa) (22,23). Body 

concerns and weight control behaviors are highly prevalent in adolescent girls (24,25) and contribute to 

the preponderance of eating disorders in females compared to males (26). 

In the present study, two Western countries in which adolescents’ weight status was thought to 

differ, i.e. France and the U.S., were compared in order to determine how current trends in overweight 

and obesity and the cultural climate in each country might differentially impact adolescents’ weight 

perception, body dissatisfaction, eating behaviors, and weight control practices. Identifying differences 

between countries on factors that affect body dissatisfaction and other risks for an eating or weight 

disorder might indicate prevention interventions specifically tailored to the health and cultural climate 

of each country, as well as help formulate hypotheses regarding the environmental factors which 

contribute to their etiology. Thus, our goal was to examine differences across the U.S. and France on the 

aforementioned weight-related variables, taking into account gender, age and SES, as these are known 

to have effects on these variables (27–30). 

The first objective was to compare the prevalence of obesity, overweight, normal weight, and 

thinness according to international growth curves (4,27),by country and gender. We expected that the 

rates of overweight and obesity would be higher in the U.S. adolescents compared to the French, both 

overall and by gender. The second objective was to examine ideal-actual BMI discrepancy, an index of 

body dissatisfaction, by country and gender. Females were hypothesized to report greater ideal-actual 
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BMI discrepancy than males in both countries. Due to a higher actual weight among U.S. adolescents, we 

also hypothesized that a greater discrepancy between ideal and actual BMI would be reported by U.S. 

compared to French adolescents, and that U.S. females would have the greatest discrepancy of all 

subgroups. The third objective was to assess weight and shape concerns by gender and country, with the 

hypotheses that females in both countries would report greater weight and shape concerns than their 

male counterparts, and that the Americans would report greater weight and shape concerns than the 

French; the U.S. females were expected to have the greatest level of concerns of all subgroups. The 

fourth objective was to examine country and gender differences in the frequency of unhealthy eating 

and weight control practices defined as: binging, self-induced vomiting, misuse of laxatives, diuretics or 

diet pills, fasting, or excessive exercise. We hypothesized a greater frequency of these behaviors in 

females than in males, and in the U.S. relative to the French participants. 

METHODS 

Participants 

Data from 1456 students (586 males and 870 females) ranging in age from 13 to 20 years and 

attending grades 9 to 12 in the U.S., and 1076 students (439 males and 637 females) ranging in age from 

10 to 23 years and attending the equivalent grades (“Troisième” to “Terminale”) in France, were 

collected for this study. The study population and procedures were described in detail in a previous 

article (31). 

 

Measures 

Weight status. Participants’ weight and height were assessed by self-report.All measures in the U.S. 

were collected in Imperial units and converted to metric units. All measures in France were collected in 
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metric units. BMI was calculated as the ratio of the weight (kg) to squared height (m). Weight 

classifications were computed using the International Obesity Task Force (IOTF) cut-offs, based on 

gender- and age-specific centile curves drawn to pass at age 18 through the adult cut-off points of  30 

kg/m2 for obesity, 25 kg/m2 for overweight, 18.5 kg/m2 for thinness grade 1, and 17 kg/m2 for thinness 

grade 2.4;5 That is, obesity was defined as a BMI>=95th percentile, overweight as a BMI>=85th-<95th 

percentile, normal weight as a BMI>=16th-<85th percentile, thinness grade 1 as a BMI>=3rd-<16th 

percentile, and thinness grade 2 as a BMI<3rd percentile. Both thinness categories were combined, due 

to low numbers in the grade 2 category. For adolescents older than 18, adult cut-points were used. 

Perceived BMI discrepancy. Values for actual and ideal weight were obtained using questionnaire items: 

“What is your present weight?” and “What is your desired weight?”, respectively.  These values were 

used in conjunction with self-reported height in order to calculate actual and ideal BMI. The discrepancy 

score was then calculated by subtracting actual BMI from ideal BMI.  

Weight and Shape Concerns. These were assessed using the Overconcern with weight and shape 

subscale from the McKnight Risk Factors Survey (MRFS) (32,33), which is a self-report questionnaire that 

assesses diverse risk factors for the development of eating disorders, including: eating behaviors and 

attitudes (e.g., dieting, exercising, bingeing), social influences on eating behavior (e.g., family variables, 

weight teasing, media modeling, sexual pressure), and personal attributes (e.g., self-confidence, coping). 

The MRFS has been validated with youth ranging in age from 8-18 years (grades 4-12), with good 

internal consistency, test-retest reliability, and convergent validity with measures of mood and self-

perception (32,33). For the present study, the MRFS-IV was translated into French by bilingual members 

of the research team (MF, DQB, BR). Translation of individual items was reviewed by the group of 

researchers, and any discrepancies in the wording of items resolved by consensus. The Overconcern with 

weight and shape subscale from the MRFS includes 5 items, each answered on a Likert scale from 1 
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(“never” or “not at all”), to 5 (“always” or “totally”), and the mean subscale score was used as a 

continuous variable in subsequent analyses. In the current study, scale reliability was good in both the 

French (α = .86) and the U.S. sample (α = .91).  

Binge-eating. Answers to MRFS items were used to assess binge eating: “in the past year, how often 

have you kept eating and eating and felt like you could not stop?”, and “in the past year, did you eat a lot 

of food in a short amount of time when it was not a meal or a holiday?”, both answered from 1 (“never”) 

to 5 (“always”). An additional item that asked about the frequency of binge eating per week over the 

previous three months was included to reflect DSM-IV binge frequency criterion for the diagnosis of 

bulimia nervosa (34).Participants who scored positive on these MRFS items and who endorsed binge-

eating more than twice per week over the past 3 months were identified as binge-eaters.  

Weight control behaviors. Five MRFS items were used to assess weight control behaviors:“in the past 

year, have you made yourself throw-up to lose weight?, “in the past year, have you taken laxatives or 

‘water pills’ to lose weight?,” “in the past year, have you starved (not eaten) for a day or more to lose 

weight?,” “in the past year, have you taken diet pills (like Dexatrim) to lose weight?,” “in the past year, 

have you exercised to lose weight?” Answers were dichotomized into 1 (“never”) versus 2-5 (any 

frequency). Test-retest reliability coefficients for these weight control items in high school students have 

been reported as r = .93 (32). 

Statistical analyses 

For comparison of sociodemographic characteristics and weight-related variables across country and 

gender, independent samples t-tests were conducted for continuous variables and Pearson’s chi square 

(χ2) analyses for categorical variables. Effect sizes of all comparisons were also calculated, using Cohen’s 
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d for continuous variables and Cramer’s phi for categorical data. Effect sizes were defined as small (d = 

.2), medium (d = .5), or large (d = .8).9 

In order to examine country and gender differences in weight categories, BMI discrepancy, 

weight and shape concerns, and unhealthy weight practices hierarchical linear or logistic regressions 

were used where appropriate. For all analyses, age and SES were entered in the first step as control 

variables, main effects of gender and country were entered into the second step, and the interactions of 

country and gender expressed as dummy coded variables were entered into the third step. An 

examination of change in R2 and the standardized beta coefficients at each step were conducted, in 

order to study the unique effects of the control variables, main effects, and subsequent interaction 

effects.  

As only gender effects emerged for weight control practices, and as a correlation analysis 

revealed very few relationships amongst the covariates and the weight control practices, logistic 

regression analyses were omitted as they did not reveal very relevant findings and consistently emerged 

with poor model fit indices.  

All analyses were conducted using the Statistical Package for the Social Sciences (SPSS Inc., 

Chicago, IL), Version 18.   

RESULTS 

Sociodemographic characteristics   

Sociodemographic characteristics for all participants separated by gender within country are 

displayed in Table 1. French adolescents were on average older than U.S. adolescents (t= 18.54, Cohen 

d= 0.72, p= 0.001), but no difference in age was found across genders (t= 1.45, p= 0.015). Parental 

education was used as an indicator of socio-economic status (SES), with the U.S. students reporting a 
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higher parental level of education than the French students (X2= 144.81, phi= 0.24, p=0.001), but no 

difference across genders (X2= 1.80, p= 0.18).  

Distribution of BMI categories 

Results of a hierarchical regression analysis in which BMI category was the dependent variable 

are displayed in Table 2. The overall R2 was significant, indicating that the set of variables emerged as 

significant predictors [F(5,2361) = 42.585, p< .001] and accounted for 8.3% of the variance in BMI 

category. In step 1, the covariates age and SES accounted for 0.4% of the variance in distribution of BMI 

categories. Specifically, lower parental education was significantly associated with higher BMI category. 

The addition of country and gender into the model accounted for an additional 7.5% of the variance. The 

country of the sample uniquely accounted for 6.6% of variance in BMI categories after accounting for the 

role of age and SES. That is, compared to French adolescents, U.S. adolescents reported a higher BMI 

category. Gender accounted for 1.0% of the variance in weight category after controlling for age and 

SES, such that boys were significantly more likely to report higher weight category than girls. The 

interaction of gender and country was also significant and accounted for an additional 0.3% of the 

variance in BMI category.  

BMI discrepancy 

Table 2 also presents the results of a hierarchical regression analysis performed with BMI 

discrepancy as the dependent variable. The overall R2 was significant, indicating that the set of variables 

emerged as significant predictors [F(5,1815) = 41.726, p< .001] and accounted for 10.3% of the variance 

in the dependent variable, BMI discrepancy. The covariates, age and SES, in this model accounted for 

0.4% of the variance in BMI discrepancy. Specifically, lower parental education was significantly 

associated with greater BMI discrepancy. The main effects of country and gender accounted for an 
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additional 9.6% of the variance in BMI discrepancy. The variable country uniquely accounted for 0.8% of 

variance in BMI discrepancy after accounting for the role of the covariates. That is, BMI discrepancy was 

greater in the US compared to French adolescents. Gender accounted for 8.2% of the variance such that 

women had greater BMI discrepancy compared to males. The interaction of gender and country 

accounted for an additional 0.2% of the variance but was not statistically significant.  

Weight and shape concerns 

The results of a hierarchical regression analysis in the dependent variable was weight and shape 

concerns are also displayed in Table 2. The overall R2 was significant, indicating that the set of variables 

emerged as significant predictors [F(5,2478) = 147.322, p< .001] and accounted for 22.9% of the variance 

in weight and shape concerns. The covariates, age and SES, were not significant predictors in this model, 

and accounted for only 0.1% of the variance. The main effects of country and gender were significant 

and together accounted for 22.8% of the variance. The variable country was significant and uniquely 

accounted for 0.3% of variance in weight and shape concerns after accounting for the role of the 

covariates. That is, adolescents in the U.S.A. had greater weight and shape concerns than French 

adolescents. Gender accounted for an additional 22.3% of the variance, indicating that adolescent 

females had greater weight and shape concerns than males. The interaction of gender and country was 

not significantly associated with weight and shape concerns above other variables.    

Unhealthy Eating and Weight Control Practices 

Frequencies of unhealthy eating and weight control practices for all participants separated by 

gender within country are displayed in Table 1. There was a trend for a higher frequency of reported 

binge eating in the U.S. compared to the French adolescents (X2= 3.85, p= 0.05), but significant gender 

differences emerged for frequencies of purging (X2= 1.23, p= 0.27), laxative/diuretic use (X2= 1.52, p= 
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0.22), fasting (X2= 0.99, p= 0.32) or diet pills use (X2= 0.72, p= 0.40). The only significant gender 

difference was that more U.S. youth than French youth identified themselves as engaging in exercising 

practices for weight loss (X2= 10.33, p= 0.001), but the size of the effect was small (phi= 0.07).   

Although males and females did not differ for frequencies of reported binge eating (X2= 2.08, p= 

0.15), significant gender differences emerged for frequencies of all unhealthy weight control practices, 

although the effect sizes were generally small: compared to males, females reported engaging in more 

frequent purging (X2= 52.36, phi= 0.14, p= 0.001), laxative/diuretic use (X2= 14.02, phi= 0.07, p= 0.001), 

fasting (X2= 83.82, phi=  0.18, p= 0.001), diet pills use (X2= 25.12, phi= 0.10, p= 0.001), and exercising for 

weight loss (X2= 35.06, phi= 0.12, p= 0.001).  

DISCUSSION 

France and the U.S. are both part of the Western culture. However, distinct differences in weight 

status, ideal BMI, and BMI discrepancy emerged between adolescents from the two countries. The 

prevalence of obesity was about double among American compared to French adolescents, and for 

overweight it was almost triple. In contrast, the overall rate of thinness was more than three times 

higher among French compared to American adolescents. Despite a higher ideal BMI among the 

Americans compared to the French, the ideal versus actual BMI discrepancy was also significantly higher 

among the Americans. Thus, as hypothesized, the actual higher body mass in the Americans was 

associated with greater levels of concern about their weight and shape. These differences, however, did 

not translate into differences regarding frequencies of unhealthy eating and weight control practices 

between the two countries. The only significant difference was that more American than French 

adolescents reported exercising for the purpose of weight loss. Regarding gender differences across 

countries, our results indicated that more males than females were in the higher BMI categories, while 
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the usual female predominance was seen for BMI discrepancy between actual and ideal body weight, 

weight and shape concerns, and all unhealthy weight control strategies.  

Our results are consistent with recent estimates for the prevalence of overweight and obesity 

among American youth (9), although they are lower than in some previous reports (35). They are also 

consistent with previous findings among French youth in which objective measures of BMI were used 

(10). The finding of an overall rate of thinness more than three times higher among the French than the 

American adolescents is novel, since we are not aware of previous data regarding the comparative 

prevalence of thinness in the two countries. Gender differences for weight categories are less 

pronounced than differences across countries. The higher rates of overweight and obesity among males 

compared to females in the current study is congruent with most previous data (9,10).  

Several explanations can account for the differences in ideal weight between U.S. and French 

participants in this study. First, our results indicated differences in the actual body weight between 

countries, and this may impact adolescents’ perceptions of what is a desirable weight. U.S. males were 

on average heavier than everyone else and may have been inclined to compare themselves to their 

peers and report a higher ideal weight. This is consistent with the suggestion that youth compare 

themselves to their peers more than to media ideals when it comes to characterizing their weight (16), 

nevertheless, media exposure may affect the perception of an ideal weight. The higher ideal weight 

among U.S. males may reflect a drive for muscularity, consistent with increased use of muscular images 

of men in the media and action toys in the U.S.A. (15).  

Although the ideal BMI was, on average, higher among US than French adolescents, the 

discrepancy between actual and ideal BMI was greater for the US youth. That is, they were further away 

from their ideal. This is probably why concerns about weight and shape were greater among the US 

youth, although the size of the difference was small.  
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We had anticipated that greater actual BMI among the American group would lead to greater 

BMI discrepancy and more weight concerns, and that more weight concerns would in turn lead to more 

frequent use of unhealthy weight control behaviors. The latter was not true, except for “exercising for 

weight loss”. There were no differences, whatsoever, between the US and French youth for purging 

(vomiting), use of laxatives or diuretics, taking diet pills, or fasting.  However, comparisons revealed an 

increased use of exercise for the purpose of weight loss among U.S. adolescents relative to their peers in 

France.  

The frequencies of certain weight control behaviors, such as diet pill use, reported by females in 

the current study, are lower in comparison to previous estimates using a North American sample (6% vs. 

19%) (7). Low SES has been associated with the more frequent use of unhealthy weight control practices 

among students in the U.S. (36). It is possible that the students in the present sample were of higher SES 

on average relative to that in previous research (6). 

Unlike the previous purging and restricting behaviours, which are universally considered as 

unhealthy by dieteticians and other clinicians, engaging in physical exercise is generally viewed as 

healthy for many reasons including weight control. Except for clinical cases of anorexia nervosa, what 

represents “excessive” exercise is difficult to define.  As in many other questionnaires regarding ED 

behaviors, the question that we use, i.e., “In the past year, how often have you exercised to lose weight” 

might not discriminate healthy vs. unhealthy exercise for weight loss. The higher frequency of “excessive 

exercise” among the Americans may reflect the fact that there may be greater cultural emphasis on 

physical exercise in the U.S. as a means of controlling one’s weight and being healthy and/or that there 

are more American adolescents who are overweight, and/or the drive for muscularity is greater among 

American males, leading to increased use of excessive exercise.  
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Differences in weight and shape concerns were more salient between genders than between 

countries. The finding that females were more likely to report a greater BMI discrepancy than males is 

consistent with previous literature (35,37,38).Females appear at greater risk for weight discrepancy, and 

there are data that link weight discrepancy (rather than actual weight) with depressive symptoms (39) as 

well as eating pathology (40).  

While the frequency of regular binge-eating (at least twice a week for 3 months) ranged from 2.7 

to 6.0% in the study subgroups, no significant gender or country differences emerged, although females 

in both countries reported more frequent use of unhealthy weight control behaviors. Defining and 

evaluating binge-eating is difficult at all ages, because of the highly subjective interpretation of what 

constitutes a “binge” (41). 

The present findings confirm the presence of ideal vs. actual weight discrepancy and weight and 

shape concerns among adolescents, and more so in females than in males, and in the US than in France. 

These perceptions need to be considered in both obesity and eating disorders prevention programs, as 

well as general promotion of mental health.  

This study has several strengths. First, it is one of the few studies that have compared the French 

and U.S. youth population across several parameters that are important for both obesity and eating 

disorder research, namely weight status as well as body dissatisfaction and disturbed eating and weight 

control practices. Second, this study is the first to use international growth curves to compare French 

and U.S. adolescents. 

The study also has limitations. First, there was reliance on self-reported measures of weight and 

height. However, other studies have shown that self-reported measures of height and weight are viable 

alternatives for objective measures (42). Second, the French translation of the main measure used in this 

study, the MFRS,6;7 has not yet been validated. However, this measure is mainly descriptive, separate 
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translations were conducted by several native French speakers and differences resolved by consensus. 

Third, this study could not examine temporality between the variables under study, and thus causality 

cannot be inferred.  

It would be important to examine the relationships between weight status, weight discrepancy, 

and weight control strategies in future research. In the current study, the next step will involve 

comparing differences in factors that influence BMI and eating and weight control behaviors between 

the two countries. Of interest to policy makers and healthcare practitioners is how accurately 

adolescents perceive messages from their environment regarding appropriate weight, or the means by 

which to achieve healthy weight. Weight loss techniques employed by adults are not necessarily 

appropriate for children or adolescents.  

Conclusion 

Adolescents consistently experience a discrepancy between their actual and ideal weight (and 

resulting BMI), likely to be related to dissatisfaction about their weight and body shape. The extent of 

these findings differs between genders and between countries. The gender differences are well known 

and have been associated to the much higher rates of eating disorders in females compared to males. 

Differences between countries like France and the U.S., which are both representative of the Western 

culture, have less often been studied. They may reflect divergent cultural and environmental influences 

on adolescent weight status and weight perception. Cross-cultural comparisons provide useful 

information regarding the relative importance of contributing factors to weight status, weight 

perception, and weight control behaviors (37,43). These comparisons also highlight the similar and 

differing needs of each country regarding the specific content required in interventions aimed at 

promoting healthy weight and healthy eating behavior. 
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Table 1. Sample characteristics according to country and gender 

 

Characteristic 

FRANCE U.S. 

Males 

(n=439) 

Females 

(n=637) 

Overall 

N=1076 

Males  

(n=586) 

Females 

(n=870) 

Overall 

N=1456 

Age in years [mean (SD)] 16.51 (1.59) 16.63 (1.47) 16.65 (1.52) 15.59 (1.00) 15.66 (1.09) 15.63 (1.06) 
Parental education [n (%)]       

   Neither parent: post-secondary 263 (59.9%) 395 (62.0%) 658 (61.1%) 238 (40.6%) 300 (34.5%) 538 (37.0%) 

   One/both parents: post-secondary  177 (40.2) 242 (38.0%) 419 (38.9%) 348 (59.4%) 570 (65.5%) 918 (63.0%) 

BMI category [n (%)]       

   Thin 35 (8.2) 77 (14.2%) 112 (11.5%) 8 (1.4%) 37 (4.5%) 45 (3.2%) 

   Normal weight 325 (75.8%) 394 (72.4%) 719 (73.9%) 315 (55.8%) 548 (66.1) 863 (61.9%) 

   Overweight 40 (9.3%) 24 (4.4%) 64 (6.6%) 127 (22.5%) 137 (16.5%) 264 (18.9%) 

   Obese 29 (6.8%) 49 (9.0%) 78 (8.0%) 115 (20.4%) 107 (12.9%) 222 (15.9%) 

Body Mass Index (kg/m2) [mean (SD)]       

Actual BMI  20.94 (2.69) 20.25 (2.43) 20.72 (2.78) 23.25 (4.69) 22.59 (4.57) 23.02 (4.70) 

   Ideal BMI  20.99 (2.45) 19.26 (1.79) 20.12 (2.22) 23.33 (4.09) 20.81 (2.66) 21.78 (3.51) 

   BMI discrepancy (Ideal  – Actual)      -0.12 (2.27) 1.28 (1.91) .60 (2.21) 0.06 (3.24) 1.99 (3.23) 1.24 (3.32) 

Weight/Shape concerns [mean (SD)] 1.54 (.73) 2.63 (1.09) 2.19 (1.10) 1.68 (.75) 2.73 (1.10) 2.30 (1.11) 

Unhealthy weight practices [n (%)]       

   Binge eating 20 (5.2%) 33 (6.0%) 53 (5.7%) 13 (2.7%) 35 (4.6%) 48 (3.9%) 

   Purging 3 (0.7%) 68 (10.8%) 71 (6.6%) 16 (2.8%) 65 (7.5%) 81 (5.6%) 

   Laxatives/diuretics 3 (0.7%) 28 (4.4%) 31 (2.9%) 15 (2.6%) 40 (4.6%) 55 (3.8%) 

   Diet Pills 6 (1.4%) 40 (6.3%) 46 (4.3%) 16 (2.7%) 57 (6.6%) 73 (5.0%) 

   Fasting 33 (7.6%) 158 (25%) 191 (17.7%) 56 (9.6%) 183 (21.0%) 239 (16.4%) 

   Exercise for weight loss 45 (10.4%) 122 (19.4%) 167 (15.5%) 87 (15%) 213 (24.75%)  300 (20.6%) 
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Table 3: Summary of Hierarchical Regression Analysis for Variables Predicting Distribution of Weight Categories, 

BMI Discrepancy, and Weight and Shape Concerns 

 

Variable  B SE B β Eta2 R2 Adjusted 

R2 

∆ R2 

WEIGHT CATEGORIES    .083**   

Step 1      .004 .005** 

   Age  -.021 .012 -.035 .001    

   SES -.108 .032 -.069** .004    

Step 2      .078 .075** 

   Country -.437 .034 -.276** .066    

   Gender -.160 .031 -.101** .010    

Step 3      .081 .003** 

   Country x Gender -.168 .063 -.083** .003    

        

BMI DISCREPANCY    .103**   

Step 1      .004 .005** 

   Age  -.019 .057 -.008 .000    

   SES -.446 .146 -.072** .005    

Step 2      .099 .096** 

   Country -.634 .034 -.276** .008    

   Gender 1.787 .139 -.289** .082    

Step 3      .101 .002 

   Country x Gender .537 .293 -.065 .002    

        

WEIGHT AND SHAPE CONCERNS   .229**   

Step 1      .000 .001 

   Age  .026 .016 .032 .001    

   SES .040 .045 .018 .000    

Step 2      .228 .228** 

   Country -.148 .043 -.066** .003    

   Gender 1.066 .040 .474** .223    

Step 3      .228 .000 

   Country x Gender -.038 .081 -.013 .000    

**p<.01; *p<.05 
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Introduction 

 

The eating disorders (ED), anorexia nervosa (AN) and bulimia nervosa (BN) are common, serious, and 

often chronic psychiatric illnesses affecting young people, mainly female adolescents and young women. Polivy 

and Herman (1,2) have argued that EDs are concentrated in cultures in which food is abundant, where obsession 

with thinness arises, and where ideals include the striving for that which is difficult to achieve. According to 

Nasser, the forces behind the so-called “westernization” of cultures are at work, namely, consumerism, a shift 

from collectivist to individualistic patterns, changing gender roles, and increased alienation of the individual 

(195); and ED are an example of “socio-pathology…symptomatic of cultures caught in a process of change.” 

In the U.S., AN is the third most common chronic condition of adolescent females (4,5).  ED and 

subthreshold ED are prevalent in the U.S. adolescent population (6).  

A meta-analytic review of 35 studies from Canada, the U.S., and many European and non-Western 

countriesfound that sociocultural variables appear to play a more significant role in influencing the development 

of sub-clinical eating disturbances than they do for clinical ED (7).  For Western Caucasian females, media 

exposure to a thin body ideal and pressure to be thin from peers may influence the development of sub-clinical 

ED (8).  It has also been noted that discord arises with the increase in weight of the general population and a 

drive for thinness in Western countries, resulting in dieting, which is a known precursor to EDs (9). Moreover, it 

has been shown in adolescents that concern about weight is a significant predictor of developing a sub-clinical 

ED (10). 

 

Epidemiological studies: Worldwide, Europe, France and the U.S. 

Worldwide prevalence  

The average prevalence for anorexia nervosa is 0.3% for young females, and for bulimia it is 1%  for 

young females and 0.1% for young men (11,12) (See Table 1). The overall incidence, is at least 8 per 100 000 

person-years for AN, and 12 per 100 000 person-years for BN. Only a minority of people who meet the strict 

criteria for EDs are seen in mental health care services (11,12). 
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 AN BN 

Prevalence 0.3% (young females) 1% 

Prevalence  0.1% 
(young men) 

Incidence overall 8/100 000 
person-years 

1/100 000 
Person years 
(young men) 

Overall 

12/100 000 person-years 

Table 1 Prevalence, incidence of ED according to Hoek & Van Hoeken (2003, 2005) 

 

Approximately 10% of individuals who present for treatment of AN or BN are men (13).  Only few 

studies report the incidence of AN among males, with an estimated overall rate below 1 per 100 000 persons 

per year (14).  The ratio of men to women has been reported as 1:1.8 for partial BN, and 1:1.5 for partial AN 

syndromes (15). Although boys report less body dissatisfaction than females, 5-20% of males report restrained 

eating, vomiting, laxative abuse, or smoking cigarettes for weight control (16,17).   

Surveys in the community show that subclinical (also called subthreshold or partial syndrome) cases of 

EDs are linked, like clinical cases, to significant co-morbidity (18,19).   Most patients who present for ED 

treatment do not meet full criteria for clinical AN or BN (20). Sub-clinical EDs are more prevalent than clinical 

EDs (20,21) and may lead to full blown EDs (10). In young females, the estimated prevalence of partial syndrome 

AN and BN have ranged from 0.3% and  1 - 1.1%, respectively (12,19,22) 

Europe: Prevalence 

Even with a slight global increase in the incidence of AN throughout the 20th century (23), there has 

been a stable European incidence of both AN and BN since the 1970’s (12,24,25). Incidence rates for AN are 

highest for females 15-19 years, who make up for approximately 40% of all identified cases (12).   In a large 

(2009) study of six European countries (Belgium, France, Germany, Italy the Netherlands and Spain), which used 

the Composite International Diagnostic Interview, the lifetime prevalence estimates for ED were found to be 

similar to previous worldwide studies for AN, but lower for BN (26).  (See Table 2)   

 AN BN BED SubThreshold 

BED 

Any Binge 

Eating 

Prevalence 0.48% 0.51% 1.12%   0.72% 2.15%   

females 0.93% 0.88% 1.92%   0.55% 3.73% 
TABLE 2. Preti et al (2009) Combined Results of the Composite International Diagnostic Interview of 6 countries: Belgium, France,  
Germany, Italy, the Netherlands and Spain 
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Tölgyes et al (2004)(27) reported prevalence ranges for ED in seven Northern, Central and Eastern 

European countries (Austria, the U.K., Norway, Sweden, the Czech Republic, Poland, Hungary and Holland), 

based on separate studies. Prevalence of AN was higher in Austria and Sweden, and prevalence of BN higher in 

young females from Prague and Hungary; otherwise rates were within the range of those reported worldwide 

(See Table 3). 

 

 AN full syn SubClin AN BN full syn SubClin BN Pathological 

eating 

attitudes 

Austria 1.3% 1.3%    

U.K. 0.1% (19- 29 

yr-old females) 

    

Norway 0.4%(lifetime 

prevalence) 

 1.0% 

(lifetime 

prevalence) 

  

Sweden 0.84% 

(DSM-III-R) 

    

Czech Rep 

(young females 

from Prague) 

0.14% 

 

 5.7%   

Poland 0  0  2.34%  

(14 – 16 yr-

olds) 

Hungary 0 3% 0.6% 4.5%(females) 

0.8%(males) 

 

Holland Incidence: 

6.3/100000 
capita/year 

    

Tölgyes and Nemessury (2004) reported prevalence rates for EDs in Northern, Central and Eastern European Countries 

 

U.S.A. Prevalence 

In 2007, Wade et al (28) analyzed three epidemiological studies which included White, Latino and Black 

populations. According to the National Comorbitity Study in the United States (29) (Hudson 2007) the lifetime 

prevalence for AN was much higher than in Wade’s report but similar for BN (29).  
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 AN SubClin 

AN 

BN SubClin 

BN 

BED BE 

Wade et al. 

(2007) adult 

females 

0.12-0.14%  1.42-1.91%  2.31-2.67% 4.71-

5.82% 

National 

Comorbidit

y Study. 

lifetime 

prevalence 

(Hudson 

2007) 

0.9% 

females 

0.3% 

(males) 

 1.5% 

(females) 

0.5% (males) 

 3.5%(females) 

2.0%  (males) 

 

Swanson 

(2011) 13-

18 yr 

olds.Lifetim

e prev estim 

0.3% 0.8% 

Male/female 

ratio: 

0.1/1.5 

0.8% 

Male/female 

ratio: 0.5/1.3 

2.5% 1.6% 

Male/female 

ratio: 0.8/2.3 

 

TABLE 4: U.S.A. ED prevalence from 3 different large studies 

 

In a recent study by Swanson et al (6), related to the National Comorbidity Study (2011), a nationally 

representative sample of 10,123 U.S.A. adolescents aged 13 – 18 in a population-based survey yielded  lifetime 

prevalence estimates for AN and BN in this age group.  Prevalence estimates for ED were consistently higher for 

females. (See Table 4).  

 

France Prevalence 

 Previous epidemiological studies performed in France found prevalence rates of AN and BN in 

adolescents (30) similar to reported rates worldwide. The prevalence of AN, according to Flament et al (31), was 

between 0.5% and 1% (DSM-III-R criteria) for girls in late adolescence. Although there have been far fewer 

studies assessing the prevalence of disordered eating in boys than in girls, the prevalence of AN and BN in 

adolescent males has been estimated  in community samples in France at 0.2% and 0.2-0.8%, respectively (32).  

  



 

77 
 

 AN SubClin 

AN 

BN SubClin 

BN 

ED  

Ledoux 

DSM-IIIR 

adolescents 

  0.2% boys 

1.1% girls 

  

Flament 

DSM III-R 

Late 

adolescents 

0.5% - 1% 

girls 

    

Flament, 

Ledoux et 

al. 

community 

sample 

estimates 

0.2%  

boys 

 0.2% - 

0.8% 

boys 

  

Callahan 

(2008) 

adolescents 

0.3% 5% 0.3% 11.3%.    30% 

TABLE 5 Prevalence studies ED France 

 

 A recent epidemiological study done in France (33) estimated prevalence rates for AN full syndrome 

similar to worldwide rates and U.S.A. rates, while the prevalence of subclinical AN was estimated at 5%, i.e. 

higher than reported rates in the U.S.A. Prevalence of clinical BN was low compared to worldwide and U.S.A. 

rates, but prevalence of subclinical BN was higher than the U.S. rates. For all EDs altogether, including subclinical 

ED with “light” to “heavy” intensity of symptoms, a prevalence of 30% was found.  Also, half of the subjects, 

boys and girls together, placed themselves in the categories of “thin” (BMI = 18.1 – 20) and “very thin” (BMI = 

<18). 

 In the study by Preti et al. (26) (see Table 2) comparing prevalence estimates across European countries,  

lifetime prevalence rates for EDs all together were higher in France than in the other countries studied (26). 

 

Europe vs. North America Previous Studies 

 Differences in prevalence of EDs between regions or countries cannot be meaningfully deduced by 

observing different studies using different diagnostic criteria and different methodology. Research on EDs in 

community samples of adolescents are rather rare, (6) and few studies have looked simultaneously at the 

symptoms and prevalence of EDs in North American and European subjects. Subjects from these Western 

regions are assumed to be similar.  A study of U.S. Americans by Cachelin et al. (34) (2009) compared European 
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American (Anglo) subjects to Mexican American (Latino) subjects  and found that orientation toward Anglo 

American culture was significantly associated with EDs, whereas orientation toward Mexican culture and 

strength of ethnic identity were not associated with ED status. The authors believe that their results implicate 

the role of European American cultural orientation in the development of EDs.  If this is true, then, in worldwide 

estimates and studies of ED it may indeed be justified to consider U.S. American groups (of European descent) 

and European groups as one homogenous group.  If not, then, differences between these groups may assist 

future research in delineating more clearly the cultural aspects involved in the etiology and maintenance of ED. 

Although not prolific, some previous research has been done comparing European countries and the 

U.S.A.  Studies which have compared prevalence of BN between Europe and the U.S. have shown rates between 

1.1% - 12.6% for European countries and 1.2% - 16% for the United States (35). These estimates seem to 

indicate equivalent representation across the Western world.  However, once again, such comparisons may be 

inappropriate because methodology varies widely between studies, different diagnostic criteria and sampling 

techniques are employed, there are differences in operationalization of terms and finally, geographic or 

sociocultural differences make such studies difficult to compare (35,36).  

  Raich et al. (35) compared American and Spanish students (mean age, 15.45 years), using a 

questionnaire completed at school that included the Eating Attitudes Test (EAT) (37), and self-reported weight 

and height. On average, the U.S. boys and girls weighed more than the Spanish boys and girls, and were also 

taller. Twice as many American girls reported bulimic symptoms compared to the Spanish girls (3.5% vs. 0.9%, 

p<.001), and the prevalence ratio for the overall level of ED symptoms was approximately 5:1 for American to 

Spanish girls, and 2:1 for American to Spanish boys. More American girls were interested in losing weight. The 

authors believed that their findings were related to the fact that obesity is more common in the U.S. than in 

Spain, and that American girls have a greater concern about becoming obese (i.e. greater body image 

preoccupation) because of a greater perceived risk. The American girls scored significantly higher than the 

Spanish girls on the EAT total score, and the Dieting and Bulimia subscales; however, the Spanish girls scored 

significantly higher on the Oral Control subscale. 

Mangweth, Pope, Hudson and Biebl (38) compared American and Austrian bulimic and control college 

aged subjects. The difference between desired weight and actual weight was twice as great in America than in 

Austria. Remarkably, the differences between the two cultures on these indices were so marked that the 

Austrian bulimic subjects actually resembled American control subjects. The Americans consistently reported 

markedly and significantly lower satisfaction with body image than the Austrians.  Similarly, when asked if their 

self-confidence improved with weight loss, 97% of the Americans responded positively, as opposed to 67% of 

the Austrians. Mangweth et al. (38) also found that although the American females had a higher average weight 
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than the Austrian females, the Americans had lower ideal weights, indicating more pronounced body 

dissatisfaction.  

 A number of studies, undertaken to validate the Eating Attitudes Test (EAT)(39) and the Eating Disorders 

Inventory (EDI) (40) in Canada and European countries, have assessed both clinical and control samples in order 

to establish normative data for these instruments. Thereby, they also provide interesting cross-national 

comparisons of eating attitudes in ED patients as well as healthy subjects. Steinhausen(41) used the EAT in two 

samples of normal German female adolescents and young adults, and compared his results to the mean and cut-

off scores obtained in Anglo-Saxon studies. He found marked transcultural differences, the German samples 

scoring the lowest. Steinhausen et al. (42) also compared EDI scores of East and West Berliners and found that 

on five of the eight subscales (drive for thinness, bulimia, body dissatisfaction, ineffectiveness, and interoceptive 

awareness) East Berlin patients scored significantly lower than West Berlin patients.  

  A Swedish study by Norring and Sohlberg (43) compared adult ED patients and controls with normative 

Canadian samples. Participants completed the EDI (40) questionnaire and results indicated that the Swedish 

controls reported clearly lower levels of symptoms and attitudes that are thought to be relevant to ED when 

compared with the Canadian controls. 

Boyadjieva & Steinhausen (1994) in their study of Bulgarian students, found scores on the EAT and the 

EDI which were higher than Steinhausen et al.’s (1992) scores from East and West Germany, but lower than the 

above mentioned Swedish scores, and therefore, lower than Canadian scores. However, they noted that the 

Bulgarian samples of adolescents were younger than both the Swedish and Canadian samples, which could have 

an effect on the results.   

The European countries observed in these papers all had lower levels of symptoms for ED than the 

original Canadian group. 

 ED and Culture 

Unlike many other psychiatric disorders affecting young people, such as depression or schizophrenia, 

which appear relatively ubiquitous around the world, the prevalence of EDs has been found to be, at least 

partly, dependent on socio-cultural factors (44). Research into the prevalence of eating and weight disorders in 

different societies or different cultures is needed for at least two reasons. For health care purposes, it is 

important to plan treatment and prevention strategies targeted to the specific needs of each population and to 

inform policy (45,46).  For research purposes, information about EDs and weight problems in various cultures 

can help formulating hypotheses regarding the social factors which contribute to their etiology.  
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The possible role of such factors can be tested by examining the rate of EDs in populations which differ 

in terms of standards for physical beauty and media influences, social roles for women, beliefs and customs 

regarding food and eating, family values and habits, etc. A comparative research design is needed in order to 

reach any conclusion regarding the influence of differing cultural values on the overall prevalence and 

characteristics of EDs. As of yet, there do not appear to have been any comparative studies specifically done on 

prevalence of ED symptoms in France and the U.S.   

The current paper is a comparative study of disordered eating in French and American adolescents. It is 

hypothesized that differences exist between the values and attitudes related to body image, food and eating in 

different Western cultures, and that these differences are accompanied by variations in the prevalence of eating 

disorders, both clinical and sub-clinical.  In a second step (and future reports), we will investigate the differences 

in socio-cultural and other environmental factors in boys and girls from the two countries, and examine the 

relationships between those and the frequencies and characteristics of eating and weight disorders. 

The objective of the current study was to determine the prevalence of full- and partial-syndromes of ED 

in adolescents, according to gender and country of residence. 

 

Method 

Study Population and Procedure 

 The study was conducted among high school students in France and the U.S.  The details of the sample 

and procedure were described in a previous article (47).  The total sample size was 2,604 participants (1,573 in 

the U.S. and 1,031 in France).  

Assessment measures 

General sociodemographic data 

The study questionnaire started by asking information pertaining to participants’ age, grade, gender, 

parental education background, parental marital status, ethnic background of the family, and language spoken 

in the home. 

TheMcKnight Risk Factor Survey IV (MRFS-IV; Shisslak et al., 1999; McKnight Investigators, 2003) 
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The MRFS-IV (McKnight Investigators, 2003)(48) is a revised version of the McKnight Risk Factor Survey III, 

designed in English by Shisslak et al in 1999 (49) . The MRFS-IV was translated into French by the investigators of 

this study. The translation team included two psychiatrists and one psychologist; all were bilingual, with one 

having English, and two French as their native language; each drafted a translation of the instrument, and 

divergences were resolved by consensus.   

The MRFS-IV contains16 sociodemographic variable items and 106 items covering diverse risk and protective 

factors for eating disorders, including: family variables, dieting and other methods of weight control, eating 

habits, substance use, body image and dissatisfaction, self-esteem, emotional and affective regulation, peer 

relationships, influence of cultural and media images, and coping strategies (McKnight Investigators, 2003). 

Most items are scored on a 5-point Likert scale from 1 (never) to 5 (always). Items were chosen and grouped by 

the authors of the instrument into 41 domains (sub-scales), based on theoretical considerations.  Test-retest 

reliability coefficients of individual items on the MRFS-III have been shown to be all greater than .40 (49). Some 

of the important scales in terms of eating behaviors have exhibited very high test-retest reliability. For instance, 

the overall test-retest reliability coefficients for weight control behaviors in elementary, middle, and high school 

students were r = .76, .86, and .93, respectively. The MRFS-III has been shown to have strong internal 

consistency, with the majority of alpha coefficients for the risk and protective factor domains greater than .60 

(49).  Overall, the convergent validity of the MRFS-III with related measures of self-confidence, over concern 

with shape and weight, and symptoms of depression was also satisfactory, specifically for middle and high 

school students (49).  

The SCOFF(Sick, Control, One stone, Fat, Food; Morgan, Reid, & Lacey, 1999). 

The SCOFF is a brief questionnaire which has been designed in English to screen for EDs. It was translated 

into French by the investigators, according to the same modalities as described for the MRFS-IV. The SCOFF 

includes 5 questions, and has shown strong validity in a clinical population (50) ; in a student population, it has 

demonstrated good reliability when administered as a written questionnaire compared to oral interview (kappa 

coefficient 0.81; (51)). One item from the SCOFF: “Do you believe yourself to be fat when others say you are too 

thin?” was taken as criterion B (“intense fear of gaining weight or becoming fat, even though underweight”) for 

AN according to the DSM-IV.  

Additional items 

The MRFS-IV and the SCOFF contained most but not all of the diagnostic items for AN and BN, as defined in 

the DSM-IV (APA, 1994). Upon careful review of existing questions, the investigators further modified the MRFS-

IV by adding a few items to match up with DSM-IV criteria for AN and BN. For example, the DSM-IV states that, 
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to meet criterion C for BN, an individual needs to binge eat and use compensatory behaviors both, on average, 

at least twice a week for 3 months. Thus, following each of the MRFS-IV questions on bingeing (“have you kept 

eating and eating and felt like you could not stop?”) and compensatory behaviors (e.g., “have you made yourself 

throw-up to lose weight?”), the investigators added a little box containing complementary questions asking how 

often (i.e., less than two times a week or two times a week or more) and how long (i.e., for less than three 

months or three months or more) these behaviors had occurred. The last addition was to ask the study 

participants to report their current height and weight, as well as their “desired” weight. 

After addition of the SCOFF and the slight modifications to the MRFS-IV described above, we ended up with 

a total of 16 demographic items and 111 items in the study questionnaire (See Appendix 1).  

 

Outcome variables 

Eating Disorders  

The MRFS-IV (including the additions described above) was used to record presence or absence of all DSM-IV 

diagnostic criteria for AN and BN. Thus, for females, a diagnosis of full syndrome AN included fulfilling criteria: 

A -abnormally low body weight: BMI ≤ 17.5 (as suggested in the ICD-10 foradolescents),calculated 
from self-reported height and weight 

B -a self-perception of being overweight when others felt the respondent to be too thin     
(answeringyes to question 109 on MRFS-IV), 

C -overconcern with weight and shape (scoring ≥ 3 on question 53 or 54 on MRFS-IV), and 

D -three consecutive missed periods or have not started menstruating.  

For males, a diagnosis of full syndrome AN included fulfilling criteria A, B, and C (criterion D does 
not apply).  
 

For males and females, full syndrome BN required meeting criteria: 

A -recurrent episodes of binge eating (scoring ≥ 2 on questions 23 and 48 on MRFS-IV), 
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B -inappropriate compensatory behavior in order to prevent weight gain [any of the following: vomiting 

(MRFS-IV item 34 ≥2); laxative/diuretic use (MRFS-IVitem18 ≥2); fasting 1 day or more (item 4 ≥2); diet pill 

use (item 41 ≥2); exercising a lot to lose weight(item 29 ≥4)], 

C -frequent bingeing and compensatory behaviors (at least twice a week for the past 3 monthsor more), 

D -over concern with weight or shape (scoring ≥ 3 on question 55 or 71 on MRFS-IV), and 

E -no diagnosis of AN.  

Based on the literature, we were also interested in examining the frequencies of partial syndromes of AN 

and BN. A review by Chamay-Weber (18) et al. (2005) highlights the range of diagnostic criteria used in the 

literature to define “partial ED,” alternatively called “ED not otherwise specified (EDNOS),” “atypical ED,” 

“subclinical ED,”  or “subthreshold ED.”  Based on this review, and our own clinical experience, we chose to 

examine “partial syndrome ED,” defined as an individual meeting all but one of the DSM-IV diagnostic criteria for 

a given disorder. Thus, for females, partial syndrome AN required meeting three out of four diagnostic criteria, 

and for males, partial syndrome AN required meeting two out of three diagnostic criteria. For males and 

females, partial syndrome BN required meeting all but one of the five diagnostic criteria.  

Statistical Analysis 

Data were entered and statistical analyses conducted using the Statistical Package for the Social 

Sciences (SPSS, Version 14). Since grade is classified differently in France and the U.S., data for grade were 

standardized between countries into the U.S. system (French 3ème = 9th grade; Seconde = 10th grade; Premiere = 

11th grade; Terminale = 12th grade). BMI was calculated as the weight (in kilograms) divided by the square of 

height (in meters). 

Chi-square analyses per gender and per country (2x2) were used for categorical variables including 

socio-demographic variables, eating disorder symptoms and diagnoses, BMI categories according to 

international percentiles, and weight control strategies. For variables that had a sample size of less than five in 

any cell, we used the Fisher’s exact test as recommended by Tabachnick & Fidell (2007) (52). A two-way Analysis 

of Variance (ANOVA) was used to determine significant differences in age between males and females in France 

and the U.S. Due to the significant difference in age between France and U.S. students, a two-way Analysis of 

Covariance (ANCOVA) with age as a covariate was used to compare the mean BMI (kg/m2) of students in each 

country.  
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RESULTS 

Sociodemographic characteristics   

Sample size per gender, age and grade. Valid data were available for 413 males and 618 females in 

France, and 645 males and 928 females in the U.S.  Due to the different school systems in France and the U.S., 

there were significant differences in age between French and U.S. students, as indicated by an ANOVA 

(significant country effect [F (1, 2541)=398.14, p<.001, n2=.135]; there was no significant effect of gender [F (1, 

2541)=1.65, p=.19], or the interaction [F (1, 2541)=0, p=.99]).  As seen on Table 1, the French students, both 

males and females, were on average a year older than their peers from the U.S. Therefore, age was included as a 

covariate in further comparisons between countries. Chi-square analysis indicated that grade differed between 

France and the U.S. for both males (X2 =117.15, df=3, p=.0001) and females (X2 =426.31, df=3, p=.0001).  In 

addition, the grade repartition differed significantly between males and females in both France (X2 =119.21, 

df=3, p=.0001), and the U.S. (X2 =19.43, df=4, p=.001), with more males in the lower grades, and more females in 

the higher grades in both countries. 

Ethnicity and language spoken in the home. (see Table 1). Chi-squaretests indicated that ethnicity 

differed between France and the U.S. for both males (X2 =737.115, df=3, p=.001) and females (X2 =796.929, df=3, 

p=.0001).   In addition, ethnicity differed significantly between males and females in both France (X2 =45.376, 

df=3, p=.001), and the U.S. (X2 =22.442, df=2, p=.001). 

The main language spoken at home was French and English in the respective countries (Table 1). Chi-

squaretests indicated that the percentage of participants speaking their country’s main language differed 

between France and the U.S. for males (X2 =16.276, df=1, p=.001), and there was also a significant gender 

difference in France (X2 =5.119, df=1, p<.05). 

Parental status and education. Parental marital status and levels of education are shown in Table 1.  

The frequency of youth whose parents were separated or divorced ranged from 17.1% to 31.8%, with no 

significant group differences, except for more French than U.S. females having parents separated (X2 =14.84, 

df=1, p=.001).  

There were significant differences between countries for father’s (X2 =85.32, df=3, p=.001) and mother’s 

education (X2 =77.04, df=3, p=.0001) in males; and for father’s (X2 =229.19, df=3, p=.001) and mother’s education 

(X2 =201.74, df=3, p=.0001) in females as well. In the U.S., more fathers and mothers had at least a College 

degree. In addition, there was a significant difference between genders in terms of mother’s education status in 
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the U.S. (X2=20.235, df=3, p=.001) and in France (X2=27.842, df=3, p=.001). There was also a significant 

difference between genders in France in terms of father’s education status (X2=9.214, df=3, p=.027). 
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Table 1 

Sociodemographics 

 
      France              United States 
  

Males  Females     Males      Females 
 (n = 413)      (n = 618)    (n = 645)            (n = 928) 

 
Age years(SD?)*    16.61 (1.60) 16.68 (1.47) 15.58 (.98) 15.65 (1.07) 
Age range (years)    10-23   13-22   14-20   13-20  
 
Grade 

a,b,c,d
          

 7
th

 Grade   0 (0%)  0 (0%)  1 (.2%)  0 (0%) 
 8

th
 Grade   0 (0%)  0 (0%)  53 (8.3%) 52 (5.6%) 

 9
th

 Grade   117 (28.5%) 32 (5.2%) 367 (57.3%) 470 (51%) 
 10

th
 Grade    161 (39.2%) 351 (56.9%) 132 (20.6%) 204 (22.1%) 

 11
th

 Grade   92 (22.4%) 123 (20%) 69 (10.8%) 155 (16.8%) 
 12

th
 Grade   41 (10%) 111 (18%) 18 (2.8%) 41 (4.4%) 

 
% Speaking country’s main language 

b,c
 322 (86.8%) 489 (81.2%) 468 (76.2%) 710 (78.3%) 

 
Ethnic origin of the family 

a,b,c,d
 

France    321 (77.7%) 354 (57.6%) 0 (0%)  0 (0%) 
(Other) European countries 15 (3.6%) 51 (8.3%) 46 (7.4%) 138 (15.3%) 
North America   1 (.2%)  1 (.2%)  299 (47.8%) 380 (42.1%) 
Other    76 (18.4%) 209 (34%) 280 (44.8%) 384 (42.6%) 

 
Mother education 

a,b,c,d
   

Didn’t finish High School  106 (26.1%) 224 (37.3%) 68 (10.7%) 89 (9.7%)   
High School diploma  77 (19%) 100 (16.6%) 119 (18.7%) 194 (21.1%) 
College degree or higher  104 (25.6%) 175 (29.1%) 314 (49.4%) 519 (56.4%) 
Doesn’t know   119 (29.3%) 102 (17%) 134 (21.1%) 119 (12.9%) 

 
Father education 

a,b,c
 

Didn’t finish High School  112 (27.9%) 216 (36.2%) 52 (8.2%) 85 (9.2%) 
High School diploma  49 (12.2%) 61 (10.2%) 114 (18.1%) 178 (19.4%) 
College degree or higher  137 (34.2%) 165 (27.7%) 331 (52.5%) 506 (55.1%) 
Doesn’t know   103 (25.7%) 154 (25.8%) 134 (21.2%) 150 (16.3%) 

 
Parent’s separated/divorced/split up 

a
 70 (27.5%) 77 (31.8%) 58 (21.6%) 44 (17.1%) 

 
Note: all frequencies were compared per gender and per country using Chi-square test; mean ages were compared using ANOVA  

*significant country effect [F (1, 2541) = 398.14, p < .001, n2 = .135],  no significant gender effect,  no country x gender effect 

a
 significant difference between France and US females 

 

b
 significant difference between France and US males  

c
 significant difference between males and females in France 

d
 significant difference between males and females in US 

all statistical tests: .0001 ≤ p ≤ .05 
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Diagnostic criteria for eating disorders  

 

Anorexia Nervosa(See Table 2) 

Criterion A:  BMI <17.5. There was a significant difference between countries, with the French group meeting 

this criterion more often (X2=92.3, df=2, p <.001).  There was also gender differences whereby females met this 

criterion more often than males both in France (X2=52.31, df=2, p<.001) and in the U.S. (X2=11.10, df=2, p< .01)  

Criterion B: think he/she is overweight while others think he/she is too thin  

Chi-square analyses yielded a significant difference between males in U.S. and France (X2 = 4.474, df = 1, 

p < .05), with more U.S. males meeting this criterion. There was also a significant difference between males and 

females in France (X2 = 69.661, df = 1, p < .001), and in the U.S. (X2 = 53.774, df = 1, p < .001): in both countries 

more females than males met this criterion.  

Criterion C: weight or shape concern.  

Chi-square analysis indicated a significant difference between females in the U.S. and France (X2 = 5.769, 

df = 1, p < .05), with a higher proportion of U.S. females reporting being concerned by their weight or shape. 

There was also a significant difference between males and females in France (X2 = 50.167, df = 1, p < .001), and 

the U.S. (X2 = 155.168, df = 1, p < .0001): in both countries, females were more concerned than males. 

Criterion D. No menarche or no period in the past three months.  

Chi-square analysis revealed a significant difference between females in U.S. and France (X2 = 30.700, df 

= 1, p < .001), with more females in the U.S. having either not started menstruating or missed their period in the 

past three months.  This result was likely related to the age difference between the two countries. There was no 

significant difference between French and U.S. girls in the 11th or 12th grades. 
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Table 2 

 

Frequencies and percentages of participants fulfilling DSM-IV diagnostic criteria and diagnosis of Anorexia Nervosa (AN) 

per country and gender 

 

        

France       United States 

 

 

      Males           Females  Males          Females 

   

            (n = 413)            (n = 618)              (n = 645)          (n = 928) 

 

 

A. BMI ≤ 17.5 
a,b

     23 (6.0)           52 (9.3)  16 (2.8)         39 (4.5)    

B. Think overweight,  

     others think too thin (MC108)
b,c,d

  21 (5.2)           152 (25.3)                 38 (8.9)         199 (26.7) 

 

C. Weight or shape concern (≥3)
a,c,d

  126 (31.5)       329 (54.2)               165 (27.6)     548 (60.4) 

 

D. No menarche or no period in past 3 months
a
 N/A           93 (15.9)                N/A              234 (28.7) 

 

AN full syndrome     1 (0.2)           1 (0.2)  0 (0)        2 (0.2) 

 

AN partial syndrome
 

   16 (4.0)           35 (5.9)  24 (4.4)        46 (5.8) 

 

 

Note: MC = McKnight Risk Factor Survey IV; AN partial syndrome: based on meeting 3/4 criteria for females and 2/3 criteria for 

males; all frequencies were compared per gender and per country using Chi-square test 
a
 significant difference between France and US females  

b
 significant difference between France and US males  

c
 significant difference between males and females in France 

d
 significant difference between males and females in US 

all statistical tests: .0001 ≤ p ≤ .05 

 

 

Bulimia Nervosa(See Table 3) 

Criterion A: Episodes of binge eating. 

Chi-square analyses revealed significant differences between France and the U.S. for both males (X2 = 

8.699, df = 1, p < .01), and females (X2 = 5.845, df = 1, p < .05). Females and males in France reported more 

episodes of binge eating than their U.S. counterparts  There was also a significant difference between males and 
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females in France (X2 = 4.581, df = 1, p < .05), and in the U.S. (X2 = 14.324, df = 1, p < .001); within each country, 

more females than males reported episodes of binge eating. 

Criterion B: Use of any compensatory behaviors.  

Overall in the U.S. both females and males used compensatory behaviors to lose weight more often than 

their French counterparts, and the difference was significant for both males (X2 = 51.617, df = 1, p < .0001), and 

females (X2 = 8.457, df = 1, p < .01). There was also a significant difference between males and females in France 

(X2 = 143.492, df = 1, p < .001), and the U.S. (X2 = 84.272, df = 1, p < .0001). Within each country, more females 

use compensatory behaviors. 

Criterion C: Binge eating and use of compensatory behaviors at least twice a week for 3 months or more.  

There was a significant difference between France and U.S. males (X2 = 4.149, df = 1, p < .05), with more 

France males meeting this criterion, and significant difference between males and females in the U.S. only (X2 = 

8.074, df = 1, p < .01). In the U.S., more females than males met this criterion, and the difference was significant 

(X2 = 8.074, df = 1, p < .01). 

Criterion D: Weight or shape concern (same as Criterion C for AN) 

Criterion E: No diagnosis of AN.  

Fisher’s exact test revealed no significant differences between and within countries and no differences 

between genders.  
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Table 3 

 

Frequencies and percentages of participants fulfilling DSM-IV diagnostic criteria and diagnosis of Bulimia Nervosa (BN) 
per country and gender 
 
       

             France        United States 
 
       Males           Females  Males          Females 

   
(n = 413)         (n = 618)              (n = 645)        (n = 928) 

 
 
Aa. Binge eating over past year (MC48≥2)

a,b,d  
 270 (66.5)        405 (66.5)  328 (52)         525 (57.1) 

 
Ab. Loss of control (MC23≥2)

d 
   191 (46.4)        316 (51.4)  256 (40.5)       461 (50) 

 
A. Episodes of binge eating 

a,b,c,d
   158 (38.4)        277 (45.2)  188 (29.7)        359 (39) 

 
B. Use of any compensatory behaviours 

a,b,c,d
 126 (31.2)         425 (69.4)  344 (53.9)         702 (76.1) 

 
Ca. Frequent binges (>2/wk + 3 mo)  
      (MC23b & MC23c)    21 (6)           33 (6.4)  17 (3.5)              39 (5) 
 
Cb. Frequent compensatory behaviours 

b,c,d
  47 (11.9)          143 (24.7)               109 (17.8)          256 (28.8) 

       (>2/wk + 3 mo) 
 
C. Frequent binge eating and compensatory  
    behaviours (≥2/wk + 3 mo) 

b,d
   6 (1.5)           12 (2.1)  2 (.3)            18 (2.1) 

 
Da. Weight concern (MC53≥3)

a,c,d
   41 (10.2)          177 (29)               64 (10.5)            374 (40.8) 

 
Db. Shape concern (MC94≥3)

a,c,d
   104 (25.6)         279 (45.7)              142 (23.1)          473 (52.1) 

 
D. Weight or shape concern 

a,c,d
   126 (31.5)         329 (54.2)              165 (27.6)          548 (60.4) 

 
E. No AN     409 (100)          608 (99.5)              614 (99.8)          912 (99.6) 
 
BN full syndrome 

b,d
    6 (1.5)           9 (1.5)  1 (.2)            16 (1.8) 

 
BN partial syndrome 

c,d
    34 (8.4)           149 (24.9)  46 (7.5)            228 (25.6) 

 
 
Note: MC = McKnight Risk Factor Survey IV; BN partial syndrome: based on meeting 4/5 criteria for females and males; 
 all frequencies were compared per gender and per country using Chi-square test   
a
 significant difference between France and US females  

b
 significant difference between France and US males  

c
 significant difference between males and females in France 

d
 significant difference between males and females in US 

all statistical tests: .0001 ≤ p ≤ .05 
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Full and partial syndromes of eating disorders  

Anorexia Nervosa 

One or two cases (0.2%) in each group, except U.S. males (no case), fulfilled all diagnostic criteria for AN. 

Partial syndromes of AN were identified in 5.8% of the U.S. females and 5.9% of the French females, and in 4% 

of the French males and 4.4% of the U.S. males, with no significant difference between genders or between 

countries.   

Bulimia Nervosa 

The prevalence of full syndrome BN ranged from 0.2% for U.S. males, to 1.5% for both males and 

females in France, and 1.8% in U.S. females. The differences were significant between French and U.S. males, 

and between males and females in the U.S.  Partial syndrome BN was identified significantly more often in 

females than males; with respective prevalence estimates of 25% and 8%.  

 

Overall prevalence estimates were between 0.1% and 0.2% for AN and  between 1.0% and 1.5%  for BN 

with no significant country differences except for boys for BN.  For subclinical AN, the prevalence was 5%, with 

no country difference. There was a 16.5 % rate of subclinical BN overall. 

 

DISCUSSION 

While previous research outlined stark differences between France and the United States for weight 

disorders and every day eating attitudes and behaviors, the French showing healthier patterns, the present 

research project found no clear country differences in terms of clinical ED.  Gender differences in ED emerged as 

expected, with females showing overall higher rates of diagnostic criteria or clinical ED than males.  These 

prevalence rates were consistent with previously reported estimates.  

There were a few unexpected country differences in ED symptomatology, such as episodes of binge 

eating which were significantly more reported among the French than among Americans. In contrast, the U.S. 

group used compensatory behaviors more often than their French counterparts. 
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 Country differences emerged for weight status in females whereby twice as many French girls were 

underweight compared to U.S. girls. This could either indicate that French females are more at risk of developing 

AN, or that their morphology is naturally smaller and that the weight classifications used in this study (the IOTF 

cut-offs) were not appropriate across these two countries: Cole et al (53) argues that more internationally based 

alternatives should help to provide internationally comparable prevalence rates in children.  

The higher proportion of U.S. females than French females reporting overconcern with their weight or 

shape might reflect the fact that they indeed had higher BMI overall. As Raich et al (35) noted, since the U.S. 

population has higher rates of obesity and overweight it may follow that concerns about weight are more 

prevalent there, especially given the opposing message of the thin ideal, commonly diffused in western media, 

which may engender anxiety about not measuring up to the images portrayed therein.   

For adolescent males, our results highlighted a few country differences. More U.S. males than French 

males “thought they were fat while others said they were too thin” which may indicate a higher risk of 

developing AN for U.S. boys.  In contrast, rates of binge eating and use of compensatory behaviors were 

unexpectedly higher in French males than U.S. males which may put the French boys at higher risk for 

developing BN.  Indeed, there were more “cases” of full syndrome BN among French males than U.S. males (and 

as much as the French female group). 

Certain sociodemographic differences between the two countries may have affected the results. The 

U.S. students came from more educated families, most probably because there were more private schools in the 

U.S. sample. A future comparison of students from only public schools might yield different results. Another 

socio-demographic phenomenon which emerged was the rate of subjects whose ethnic origin was other than 

European or North American (range: 18-45%).  Future analyses separating out these groups and comparing them 

may also be of interest and could possibly clarify results.  

Although the sample groups in this project were large, they were perhaps still too small to detect 

significant differences in disorders whose prevalence gravitate around the 1% mark. For future studies of the 

two populations in question, we would recommend still larger sample groups (although this is highly time and 

cost intensive) in order to achieve enough differential power to compare clinical cases of ED (12).  We would 

also change the methodology to include the use of a two-stage screening approach: i.e., the use of a structured 

clinical interview to make more viable diagnoses of ED, after screening with a self-report instrument such as the 

SCOFF. The weighing and measuring of subjects by researchers, as opposed to self-report, is recommended for 

future studies and finally, validation and reliability studies of the McKnight VI French version are in order. 
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CONCLUSION 

France and the United States appear to be similar for prevalence of clinical and subclinical ED.  While it 

remains nonetheless possible that cultural differences in eating behaviors and weight differences between 

countries have some relation to the etiology of ED, these relationships remain unclear.  Certain researchers have 

noted the protective role of certain eating behaviors and attitudes; however, direct links between every day 

eating patterns and the prevalence of EDs did not emerge from this study.  

  



 

94 
 

References 

1.  Polivy J, Herman P. Is the body the self? Women and body image. Coll Antropol. 2007 

Mar;31(1):63–7.  

2.  Polivy J, Herman CP. Causes of eating disorders. Annu Rev Psychol. 2002;53:187–213.  

3.  Nasser M. Eating disorders across cultures. Psychiatry. 2006 Nov;5(11):392–5.  

4.  Fisher M, Golden NH, Katzman DK, Kreipe RE, Rees J, Schebendach J, et al. Eating disorders 

in adolescents: a background paper. J Adolesc Health. 1995 Jun;16(6):420–37.  

5.  Reijonen JH, Pratt HD, Patel DR, Greydanus DE. Eating Disorders in the Adolescent Population: 

An Overview. Journal of Adolescent Research. 2003 Jan 5;18(3):209–22.  

6.  Swanson SA, Crow SJ, Le Grange D, Swendsen J, Merikangas KR. Prevalence and correlates of 

eating disorders in adolescents. Results from the national comorbidity survey replication adolescent 

supplement. Arch. Gen. Psychiatry. 2011 Jul;68(7):714–23.  

7.  Wildes JE, Emery RE, Simons AD. The roles of ethnicity and culture in the development of 

eating disturbance and body dissatisfaction: A meta-analytic review. Clinical psychology review. 

2001;21(4):521–51.  

8.  Parker S, Nichter M, Nichter M, Vuckovic N, Sims C, Ritenbaugh C. Body Image and Weight 

Concerns among African American and White Adolescent Females : Differences that Make a 

Difference. Health San Francisco. 1995;54(2):66–7.  

9.  Polivy, Herman CP. Dieting and binging. A causal analysis. American Psychologist. 

1985;40(2):193–201.  

10.  Fairburn CG, Brownell KD. Eating Disorders and Obesity: A Comprehensive Handbook. 

Guilford Press; 2002.  

11.  Van Hoeken D, Seidell J, Wijbrand Hoek H, Treasure J, Schimdt U, van Furth E. Epidemiology. 

Handbook on Eating Disorders. Jhon Wiley & Sons Ltd; 2005.  

12.  Hoek HW, van Hoeken D. Review of the prevalence and incidence of eating disorders. Int J Eat 

Disord. 2003 Dec;34(4):383–96.  

13.  Fairburn CG, Beglin SJ. Studies of the epidemiology of bulimia nervosa. The American Journal 

of Psychiatry. 1990;147(4):401–8.  

14.  Hoek HW. Incidence, prevalence and mortality of anorexia nervosa and other eating disorders. 

Current Opinion in Psychiatry. 2006 Jul;19(4):389–94.  

15.  Woodside DB, Garfinkel PE, Lin E, Goering P, Kaplan AS, Goldbloom DS, et al. Comparisons 

of men with full or partial eating disorders, men without eating disorders, and women with eating 

disorders in the community. Am J Psychiatry. 2001 Apr;158(4):570–4.  

16.  O’Dea J, Abraham S, Heard R. Food habits, body image and weight control practices of young 

male and female adolescents. Aust J Nutr Diet. 1996;32–8.  

17.  Wertheim EH, Paxton SJ, Maude D, Szmukler GI, Gibbons K, Hillier L. Psychosocial predictors 

of weight loss behaviors and binge eating in adolescent girls and boys. International Journal of Eating 

Disorders. 1992;12(2):151–60.  

18.  Chamay-Weber C, Narring F, Michaud P-A. Partial eating disorders among adolescents: a 

review. J Adolesc Health. 2005 Nov;37(5):417–27.  

19.  Garfinkel PE, Lin E, Goering P, Spegg C, Goldbloom DS, Kennedy S, et al. Bulimia nervosa in a 

Canadian community sample: prevalence and comparison of subgroups. Am J Psychiatry. 

1995;152(7):1052–8.  

20.  Stice E, Marti CN, Durant S. Risk factors for onset of eating disorders: evidence of multiple risk 

pathways from an 8-year prospective study. Behav Res Ther. 2011 Oct;49(10):622–7.  



 

95 
 

21.  Stice E, Marti CN, Shaw H, Jaconis M. An 8-year longitudinal study of the natural history of 

threshold, subthreshold, and partial eating disorders from a community sample of adolescents. Journal of 

Abnormal Psychology. 2009;118(3):587–97.  

22.  Dancyger IF, Garfinkel PE. The relationship of partial syndrome eating disorders to anorexia 

nervosa and bulimia nervosa. Psychol Med. 1995 Sep;25(5):1019–25.  

23.  Keel PK, Klump KL. Are eating disorders culture-bound syndromes? Implications for 

conceptualizing their etiology. Psychol Bull. 2003 Sep;129(5):747–69.  

24.  Fombonne E. Anorexia Nervosa. No Evidence of an Increase. BJP. 1995 Jan 4;166(4):462–71.  

25.  Fombonne E. Is bulimia nervosa increasing in frequency? International Journal of Eating 

Disorders. 1996;19(3):287–96.  

26.  Preti A, Girolamo G de, Vilagut G, Alonso J, Graaf R de, Bruffaerts R, et al. The epidemiology 

of eating disorders in six European countries: results of the ESEMeD-WMH project. J Psychiatr Res. 

2009 Sep;43(14):1125–32.  

27.  Tölgyes T, Nemessury J. Epidemiological studies on adverse dieting behaviours and eating 

disorders among young people in Hungary. Soc Psychiatry Psychiatr Epidemiol. 2004 Aug;39(8):647–

54.  

28.  Wade TD. Epidemiology of eating disorders: creating opportunities to move the current 

classification paradigm forward. Int J Eat Disord. 2007 Nov;40 Suppl:S27–30.  

29.  Hudson JI, Hiripi E, Pope HG, Kessler RC. The Prevalence and Correlates of Eating Disorders in 

the National Comorbidity Survey Replication. Biol Psychiatry. 2007 Feb 1;61(3):348–58.  

30.  Ledoux S, Choquet M, Flament M. Eating disorders among adolescents in an unselected French 

population. International Journal of Eating Disorders. 1991;10(1):81–9.  

31.  Flament MF. Épidémiologie des troubles des conduits alimentaires. Epidémiologie 

Psychiatrique. Ellipses. Paris: Rouillon F, Lépine JP, Terra JL; 1995.  

32.  Flament M, Ledoux S, Jeammet P, Choquet M, Simon Y. A population study of bulimia nervosa 

and subclinical eating disorders in adolescence. Eating Disorders in Adolescence: Anorexia and Bulimia 

Nervosa. Steinhausen HC editors New York. 1995;21–36.  

33.  Callahan S, Rousseau A, Knotter A, Bru V, Danel M, Cueto C, et al. [Diagnosing eating 

disorders : presentation of a new diagnostic test andan initial epidemiological study of eating disorders 

in adolescents]. L’ Encéphale. 29(3):239–47.  

34.  Cachelin FM, Phinney JS, Schug RA, Striegel-Moore RH. Acculturation and Eating Disorders in 

a Mexican American Community Sample. Psychology of Women Quarterly. 2009;340–7.  

35.  Raich RM, Rosen JC, Deus J, Pèrez O, Requena A, Gross J. Eating disorder symptoms among 

adolescents in the United States and Spain: A comparative study. International Journal of Eating 

Disorders. 1992 Jan;11(1):63–72.  

36.  Lachenmeyer JR, Muni-Brander P, Belford S. Laxative abuse for weight control in adolescents. 

International Journal of Eating Disorders. 1988;7(6):849–52.  

37.  Garfinkel PE, Garner DM. Anorexia nervosa: A multidimensional perspective. Brunner/Mazel 

New York; 1982.  

38.  Mangweth B, Pope HG, Hudson JI, Biebl W. Bulimia nervosa in Austria and the United States: 

A controlled cross-cultural study. International Journal of Eating Disorders. 1996;20(3):263–70.  

39.  Garner DM, Garfinkel PE. The Eating Attitudes Test: an index of the symptoms of anorexia 

nervosa. Psychological Medicine. 1979;9(02):273–9.  

40.  Garner DM, Olmstead MP, Polivy J. Development and validation of a multidimensional eating 

disorder inventory for anorexia nervosa and bulimia. International Journal of Eating Disorders. 

1983;2(2):15–34.  

41.  Steinhausen HC. Transcultural comparison of eating attitudes in young females and anorectic 

patients. Eur Arch Psychiatry Neurol Sci. 1984;234(3):198–201.  



 

96 
 

42.  Steinhausen HC, Neumärker KJ, Vollrath M, Dudeck U, Neuma’rker U. A transcultural 

comparison of the Eating Disorder Inventory in former East and West Berlin. International Journal of 

Eating Disorders. 1992;12(4):407–16.  

43.  Norring C, Sohlberg S. Eating Disorder Inventory in Sweden: description, cross-cultural 

comparison, and clinical utility. Acta Psychiatr Scand. 1988 Nov;78(5):567–75.  

44.  Jacobi C, Hayward C, de Zwaan M, Kraemer HC, Agras WS. Coming to Terms With Risk 

Factors for Eating Disorders: Application of Risk Terminology and Suggestions for a General 

Taxonomy. Psychological Bulletin. 2004;130(1):19–65.  

45.  Widhalm K, Fussenegger D. Actions and programs of European countries to combat obesity in 

children and adolescents: a survey. Int J Obes (Lond). 2005 Sep;29 Suppl 2:S130–135.  

46.  Goodheart K, Clopton JR, Robert-McComb JJ. Eating Disorders in Women and Children: 

Prevention, Stress Management, and Treatment. CRC Press; 2011.  

47.  Quirk-Baillot D, Godart N, Flament M, Rémy B, Allen A. Attitudes and Patterns of Eating: A 

Cross-cultural study between adolescents from France and the United States. by permission of authors; 

2012.  

48.  McKnight Investigators. Risk factors for the onset of eating disorders in adolescent girls: results 

of the McKnight longitudinal risk factor study. Am J Psychiatry. 2003 Feb;160(2):248–54.  

49.  Shisslak CM, Renger R, Sharpe T, Crago M, McKnight KM, Gray N, et al. Development and 

evaluation of the McKnight Risk Factor Survey for assessing potential risk and protective factors for 

disordered eating in preadolescent and adolescent girls. Int J Eat Disord. 1999 Mar;25(2):195–214.  

50.  Morgan JF, Reid F, Lacey JH. The SCOFF questionnaire: assessment of a new screening tool for 

eating disorders. BMJ. 1999 Dec 4;319(7223):1467–8.  

51.  Perry L, Morgan J, Reid F, Brunton J, O’Brien A, Luck A, et al. Screening for symptoms of 

eating disorders: Reliability of the SCOFF screening tool with written compared to oral delivery. 

International Journal of Eating Disorders. 2002;32(4):466–72.  

52.  Tabachnick BG, Fidell LS. Using Multivariate Statistics. Pearson/Allyn & Bacon; 2007.  

53.  Cole TJ, Bellizzi MC, Flegal KM, Dietz WH. Establishing a standard definition for child 

overweight and obesity worldwide: international survey. BMJ. 2000 May 6;320(7244):1240–3.  

 

  



 

97 
 

 

 

 

 

Date:  l__|__I  I__|__I  I__|__I__I__I                                                Student number:              I__I__I__I__I__I__I__l 

 day          month             year 

 

 

Please circle one answer for each question and/or fill in the blanks 

 

 

1.  What is your date of birth? I___I___I  I___I___I  I___I___I___I___I 

 day              month                      year 

 

2.  What grade are you in? 1.  7th 2.  8th 3.  9th 

  4.  10th 5.  11th 6.  12th 

 

3.  What is your gender? 1. Male 2. Female 

 

4.  How  much school has your mother had? 

1. She didn’t finish High School 2. High School diploma     3. College or University Degree 4. I don’t know 

 

5.  How  much school has your father had? 

1. He didn’t finish High School 2. High School diploma     3. College or University Degree 4. I don’t know 

 

6.  Which one of the following groups best describes your ethnic origin? 

     (mark two responses ONLY IF your parents each have a different origin)  

 1. European  2. Aboriginal  3. Caribbean                  4. Central or South American 

 5. Oceanian (Australia, New Zealand)         6. North American (Canada, US)     7. African 

 8. Asian  9. Middle Eastern                             10. Other: ________________                                                    

 

7.  What is the main language you speak at home with your parents? (mark ONLY one) 

 1.English  2. French  3. Italian  4. German   5. Arabic 

 6. Chinese  7. Vietnamese 8. Spanish  9. Somali   10. Other: _________ 

 

If you were NOT born in the United States: 

8. I have been living in the U.S.A.  for I___I___I  year(s)  

 

  The USA The country my Both Neither 

APPENDIX 1 

MCKNIGHT IV ENGLISH VERSION 
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   family is from 
 
9. I am most comfortable being with people from 1 2 3 4 
 
10. My best friends are from 1 2 3 4 
 
11. The people I fit in best are from 1 2 3 4 
 
12. My favorite music is from 1 2 3 4 
 
13. My favorite TV show is from 1 2 3 4 
 
14. The holidays I celebrate are from 1 2 3 4 
 
15. The food I eat at home is from 1 2 3 4 
 
16. The way I do things and the way I think about things are from 1 2 3 4 
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The questions below ask about what it is like to be a teenager today. There are no right or wrong answers. We just want to know what you 

think. If you have problems with any of the questions, please raise your hand and we will help you. For each question, circle the number that 

best applies to you. 

 

 In the past year, how often… Never A little Sometimes A lot Always 

1. did you feel confident?........................................................................................ 1 2 3 4 5 

 

2. have you been on a dietTO LOSE WEIGHT?......................................................... 1 2 3 4 5 

 

3. have you worried about having fat on your body?.............................................. 1 2 3 4 5 

 

4. have you starved (not eaten) for a day or moreTO LOSE WEIGHT?...................... 1 2 3 4 5 

 

IF YES: 

 a. How often does this happen? Less than two times a week   0 Two times a week or more   1 

b. Since when?                                 Less than three months          0        Three months or more  1 

 

5. did you drink alcohol when you were by yourself or with friends?...................... 1 2 3 4 5 

  

6. did you eat less than usual when you were bored?............................................ 1 2 3 4 5 

  

7. have you felt fat?................................................................................................ 1 2 3 4 5 

 

8. have you tried to lose weight?............................................................................ 1 2 3 4 5 

 

9. have you thought about wanting to be thinner?.................................................. 1 2 3 4 5 

 

10. has your father made a comment to you about your weight or your eating 

      that made you feel bad? (“Father” refers to the adult man in your life who acts 

      most like a father to you)……………………………………………………………………... 1 2 3 4 5 

 ** I do not have any contact with anyone that I think of as my father…… 0 

  

11. have you changed your eating when you were around girls/young women?... 1 2 3 4 5 

 

12. have you had someone you can count on to listen to you when you  

      need to talk?..................................................................................................... 1 2 3 4 5 

 

13. have you cut back on what you ateTO LOSE WEIGHT?...................................... 1 2 3 4 5 

  

14. did you use drugs (not medicine)?................................................................. 1 2 3 4 5 

  

15. did you eat less than usual to try to feel better about yourself?........................ 1 2 3 4 5 
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16. have you had someone to share your most private worries and fears with?.... 1 2 3 4 5 

 

17. have girls/young women (including sisters) made fun of you because of 

      your weight?..................................................................................................... 1 2 3 4 5 

 

18. have you taken laxatives or “water” pillsTO LOSE WEIGHT?.............................. 1 2 3 4 5 

 

19. have you felt ugly?............................................................................................ 1 2 3 4 5 

  

20. have you skipped mealsTO LOSE WEIGHT?....................................................... 1 2 3 4 5 

 

21. have you liked most things about yourself?...................................................... 1 2 3 4 5 

 

22. have you had headaches?................................................................................ 1 2 3 4 5 

 

 

 

 In the past year, how often… Never A little Sometimes A lot Always 

 

23. have you kept eating and eating and felt like you could not stop?................... 1 2 3 4 5 

 

IF YES : a. Does it bother you?      No 0      Yes 1 

                             b. How often?             Less than two times a week     0            Two times a week or more  1 

   c. For how long?               Less than three months           0     Three months or more        1 

 

 

24. has a teacher or coach made a comment to you about your weight that 

      made you feel bad?.......................................................................................... 1 2 3 4 5 

 

25. did you eat more than usual when you were bored?........................................ 1 2 3 4 5 

 

26. did you smoke cigarettes?................................................................................. 1 2 3 4 5 

 

27. did you feel worthless?...................................................................................... 1 2 3 4 5 

  

28. did you notice you didn’t have as much energy as you usually do?................. 1 2 3 4 5 

 

29. have you exercisedTO LOSE WEIGHT?.............................................................. 1 2 3 4 5 

 

IF YES: a.  About how many hours a week?   I___I___I   hours 

 

30. did you feel “down in the dumps” or “depressed”?............................................ 1 2 3 4 5 
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IF YES: a. For how long?  Less than three months  0  Three months or more  1 

  

31. have you felt pretty/handsome?....................................................................... 1 2 3 4 5 

 

32. have you had stomach aches?......................................................................... 1 2 3 4 5 

  

33. have you tried to change your weight so you would not be teased by 

boys/young men (including brothers)?............................................................. 1 2 3 4 5 

 

34. have you MADE yourself throw-upTO LOSE WEIGHT?........................................ 1 2 3 4 5 

 

 

IF YES: a. Does it happen:  Less than two times a week  0 Two times a week or more  1                                   b. For how long?  Less than 

three months     0 Three months or more  1 

 

35. have you been happy just the way you are?.................................................... 1 2 3 4 5 

  

36. have you eaten less sweets or fatty foodsTO LOSE WEIGHT?........................... 1 2 3 4 5 

  

37. have boys/young men (including brothers) made fun of you because 

      of your weight?.................................................................................................. 1 2 3 4 5 

 

38. has your mother made a comment to you about your weight or your eating 

      that made you feel bad? (“Mother” refers to the adult woman in your life who acts 

      most like a mother to you)…………………………………………………………………… 1 2 3 4 5 

 ** I do not have any contact with anyone that I think of as my mother…..0 

 

39. have you had someone to help you understand a problem when 

      you needed it?.................................................................................................. 1 2 3 4 5 

 

40. did you eat less than usual when you were upset?.......................................... 1 2 3 4 5  

 

 

 

 In the past year, how often… Never A little Sometimes A lot Always 

 

41. have you taken diet pillsTO LOSE WEIGHT?.................……………………......... 1 2 3 4 5 

  

42. did you eat more than usual to try to feel better about yourself?...................... 1 2 3 4 5 

  

43. have your female friends talked about wanting to lose weigh?......................... 1 2 3 4 5 

 

44. have you changed your eating when you were around boys/young men?....... 1 2 3 4 5 
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45. did you have trouble concentrating?................................................................. 1 2 3 4 5 

  

46. did you eat more than usual when you were upset?......................................... 1 2 3 4 5 

 

47. did you have trouble enjoying activities you usually enjoy?.............................. 1 2 3 4 5 

  

48. did you eat a lot of food in a short amount of time when it was NOT a meal 

or a holiday?..................................................................................................... 1 2 3 4 5 

 

IF YES: a. Does this happen: Less than two times a week   0 Two times a week or more  1                                   b. For how long:  Less than 

three months      0 Three months or more         1  

 

49. have you tried to change your weight in order to avoid teasing from girls/ 

young women (sisters included)?..................................................................... 1 2 3 4 5 

 

50. I worry about what other people will think of me.……………………………...........…... 1 2 3 4        5 

 

51. For girls only:  

In the past year, how oftenhave photographs/pictures of thin girls/women  

made you wish that you were thin?......................................................................... 1 2 3 4 5 

 

 In the past year… Not A little Pretty A lot Totally 

 at all  much 

52. how much have you worried about gaining two pounds (1 kg)?............................... 1 2 3 4 5 

 

53. ifboys (including brothers) have teased you about your weight,  

      how much has it changed the way you feel about yourself?........................................... 1 2 3 4 5 

 ** I have not been teased…………………………………………………………….. .. 0 

  

54. how much has your weight made a difference in how you feel about yourself?........ 1 2 3 4 5 

  

55. how happy have you been with the way your body looks?........................................ 1 2 3 4 5 

 

56. how much do you think your weight made the opposite sexNOT like you?.............. 1 2 3 4 5 

  

57. how important has it been to your friends that you be thin?  1 2  3 4 5 

  

58. If girls (including sisters) have teased you about your weight, how much has it 

      changed the way you feel about yourself?...................................................................... 1 2 3 4 5 

 ** I have not been teased………………………………………………………………. 0 

 

59.. how important has it been to your friends that they be thin?...................................... 1  2  3 4 5 



 

103 
 

 

60. how important has it been to your mother that you be thin? (“Mother” refers to 

      the adult woman in your life who acts most like a mother to you)………………………………….. 1 2 3 4 5 

 ** I do not have any contact with anyone that I think of as my mother……………. 0 

 

61. how important has it been to your father that you be thin? (“Father” refers to 

      the adult man in your life who acts most like a father to you)…………………………………........ 1 2 3 4 5 

 ** I do not have any contact with anyone that I think of as my father……………… 0 

  

For girls only:  In the past year… Not A little Pretty A lot Totally 

 at all  much 

62. how much have you tried to look like the girls/women you see on TV, in movies, 

     or in magazines?.............................................................................................................. 1 2 3 4 5 

 

63. how much do you think your weight made other girls NOT like you?........................ 1 2 3 4 5 

 

Is this true? Never     A little Some-  A lot Always 

    times 

64. Only outstanding performance is good enough in my family…………………………. 1 2 3 4 5 

 

65. I try very hard to avoid disappointing my parents and teachers…………….............. 1 2 3 4 5 

 

66. I need to be the best at things……………………………………………………........... 1 2 3 4 5 

 

67. I feel that I must do things perfectly or not do them at all…………………………….. 1 2 3 4 5 

 

68. I have extremely high goals……………………………………………………………… 1 2 3 4 5 

 

 Is this important? Not A little Pretty A lot Totally 

 at all  much 

69. To feel good about yourself, how important is it to be physically strong?................. 1 2 3 4 5 

 

70. To feel good about yourself, how important is it to be smart?................................... 1 2 3 4 5 

 

71. To feel good about yourself, how important is it to be thin?...................................... 1 2 3 4 5 

 

72. To feel good about yourself, how important is it to stand up for yourself?……………..  1 2  3 4 5 

 

 Yes or No ? 

 

73. Do you go to a different school now than you did last year?....................................................... 0. No 1. Yes 

 

74. In the past year, has your body changed?................................................................................... 0. No 1. Yes 
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If yes:a.  How bothered are you about your body changing?  

1. Not at all   2. A little 3. Pretty much 4. A lot 5. Totally 

 

 

75.For girls only: Have you gotten your first period yet?............................................................... 0. No 1. Yes 

If yes:   a. At what age?......... .......I__I__I years   b.  In what grade at school?          l__l__l         

  b. In the last year, has your period ever stopped for 3 months in a row or more?  0. No             1. Yes  c.  

If your period did stop for three or more months, has it come back? 0. No  1.Yes 

 

76. have you lost a friend (i.e. because of a fight or a move)?.................................  0. No 1.Yes 

 

77. Have you started to date?............................................................................................................ 0. No 1.Yes 

 

If yes: a. At what age?................. I__I__I years     b.  In what grade at school?          l__l__l 

In the past year… 

 

 78. have you broken up with a boyfriend or girlfriend?............................................ 0. No 1. Yes 

 

79. have you been seriously injured or seriously ill?.................................................... 0. No 1. Yes 

 

 80. have any of your pets died?......................................................................................................... 0. No 1. Yes 

 

81. have you felt rejected by someone important to you?................................................................. 0. No 1. Yes 

 

 In the past year… 

 

82. have you felt threatened at school?............................................................................................. 0. No 1. Yes 

  

83. has anyone important to you died?.............................................................................................. 0. No 1. Yes 

 

84. have your parents separated, divorced, or split up?.................................................................... 0. No 1. Yes 

 

85. have you felt threatened outside of school?................................................................................ 0. No 1. Yes 

 

86. have other people noticed changes in your body?...................................................................... 0. No 1. Yes 

If yes:a.  How bothered are you about other people noticing changes in your body? 

1.Not at all 2. A little 3. Pretty much 4. A lot 5. Totally 

 

87. have either of your parents gotten remarried?............................................................................. 0. No 1. Yes 

 

88. have you been a cheerleader, a song leader or on a dance team?............................................. 0. No 1. Yes 
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89. have you had to take medication (like Ritalin) to help you pay attention and 

      do better in school?............................................................................................................................ 0. No 1. Yes 

 

90. have you had to take insulin to help you control diabetes?......................................................... 0. No 1. Yes 

 

91. have you felt, or have others told you, that you eat less than you should?................................. 0. No 1. Yes 

 

92. In the past year,has there been a supportive person (role model) in your life you look up to  

      and/or talk to about the things that happen to you?...........................................................................  0. No 1. Yes 

 

93. In the past year, have you felt pressured to have sex?............................................................ 0. No 1. Yes 

 

94. In the past year, have you trained for competition in any of the following sports? 

ice skating: 0. No   1. Yes       swimming: 0. No   1. Yes       gymnastics: 0. No   1. Yes        track and field:  0. No   1. Yes 

 

95. In the past year, how have you been doing in school? 

0. Failing 1. Below average  2. Average 3. Above average 

 

 

 No or Yes ? 

 

  

96. Have other people told you that you have an eating disorder (like anorexia or bulimia, not  

      simply being overweight)?......................................................................................... 0. No 1. Yes 

 

97. Are you training to become a professional dancer or ballerina?................................................ 0. No 1. Yes 

98. Do you think that you have an eating disorder (like anorexia or bulimia, not simply being  

      overweight)?.............................................................................................................. 0. No 1. Yes 

  

99. Has anyone in your family ever had an eating disorder?.......................................................... 0. No 1. Yes  

 

 

 

 

 

 

 

 

 

 

100. Please circle the number of the figure below that best looks like the MOST you have ever seen your real (biological) MOTHERweigh (not including when 

she was pregnant). 
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       1             2                3               4               5                6                 7                  8                9   

       0 = I have not seen my biological mother in a very long time 

 

101. Please circle the number of the figure below that best looks like the MOST you have ever seen your real (biological) FATHER weigh.  

 

 

 

 

 

   

 

 

 

 

 

 

1           2               3              4             5              6               7                8               9              
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0 = I have not seen my biological father in a very long time 

 

102.Please circle the number of the figure below that best looks like theMOSTyou weighed in elementary school.  

 

 

 

 

 

 

 

 

1                2                 3                4                5                6                 7               8 
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Circle all that apply (you may circle more than one) 

103. Circle any of the following member(s) of your family who is (are) currently very overweight.   

A. Sibling(s) B.  Step/Half Sibling(s) C.  Mother’s Sibling(s) 

 D.  Father’s Sibling(s) E.  Maternal Grandparent(s) F.  Paternal Grandparent(s) 

 

104. Circle any of the following member(s) of your family who is (are) currently very underweight.  

A. Sibling(s) B. Step/Half Sibling(s) C.  Mother’s Sibling(s) 

 D.  Father’s Sibling(s) E.  Maternal Grandparent(s) F.  Paternal Grandparent(s) 

 

 105. Circle any of these activities THAT YOU PARTICIPATE IN that make you feel really good about yourself. 

A.Organized sports (i.e. basketball, soccer, etc.)  G.  Church youth groups 

B.Swimming/Diving  H.   Journal club/Creative writing/Newspaper/Yearbook 

C.Track and field  I.    Dance 

D.Gymnastics  J.   Theater/Drama  

E.Community service (i.e. volunteer at a hospital)  K.   Music/Band/Choir 

F.Scouting  L.   Other: ____________________________________ 

 

106. Please circle any of the people you talk to when you have a problem. (you can circle more than one) 

 A.  Mother/Stepmother B.  Father/Stepfather C. Brother/Stepbrother 

 D.  Sister/Stepsister E.  Other Relative F.  Friend 

 G.  Boyfriend/Girlfriend H.  Coach/Teacher I.  Counselor/Minister/Priest/Rabbi 

 J.  Other Person: ______________________________ K.  No one 

 

 

107. a. Your present height :    I___I feet I___I___I inches 

 

b. Your present weight :      I___I___I___I pounds 

 

c. What is your desired weight?     I___I___I___I pounds 

 

108. Have you recently lost more than 15 pounds in three months or less?   No 0 Yes   1 

 

109. Do you think you are fat even though others say you are too thin?     No 0 Yes   1 

 

110. Would you say that food dominates your life?   No 0 Yes   1 

 

111. At your present weight, do you feel:    too thin     1  fine 2  too fat  3 

 

 

  

APPENDIX 2 

MCKNIGHT IV VERSION FRANCAISE 
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Date:  l__|__I  I__|__I  I__|__I__I__I                                                              Numéro de l’élève : --- --- --- --- --- --- 

 Jour      Mois         Année 

 

Entourez une seule réponse par question (ou remplissez les cases réponses) 

 

1.  Quelle est votre date de naissance ?                       I___I___I  I___I___I  I___I___I___I___I  

Jour         Mois               Année 

 

2.  En quelle classe êtes-vous ? 1.  3ème 2.  2nde 3.  1ère L 

4.  1ère ES                            5.  1ère S 6.  Terminale L 

  7.  Terminale ES 8. Terminale S 9.  1ère Technologie 

                                                         10.  Terminale Technologie 

 

3.  Êtes-vous ? 1. Garçon 2. Fille 

 

4.  Quel est le niveau d’études de votre mère ?  

1. Elle n’a pas terminé                 2. Elle a un diplôme                 3. Elle a un diplôme                       4.  Je ne sais pas 

            son secondaire                        d’études secondaires             collégial ou universitaire 

  

5.  Quel est le niveau d’études de votre père ? 

1. Il n’a pas terminé                     2. Il a un diplôme                      3. Il a un diplôme                           4.  Je ne sais pas 

           son secondaire                     d’études secondaires                collégial ou universitaire 

 

6.  Lequel des groupes suivants décrit le mieux votre origine ethnique ? (Encerclez DEUX réponses uniquement si vos parents sont de deux origines 

différentes.) 

 1. Europe 2. Origine aborigène 3. Caraïbes 4. Amérique centrale ou du Sud 

 5. Océanie (Australie, Nouvelle-Zélande) 6. Amérique du Nord (Canada, États-Unis) 

 7. Afrique 8. Asie  9. Origine arabe (Moyen-Orient)      10. 

Autres : ________________ 

 

7.  Quelle est la langue la plus parlée à la maison ? (Ne cochez qu’UNE réponse) 

 1. Anglais  2. Français  3. Italien  4. Allemand  5. Arabe 

 6. Chinois  7. Vietnamien 8. Espagnol 9. Somalien  10. Autre: ______________ 

SI VOUS N’ETES PAS NES EN FRANCE, S.V.P. REMPLIR CETTE SECTION : 

8. Depuis combien d’année vivez-vous en France?                                                                            I__I__I années 

France     Le pays d’origine     Les deux    Aucun 

de ma famille 

9. Je suis le plus confortable avec des personnes qui viennent de………………..…1                    2                     3                4 

10. Mes meilleurs amis sont originaires des…………………………………………….1                    2                     3                4 

11. Les personnes avec qui je m’entends le mieux sont originaires de ……………..1                    2                     3                4 

12. La musique que je préfère vient de ………………………………………………….1                    2                     3                4 

13. L’émission que je préfère vient de …………………………………………………..1                    2                     3                4 

14. Je célèbre les fêtes de ………………………………………………………………. 1                    2                     3                4 
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15. La type de nourriture que je mange à la maison est de …………………………..1                    2                     3                4 

16. Ma façon de penser et de faire les choses ressemble à celle de ………………..1                    2                     3                4 
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Les questions suivantes s’intéressent à ce que cela signifie pour vous d’être un(e) adolescent(e) aujourd’hui. Encerclez la réponse qui 

convient le mieux à chaque question. 

 

Depuis un an…Jamais    Rarement    ParfoisSouvent   Tout le temps 

 

1. vous êtes-vous senti(e) sûr(e) de vous?..............................................................1              2              3            4              5  

 

2. avez-vous suivi un régimeAMAIGRISSANT?..................................................... 1              2              3            4              5 

 

3. vous êtes-vous inquiété(e) d’avoir trop de graisse dans certaines parties  

   de votre corps ?................................................................................................ ...1              2              3            4              5 

 

4. vous êtes-vous privé(e) de manger pendant un jour ou plus POUR MAIGRIR ?1              2              3            4              5 

 

 SI OUI : a. Cela arrive-t-il :  Moins de deux fois par semaine  Deux fois par semaine ou plus  

    1     2 

 b. Depuis combien de temps : Moins de trois mois    Trois mois ou plus   

     1     2 

 

5. avez-vous bu de l’alcool seul ou avec des amis ?.............................................. 1              2              3            4              5 

 

6. avez-vous mangé moins que d'habitude parce que vous vous ennuyiez ?........ 1              2              3            4              5 

 

7. vous êtes-vous senti(e) gros(se) ?...................................................................... 1              2              3            4              5 

 

8. avez-vous essayé de maigrir ?........................................................................... 1              2              3            4              5 

 

9. avez-vous souhaité être plus mince ?................................................................. 1              2              3            4              5 

 

10. votre père a-t-il fait des commentaires sur votre poids ou sur ce que vous  

      mangez qui vous ont contrarié(e) ? (votre père ou un homme  adulte qui se  

      comporte en père avec vous ) ……………………………………........................1              2              3            4              5  

 ** Je n’ai pas de  contact avec mon père (ou équivalent)………………...0 

 

11. avez-vous changé vos habitudes alimentaires quand vous étiez avec des  

      filles ou des jeunes femmes ?........................................................................... 1              2              3            4              5 

 

12. avez-vous pu compter sur quelqu'un quand vous aviez besoin de parler ?...... 1              2              3            4              5 

 

13. avez-vous mangé moins que d'habitudePOUR MAIGRIR ?............................. 1              2              3            4              5 

 

14. avez-vous fait usage de drogues (autres que des médicaments) ?................. .1              2              3            4              5 

 

15. avez-vous mangé moins que d'habitude pour vous sentir mieux avec  
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vous-même ? …………………………………………………………………………1              2              3            4              5 

 

16. avez-vous pu partager vos soucis personnels ou vos angoisses avec  

      quelqu'un ?........................................................................................................ 1              2              3            4              5 

 

17. des filles ou des femmes (sœurs incluses) se sont-elles moquées de vous  

      à cause de votre poids ?................................................................................... 1              2              3            4              5 

 

18. avez-vous pris des laxatifs ou des diurétiques  POUR MAIGRIR ?.................. 1              2              3            4              5 

 

19. vous êtes-vous senti(e) laid(e) ?....................................................................... 1              2              3            4              5 

 

20. avez-vous sauté des repas POUR MAIGRIR ?................................................. 1              2              3            4              5 

Depuis un an…Jamais    Rarement    ParfoisSouvent   Tout le temps 

 

21. vous êtes vous senti(e) bien dans votre peau ?............................................... 1              2              3            4              5 

 

22. avez-vous eu mal à la tête?.............................................................................. 1              2              3            4              5 

 

23. vous est-il arrivé de manger et manger sans pouvoir vous arrêter?................. 1              2              3            4              5 

 

 SI OUI : a. Cela vous préoccupe-t-il ?  Non    Oui  

      0    1 

  b. Cela arrive-t-il :   Moins de deux fois par semaine Deux fois par semaine ou plus 

      1    2   

  c. Depuis combien de temps   :Moins de trois mois  Trois mois ou plus   

      1    2 

 

24. un professeur ou un entraîneur a-t-il fait des commentaires au sujet de  

      votre poids qui vous ont contrarié(e) ?............................................................. 1              2              3            4              5 

 

25. avez-vous mangé plus que d'habitude quand vous vous ennuyiez ?.............. 1              2              3            4              5 

 

26. avez-vous fumé des cigarettes ?..................................................................... 1              2              3            4              5 

 

27. vous êtes-vous senti(e) bon ou bonne à rien?................................................. 1              2              3            4              5 

 

28. avez-vous eu l’impression d’avoir moins d’énergie que d'habitude?............... 1              2              3            4              5 

 

29. avez-vous fait de l’exercice physique POUR MAIGRIR?................................. 1              2              3            4              5 

 

 SI OUI : 

 a. Combien d’heures par semaine, en moyenne ?    l___l___l heures 

 

30. vous êtes-vous senti(e) triste ou “déprimé(e)”?................................................ 1              2              3            4              5 
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 SI OUI : a. depuis combien de temps :     Moins de trois mois  Trois mois ou 

plus 

         1     2 

 

31. vous êtes-vous senti(e) beau ou belle ?........................................................... 1              2              3            4              5 

 

32. avez-vous eu mal à l’estomac ?........................................................................ 1              2              3            4              5 

 

33. avez-vous essayé de changer votre poids pour éviter que les garçons 

      (frères inclus) se moquent de vous?................................................................. 1              2              3            4              5 

 

34. vous êtes-vous FORCÉ(E) à vomir POUR MAIGRIR?..................................... 1              2              3            4              5 

 

 SI OUI : a. Cela arrive-t-il :  Moins de deux fois par semaine Deux fois par semaine ou plus 

     1    2 

 b. Depuis combien de temps : Moins de trois mois   Trois mois ou plus 

     1    2 

 

35. vous êtes-vous senti(e) bien comme vous êtes ?............................................. 1              2              3            4              5 

 

36. avez-vous mangé moins de sucreries ou d'aliments gras POUR MAIGRIR ?.. 1              2              3            4              5 

 

37. des garçons ou des jeunes hommes (frères inclus) se sont-ils moqués de  

vous à cause de votre poids?.......................................................................... 1              2              3            4              5 

 

38. votre mère a-t-elle fait des commentaires sur votre poids ou sur ce que   

vous mangez qui vous ont contrarié(e) ? (votre mère ou une femme adulte  

qui se comporte en mère avec vous)…………………………………………….. 1              2              3            4              5 

 ** Je n’ai pas de  contact avec ma mère (ou équivalent)………………… 0 

 

39. y avait-il quelqu'un qui pouvait vous aider quand vous aviez un problème ?.... 1              2              3            4              5 

 

40. avez-vous mangé moins que d'habitude quand vous étiez contrarié(e) ?......... 1              2              3            4              5 

 

41. avez-vous pris des médicaments (comme Dexatrim) POUR MAIGRIR ?......... 1              2              3            4              5 

 

42. avez-vous mangé plus que d'habitude pour tenter de vous sentir mieux ?....... 1              2              3            4              5 

 

43. vos amies ont-elles parlé de leur désir de maigrir ?........................................... 1              2              3            4              5 

 

Depuis un an…Jamais    Rarement    ParfoisSouvent   Tout le temps 

 

44. est-ce que vous mangez différemment quand vous êtes en présence  

      de garçons ou de jeunes hommes ?................................................................ 1              2              3            4              5 
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45. avez-vous eu des problèmes de concentration ?............................................. 1              2              3            4              5 

 

46. avez-vous mangé plus que votre habitude quand vous étiez contrarié(e)?...... 1              2              3            4              5 

 

47. avez-vous eu moins de plaisir à faire des activités, des passe-temps que  

d’habitude vous aimez?................................................................................... 1              2              3            4              5 

 

48. vous est-il arrivé de manger beaucoup en peu de temps en dehors des repas 

quand ce n’était PAS un jour de fête?............................................................. 1              2              3            4              5 

 

 SI OUI : a. Cela arrive-t-il :  Moins de deux fois par semaine Deux fois par semaine ou plus 

     0    1 

 b. Depuis combien de temps : Moins de trois mois  Trois mois ou plus 

     0    1 

 

49. avez-vous essayé de changer votre poids pour éviter que les filles 

      (sœurs incluses) se moquent de vous?............................................................ 1              2              3            4              5 

 

50. vous inquiétez-vous de ce que les autres pensent de vous?........................... 1              2              3            4              5 

 

Cette question est pour les filles seulement. 

51. Depuis un an, des photos de filles ou femmes minces vous ont-elles donné  

      envie d’être plus mince ?.................................................................................. 1              2              3            4              5 

 

 

 

 Depuis un an… Pas du tout  Un peu  Pas mal  Beacoup Enormément 

  

52. vous êtes-vous inquiété(e) de grossir de deux livres (1 kilo) ?......................... 1              2              3            4              5 

 

53. Si des garçons (frères inclus) vous ont taquiné(e) sur votre poids, cela a-t-il  

      changé votre opinion de vous-même ?............................................................ 1              2              3            4              5 

 ** Je n’ai pas été taquiné(e)……………………………………………………….0 

 

54. votre poids a-t-il influencé l’image que vous avez de vous-même ?................ 1              2              3            4              5 

 

55. êtes-vous satisfait(e) de l'apparence de votre corps ?..................................... 1              2              3            4              5 

 

56. pensez-vous que votre poids est la raison pour laquelle les personnes du 

sexe opposé ne vous aiment PAS ?................................................................ 1              2              3            4              5 

 

57. pensez-vous que pour plaire à vos amis vous devez être mince ?.................. 1              2              3            4              5 

 

58. Si des filles (sœurs incluses) vous ont taquiné(e) sur votre poids, cela a-t-il                     
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      changé  votre opinion de vous-même ?........................................................... 1              2              3            4              5 

 ** Je n’ai  pas été taquiné(e)…………………………………………………0 

 

59. quelle importance attachent vos ami(e)s au fait qu’ils (elles) soient minces?.. 1              2              3            4              5 

 

60.  le fait que vous soyez mince (ou devriez l’être) a-t-il de l’importance pour  

       votre mère ? (votre mère ou une femme adulte qui se comporte en mère  

       avec vous)………………………………………………………………………….. 1              2              3            4              5 

 ** Je n’ai pas de contact avec ma mère (ou équivalent)……………………….0 

 

 

Depuis un an…Jamais    Rarement    ParfoisSouvent   Tout le temps 

 

61. le fait que vous soyez mince (ou devriez l’être) a-t-il de  l’importance  

      pour votre père ? (votre père ou un homme adulte qui se comporte en  

      père avec vous)…………………………………………………………………….. 1              2              3            4              5 

 ** Je n’ai pas de contact avec mon père (ou équivalent)………………………0 

 

Ces questions sont pour les filles seulement 

62. avez-vous essayé de ressembler aux filles et femmes de la télévision, des 

magazines ou des films?................................................................................. 1              2              3            4              5 

 

63. pensez-vous que votre poids est la raison pour laquelle les autres filles ne 

      vous aiment pas?............................................................................................. 1              2              3            4              5 

 

64. Ma famille n’accepte que l’excellence…………………………………………….1              2              3            4              5 

 

65. Je fais beaucoup d’efforts pour éviter de décevoir mes parents et mes  

      professeurs…………………………………………………………………………..1              2              3            4              5 

 

66. J’ai besoin d’être le meilleur/la meilleure dans tout ce que j’entreprends…….1              2              3            4              5 

 

67. Je sens que je dois faire les choses parfaitement ou ne pas les faire du tout. 1              2              3            4              5 

 

68. Je me fixe des objectifs extrêmement élevés…………………………………….1              2              3            4              5 

 

 

 Pour vous sentir bien...Pas du tout  Un peu  Pas mal  Beacoup Enormément 

 

69. Est-il important d’être fort(e) physiquement?.................................................... 1              2              3            4              5 

 

70. Est-il important d’être intelligent(e)?................................................................. 1              2              3            4              5 

 

71. Est-il important d’être mince?........................................................................... 1              2              3            4              5 
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72. Est-il important d’être capable de vous défendre ou de vous faire respecter?. 1              2              3            4              5 

 

 Non ou Oui? 

 

73. Avez-vous changé d’école depuis l’année dernière ?........................................................................0. Non               1. Oui 

 

74. Votre corps a-t-il changé depuis un an ?............................................................................................0. Non               1. Oui 

 

Si oui:a.  Ces changements vous dérangent-ils ? 

1. Pas du tout        2.Un peu        3.Pas mal        4. Beaucoup        5. Énormément 

 

Cette question est pour les filles seulement 

 

75. Avez-vous eu vos premières règles ?................................................................................................ 0. Non               1. Oui 

 

       Si Oui:a.   En quelle année étiez-vous quand c'est arrivé ? (Entourez la réponse) 

              1.    Avant le CM1 7. Été après la 6ème 13. Été après la 3ème 

2. En CM1     8. En 5ème 14. En 2nde 

3. Été après le CM1 9. Été après la 5ème 15. Été après la 2nde 

4. En CM2 10. En 4ème 16. En 1ère 

5. Été après le CM2 11. Été après la 4ème 17. Été après la 1ère 

6. En 6ème 12. En 3ème 18. En Terminale 

 

b.  Depuis un an, avez-vous eu un arrêt de vos règles pendant au moins trois mois ?......... 0. Non               1. Oui 

 

c.  S’il y a eu un arrêt, vos règles sont-elles maintenant revenues ?..................................... 0. Non               1. Oui 

 

76. Depuis un an, avez-vous perdu un(e) ami(e) (par exemple à cause d’une dispute ou d’un 

déménagement) ?.............................................................................................................................. 0. Non               1. Oui 

 

77. Avez-vous commencé à sortir avec des garçons ou des filles ?......................................................... 0. Non               1. Oui 

 

      Si oui: a.  En quelle année étiez-vous quand vous avez commencé ? 

              1.    Avant le CM1 7. Été après la 6eme  13. Été après la 3ème 

2. En CM1     8. En 5ème 14. En 2nde 

3. Été après le CM1 9. Été après la 5ème 15. Été après la 2nde 

4. En CM2 10. En 4ème 16. En 1ère 

5. Été après le CM2 11. Été après la 4ème 17. Été après la 1ère 

6. En 6ème 12. En 3ème 18. En Terminale 

 

 Depuis un an… 

 

78. avez-vous rompu avec un(e) petit(e) ami(e)?...................................................................................... 0. Non               1. Oui 

 Depuis un an… 
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79. avez-vous été gravement blessé(e) ou malade?................................................................................. 0. Non               1. Oui 

 

80. est-ce que votre animal de compagnie est mort ?............................................................................... 0. Non               1. Oui 

 

81. vous êtes-vous senti(e) rejeté(e) par quelqu’un d'important pour vous ?............................................ 0. Non               1. Oui 

 

82. vous êtes-vous senti(e) menacé(e) à l’école ?.................................................................................... 0. Non               1. Oui 

 

83. une personne dont vous étiez proche est-elle morte ?........................................................................ 0. Non               1. Oui 

 

84. vos parents se sont-ils séparés ou ont-ils divorcés ?........................................................................... 0. Non               1. Oui 

 

85. vous êtes-vous senti(e) menacé(e) en dehors de l’école ?.................................................................. 0. Non               1. Oui 

 

86. est-ce que les autres ont remarqué des changements dans votre corps?........................................... 0. Non               1. Oui 

 

Si oui:a.  Cela vous a-t-il dérangé(e) ? 

1. Pas du tout        2. Un peu        3. Pas mal        4. Beaucoup        5. Énormément 

 

87. un de vos parents s'est-il remarié ?...................................................................................................... 0. Non               1. Oui 

 

88. avez-vous fait partie d’une troupe de danse ou chanté dans un groupe?........................................... 0. Non               1. Oui 

 

89. avez-vous dû prendre des médicaments (comme le Ritalin) pour améliorer votre concentration 

      et avoir de meilleurs résultats à l’école ?............................................................................................. 0. Non               1. Oui 

 

90. avez-vous dû prendre de l’insuline pour contrôler un diabète ?.......................................................... 0. Non               1. Oui 

 

91. avez-vous pensé (ou d’autres vous ont-ils dit) que vous mangiez moins que vous ne devriez?......... 0. Non               1. Oui 

 

92. y a-t-il eu une personne pour qui vous aviez de l’estime, qui vous a soutenu(e) et à qui vous  

     avez pu vous confier facilement?.......................................................................................................... 0. Non               1. Oui 

 

93. avez-vous senti de la pression pour avoir des relations sexuelles?.................................................... 0. Non               1. Oui 

 

94. faites-vous de la compétition dans les sports suivants : 

a.  Patin à glace……………… 0. Non               1. Ouib.   Natation/Plongeon……………………0. Non               1. Oui 

c.  Gymnastique……………….0. Non               1. Ouid.   Athlétisme……………………………..0. Non               1. Oui 

95. Depuis un an, comment sont vos résultats scolaires ? 

 1.  Mauvais  2.  Sous la moyenne 3. Dans la moyenne 4. Au dessus de la moyenne 

 

 Non ou Oui? 

 

96. Quelqu’un vous a-t-il dit que vous aviez un trouble du comportement alimentaire (par exemple de  

      l’anorexie, de la boulimie, et pas simplement un excès de poids) ?.....................................................0. Non               1. Oui 
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97. Vous entraînez-vous pour être un(e) professionnel(le) de la danse?.................................................. 0. Non               1. Oui 

  

98. Pensez-vous que vous avez actuellement un trouble du comportement alimentaire (par exemple  

de l’anorexie, de la boulimie, et pas simplement un excès de poids) ?.............................................. 0. Non               1. Oui 

 

99. Quelqu’un dans votre famille a-t-il eu un trouble du comportement alimentaire (par exemple  

de l’anorexie, de la boulimie, et pas simplement un excès de poids) ?.............................................. 0. Non               1. Oui 

 

 

 

 

 

 

 

 

 

 

100.Entourez le numéro de la figure ci-dessous qui représente le poids le PLUS ELEVE auquel vous avez vu votre MERE 

        (mère biologique) – grossesse exclue -  

   

 

 

 

 

 

 

 

 

 

 

 

       1             2                3               4               5                6                 7                  8                9   

       0 = Je n’ai pas vu ma mère (biologique) depuis très longtemps 

 

101. Entourez le numéro de la figure ci-dessous qui représente le poids le PLUS ELEVE auquel vous avez vu votre PÈRE 

(père biologique). 
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1           2               3              4             5              6               7                8               9              

0 = Je n’ai pas vu mon père (biologique) depuis très longtemps. 
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102. Entourez le numéro de la figure ci-dessous qui VOUS ressemble le plus quand vous étiez À L’ÉCOLE PRIMAIRE. 

  

 

 

 

 

 

 

 

1                2                 3                4                5                6                 7               8 

 

 

 

 

 

 

 

 

              1                 2                3                4               5                 6                 7                  8              

 

 

103. Encerclez les membres de votre famille qui ont un surplus de poids (encerclez tous les membres concernés). 

A. Frère(s) et sœur(s)   B. Demi-frère (sœur) ou par alliance C. Frères et soeurs de ma mère 

D.  Frère(s) et sœur(s) de mon père E.Grand-parent(s) maternel(s)  F.Grand-parent(s) paternel(s) 

 

104. Encerclez les membres de votre famille dont le poids est trop bas (encerclez tous les membres concernés). 

A. Frère(s) et sœur(s)   B. Demi-frère (sœur) ou par alliance C. Frères et soeurs de ma mère 

D.  Frère(s) et sœur(s) de mon père E.Grand-parent(s) maternel(s)  F. Grand-parent(s) paternel(s) 

 

105. Entourez toutes les activités QUE VOUS PRATIQUEZ qui vous permettent de vous sentir bien avec vous-même. 
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A. Sports d’équipe (ex: Basket-ball, soccer, etc.)  G.  Associations religieuses ou groupes de jeunes 

B. Natation/plongeon  H.   Rédaction d’un journal/Club d’écriture/Livre de fin 

          d’année 

 

C. Athlétisme  I.    Danse 

D. Gymnastique  J.   Théâtre  

E. Bénévolat  K.   Musique/Orchestre/Chorale 

F. Scoutisme  L.   Autre: ____________________________________ 

 

 

 

106. Entourez le nom des personnes à qui vous parlez quand vous avez un problème. (Vous pouvez entourer plus d'un nom). 

  

       A.  Mère/Belle-mère   B.  Père/Beau-père    C.  Frère/Demi-frère (ou par alliance) 

 D.  Soeur/Demi-soeur (ou par alliance) E.  Autre personne de la famille (parenté)    F.  Ami(e) 

 G.  Petit ami/Petite amie  H.  Entraîneur/Professeur  

       I. Conseiller d’éducation/Prêtre /Pasteur/Rabbin         J.  Autre : _________________ K.  Personne 

 

107.  a. Votre taille actuelle     l____l____l____l cm 

  b. Votre poids actuel     l____l____l kgs 

  c. Le poids que vous souhaiteriez avoir   l____l____l kgs 

 

108.  Avez-vous récemment perdu plus de 6kg en trois mois (ou en moins de trois mois) ? 

  Non  Oui 

  0   1 

 

109.  Pensez-vous que vous êtes gros(se) alors que d’autres vous trouvent trop mince ? 

  Non  Oui 

  0  1  

 

110.  Diriez-vous que la nourriture domine votre vie ? 

  Non  Oui 

  0   1 

 

111.  A votre poids actuel, vous sentez-vous 

  trop maigre  bien  trop gros(se) 

  1   2  3 
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Conclusion 

Les objectifs de cette thèse furent d’identifier et de décrire les facteurs culturels et les 

pratiques alimentaires liées à la survenue de problèmes pondéraux et de troubles des conduites 

alimentaires chez les adolescents français et américains. 

Dans le premier article, nous avons montré que notre questionnaire AHA (« Attitudes et 

Habitudes Alimentaires ») a une bonne cohérence interne, qu’il est approprié au traitement des 

échantillons d’adolescents et aux études des habitudes et attitudes de l’alimentation journalière 

(HAAJ).  D’autres études de validité seront entreprises et la version française sera validée dans une 

future étude. Les résultats montrés dans le deuxième article soutiennent globalement nos 

hypothèses : les HAAJ sont nettement différentes entre adolescents français et américains ; les 

français ont des comportements et attitudes plus « saines » envers la nourriture et les repas.  Dans le 

troisième article, les résultats sur le statut pondéral soutiennent nos hypothèses : les caractéristiques 

pondérales sont différentes entre adolescents français et américains : les américains ont un taux 

d’obésité (OB) et surpoids (SP) (15.9% et 18.9% respectivement)  plus élevés que les français (8.0% et  

6.6%).  De plus, nous avons démontré que les adolescents français ont un taux de sous-poids élevé 

(11.5%)  par rapport aux américains (3.2%). Dans le quatrième article, en revanche, nos hypothèses 

sur les troubles du comportement alimentaire (TCA) n’ont pas été confirmées : la prévalence de TCA 

pour les adolescents français et américains est similaire et semblable aux résultats des études sur la 

prévalence au niveau mondial.  Pour l’anorexie (AN) la prévalence était de 0.15% ; pour la boulimie 

(BN) la prévalence était de 1.25%. 

Les adolescents de tous les pays du monde sont confrontés à de nombreux changements 

physiques, développementaux et cognitifs qui font de l’adolescence une période potentiellement 

chaotique.  Lorsque s’ajoutent les facteurs interpersonnels (comme les relations sociales et 

familiales), intra-personnels (comme les états psychologiques, la santé) et environnementaux 

(comme les messages médiatiques, les normes culturelles) cette période devient une véritable 

course d’obstacles pour l’adolescent qui désire vivre en équilibre avec lui-même et avec les autres.  

Dans les pays occidentaux, les changements dans le marché de l’alimentation des dernières 

décennies sont des causes probables de mauvaise alimentation, d’augmentation de poids et de 

maladies liés aux surpoids.  La disparition de coutumes alimentaires culturelles protectrices est aussi 

intriquée  aux problèmes de poids.  Cette thèse confirme ces faits.   

En ce qui concerne les HAAJ et l’OB les chiffres dans cette thèse  sont consistants et 

cohérents avec d’autres études : un pays comme les Etats Unis, dans lequel les adolescents ont une 

alimentation moins « saine » que dans un pays comme la France, est aussi le pays qui montre des 

taux pondéraux élevés.   

Les TCA sont des problèmes cliniques et psychologiques qui sont aussi prévalent en France 

qu’aux Etats-Unis.  Malgré une hypothèse basée sur le sens commun, selon lequel les 

comportements alimentaires journaliers semblent être impliqués de quelque sorte, ou avoir un effet 

quelconque sur le développement (et donc la prévalence) des TCA,  les HAAJ ne semblent pas d’avoir 

d’influence directe sur les TCA.  Dans un pays où les adolescents mangent moins sainement et ont 

plus d’OB et de SP, nous n’observons pas plus de TCA.  De plus, dans un pays comme la France, où les 
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adolescents ont plus un taux de sous-poids élévé, les TCA ne sont pas non plus différents des Etats 

Unis.  

 L’étiologie des TCA doit certainement être quelque part liée aux HAAJ, mais cette étude n’a 

pas montré de relation exacte.  L’évolution des TCA est liée aux HAAJ dans la mesure où ces derniers 

deviennent de plus en plus malsains au cours de la maladie. De plus, la restauration des HAAJ 

normaux  afin de restaurer un poids normal fait partie des traitements des TCA et l’OB.  Dans l’intérêt 

de comprendre encore plus précisément le rôle des HAAJ dans les TCA, certains analyses pourraient 

être entreprises à  l’avenir en utilisant nos données, par exemple :  observer si certains items de  

l’instrument APA ont des corrélations significatives avec les symptômes de TCA.   De plus,  il pourrait 

être éclairant de faire l’étude avec certains changements de méthodes, notés dans l’article sur les 

TCA.   

L’échantillon, important en nombre, a montré une bonne photographie des différences 

culturelles entre adolescents français et américains en ce qui concerne les l’HAAJ et le statut 

pondéral.  Pour les TCA, Il semble que les facteurs personnels (i.e. état psychologique de l’individu) 

soient plus impliqués que les facteurs culturels ou comportementaux et attitudinaux envers la 

nourriture.  En conclusion, les différences culturelles quant à la nourriture et aux repas observées 

entre adolescents français et américains sont fortement intriquées aux différences pondérales entre 

les  ces deux cultures. D’autre part, la différence des HAAJ entre les 2 pays ne semble pas avoir de 

lien avec les taux de TCA observés.  

 

 


