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Anorexia nervosa and emotional symptoms:
a cross-cultural study
Anna Brytek-Matera
SUMMARY
Aim. The present study was undertaken to assess the relationship between emotional symptoms and locus of control in female patients with anorexia nervosa of different nationalities.
Subjects and methods. The sample comprised 62 anorexic patients and 117 healthy women. The Hospital Anxiety and Depression Scale and the Internal Powerful Others and Chance Scale were applied in
this study.
Results. In the dimension of anxiety, depression and locus of control significant statistical differences were
observed in clinical groups of different nationalities and between these groups and the control groups.
Conclusion. The results confirm studies which concluded that anxiety and depression symptoms and defective experience of control are fundamental factors in the psychopathology of anorexia nervosa.
eating disorders / emotional symptoms / cross-cultural study

INTRODUCTION
Anorexia nervosa coexists with other types of
disorders. Problems with finding one’s own identity, excessive concentration on appearance (body
dissatisfaction), attempting to be slim or limiting
meals lead not only to psychic discomfort but
also depression, anxiety and/or dysphoria.
In the literature related to the subject there is
research which proves that depression and anxiety disorders precede anorexia nervosa [1] and
research that indicates that affective disorders
result from anorexia [2]. A number of researchers emphasise coexistence of the discussed disorders [3, 4, 5]. Depression disorder coincidence in
patients with anorexia ranges from 2.2% to 35.5%
[6, 7]. It is statistically higher than in healthy
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people. There are also data which suggest that
it ranges from 25% to 88% [in 8]. Furthermore, it
is estimated that frequency of depression disorders occurrence in lifetime of patients with anorexia nervosa is two or four times higher than in
the healthy population [9, 10]. The patients also
suffer from anxiety disorders more frequently
(from two to three times as much) [11].
The main part of the presented research is focused on the relationship between depression
and anxiety disorders, and anorexia nervosa. Emotional symptoms are not the only variable. Another one is locus of control. It originates from the social learning theory. It is not
a constant personality trait but the result of the
development process. It is an acquired mechanism compliant with the principles of instrumental conditioning [12]. According to Rotter
[in 13] the variety of actions undertaken by humans results from the perception of a casual relationship between behaviour and its effects. In
his view, a person with external locus of control
perceives that results of his/ her actions depend
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on random factors (luck, coincidence) or other
people. That kind of person is convinced that
she has no influence on actions undertaken by
him/her, and, consequently on events happening
around him/her. Rotter claims that belief in the
external locus of control and thus avoiding taking on responsibility, might be a kind of defensive mechanism enabling this person to maintain
self-esteem in the case of failure. In contrast, in
the case of people who have confidence in their
own ability to influence the course of events and
believe that the results of their own actions depend on them and not external factors, have an
internal locus of control. A great deal of research
shows that people with anorexia nervosa have
much lower self-control [14, 15].
AIM OF THE STUDY
The main research issue is the question: do
depression and anxiety symptoms and locus of
control occur to the same or different extent in
Polish and French girls suffering from anorexia nervosa?
Since it was an intercultural research, the
choice of different groups (clinical and control)
was evident. The author of this paper attempts
to verify the influence of socio-cultural factors
on behaviour of women with eating disorders.
The author supposes that differences within the
groups may differ due to various models of upbringing (social and family standards) as well
as the social and economic situation in Poland
and in France.
SUBJECTS AND METHODS
The research group consisted of 30 Polish and
32 French girls with anorexia nervosa diagnosed
according to the DSM-IV criteria [16]. The Polish
part of research was conducted in the Erickson
Institute in Katowice and among former patients
of the Adolescent Psychiatric Ward in Sosnowiec
and in France in the St. Cross Hospital in Metz
and in the Children and Adolescent Psychiatric
Ward in Nancy-Brabois in Lotharyngia. There
were two control groups: the first one consisted
of 60 Polish students and the second one consisted of 57 French students (Tab. 1).

In the research, the authors used an anonymous questionnaire which included general
personal data (sex, age, education), data related to family life (family status, having a sibling,
parents relationship: living together, divorced
or dead), health condition (applying diets before and at present, giving up meals and their
frequency: in the morning/afternoon and in the
evening, everyday body weight check, body dissatisfaction) and the course of disease (length of
time within which the problems related to the
disorder occurred, diagnosis of the disorder,
hospitalisation, use of psychological or psychiatric treatment). The analysed variables are presented in Table 2.
In addition to this the Hospital Anxiety and Depression Scale (HADS) by Zigmond and Snaith
was used in the research [17] (in the French adaptation by Lépine et al [18]) which measures the
actual level of emotional disorders (with elimination of somatic symptoms). This scale consists of
14 items and is based on self-evaluation. Each item
has a 4-point scale (range 0 – 3). Results achieved
by means of HADS enable to determine the intensity of anxiety symptoms (HADS-A) and symptoms of depression (HADS-D). For each subscale,
the results range from 0 to 21. Achieving a result
oscillating between 0 and 7 is treated as being in
the normal range. Results ranging between 8 and
10 points indicate mild intensity of anxiety and depression symptoms whereas results over 11 suggest severe intensity of the discussed disorders.
Another scale used in the research was the Internal Powerful Others and Chance Scale by Levenson (in the French adaptation by Loas et al. [13]). In
order to verify application of the IPC questionnaire
in Polish population and validate it, factor analysis was used [19]. Cohesion of each factor was assessed by means of Cronbach’s Alpha Reliability
Coefficient. Basing on factor analysis, three groups
were distinguished: (a) belief in an internal locus
of control – internal compliance α = 0.58 (b) belief
in an external locus of control (belief that some important people assume the control) – internal compliance α = 0.69 (c) belief in luck/coincidence – internal compliance α = 0.68.
The achieved data were statistically processed,
which was conducted by means of SPSS, version
12.0 (2004). For statistical calculations the ANOVA variance analysis was applied. In the next research stage, coefficients of r-Pearson correlation
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Table 1. Characteristics of the research groups
Variable

Polish anorexic patients
(n = 30)
M
SD

French anorexic
patients (n = 32)
M
SD

Polish healthy
subjects (n = 60)
M
SD

French healthy
subjects (n = 57)
M
SD

Age (in years)

20.17 **

1.44

17.66 ^

1.30

20.57

1.81

20.84

1.91

Body Mass Index (BMI)

16.52 ^

0.81

16.69 ^

2.31

20.65

2.48

21.41

2.82

32.69

11.06

23.85

16.03

-

-

-

Duration of disease
(in moths)

** Significance of differences between the Polish group with anorexia nervosa and the French group with anorexia nervosa (p < 0.001)
^ Significance of differences between research and control groups (p < 0.001)
Table 2. Numerical and percentage values of selected variables in the clinic research groups

VARIABLES

Education

Parents’ situation

Brothers and sisters
Ever being on a diet
Being on a diet now

Conscious resignation from meals

Everyday weight check

Frequency of everyday weight check

Body satisfaction
Hospitalization due to the disease
Present psychological / psychiatric
treatment

Grammar school
Secondary school

Polish patients
with anorexia nervosa
(n = 30)
N
%
1
3

French patients
with anorexia nervosa
(n = 32)
N
%
2
6
22
69

Studies
Finish studies
Live together

29
19

97
63

8
9

25
28

Be divorced or separated
Father’s death
No
Yes
No
Yes
No
Yes
In the morning

2
9
9
21
1
29
17
13
27

7
30
30
70
3
97
57
43
38

23
8
24
11
21
18
14
12

72
25
75
34
66
56
44
38

In the afternoon
In the evening
No
Yes

27
28
6
24

90
93
20
80

10
6
16
16

31
19
50
50

Once a day

0

0

5

30

Twice a day

3

12

5

30

Three times a day
More than three times a day
No
Yes
No
Yes
No
Yes

19
2
26
4
7
23
8
22

80
8
87
13
23
77
27
73

4
2
23
9
10
22
5
27

23
17
72
28
31
69
16
84
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between depression symptoms and locus of control were estimated. P < 0.05 was accepted as statistically significant.
The analysis of anxiety and depression and
dimensions of locus of control was conducted
in the group of women with anorexia nervosa (Polish females against French females). Additionally, each group was compared with the
control group (in the Polish population: patients
with anorexia nervosa versus healthy students,
in the French population: girls with anorexia
nervosa versus healthy students).

vosa were compared in the Polish and French
groups. Another comparison was also made:
results in research and control groups (Tab. 3).
Afterwards, the level of anxiety and depression
were examined in patients with anorexia nervosa. Then locus of control was compared in the
research and control groups (Tab. 5). The last
stage of the research was a discussion of correlations between depression and anxiety, and locus of control in patients with anorexia nervosa,
of both nationalities (Tab. 6).
The Polish group of women with psychic anorexia achieved lower results in terms of anxiety
and depression in comparison with the French
group. In the French group, patients with anorexia nervosa showed a statistically significantly
higher level of anxiety and depression than the
control group. In the Polish population, no statistically significant results were achieved (Tab. 3)

RESULTS
Results of the statistical analysis have been
presented in the tables below and content analysis has been made. First anxiety and depression symptoms in patients with anorexia ner-

Table 3. Comparison of anxiety and depression symptoms in French and Polish girls with anorexia nervosa
PAn
n = 30
HADS

FAn
n = 32

PHS
n = 60

FHS
n = 57

ANOVA

p
PAn vs PAn vs FAn vs
FAn
PHS FHS

M

SD

M

SD

SD

M

M

SD

F

p

Anxiety

8.20

1.80

12.56

4.00

9.63

4.11

9.85

4.33

7.80

0.000

0.001

NS

0.001

Depression

3.40

1.54

7.21

3.67

4.01

3.27

4.03

2.95

10.48

0.000

0.001

NS

0

PAn – Polish patients with anorexia, FAn – French patients with anorexia, PHS – Polish healthy subjects, FHS – French healthy
subjects, PAn vs FAn – Polish patients with anorexia versus French patients with anorexia, PAn vs PHS – Polish patients with anorexia versus Polish healthy subjects, FAn vs FHS – French patients with anorexia versus French healthy subjects
Table 4. Level of anxiety and depression in patients with anorexia nervosa
Polish patients with
anorexia nervosa
(n = 30)

French patients with
anorexia nervosa
(n = 32)

Level of anxiety

N

%

N

%

Normal range
Mild intensity
Severe intensity

9
16
5

30
53
17

3
6
23

9
19
72

Level of depression

N

%

N

%

Normal range
Mild intensity
Severe intensity

30
-

100
-

19
4
9

59
13
28

HADS

The highest results related to depression and anxiety level in particular clinical groups are
marked in bold
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The French population did not achieve statistically significant results.
The relationship analysis in the Polish group of
patients with anorexia nervosa indicated statistically significant positive relationships between
depression symptoms and belief in luck/coincidence. In the French population no statistically
significant results were achieved (Tab. 6).

The level of emotional disorders varied (Tab.
4). The results achieved in the HADS-A subscale
indicate a high intensity of anxiety symptoms. In
Polish patients it was markedly lower as opposed
to the whole examined group, which is a significant value, enabling to differentiate both groups of
women. In the HADS-D scale, in all the Polish patients and in a substantial majority of the French
patients, the depression level was normal.
Statistically significant differences were observed in the dimension of locus of control (Tab.
5). In the group of women suffering from anorexia nervosa, the Polish patients showed a statistically higher belief in the locus of control
and a lower belief in luck/coincidence than the
French women. Also, in the Polish population
there were statistically significant differences between the patients and healthy students. In the
research group, locus of control was bigger than
in healthy women. Moreover, patients with anorexia had a weaker belief in luck/coincidence.

DISCUSSION
The conducted research proves that French patients with anorexia nervosa have a higher level
of anxiety and depression than those in the control group. While comparing clinical groups, it
should be emphasised that the French group is
characterised by a significantly higher level of
anxiety and depression. The presented research
indicates that the anxiety level was high (72% –
severe intensity). In the patients with anorexia

Table 5. Comparison of locus of control in girls with anorexia nervosa and control groups
PAn (n = 30)
Locus of control
Internal locus
of control
External locus
of control
Belief in luck

FAn (n = 32)

PHS (n = 60)

FHS (n = 57)

ANOVA
F

p

p
PAn vs PAn vs FAn vs
FAn PHS FHS

M

SD

M

SD

M

SD

M

SD

19.43

3.58

16.34

2.84

17.78

2.48

16.32

2.54

10.05 0.000 0.001

NS

NS

12.46

3.67

11.15

3.51

10.41

3.48

10.82

3.60

2.30

0.01

NS

8.36

2.32

12.46

3.01

10.83

3.22

12.17

3.03

13.13 0.000 0.001 0.001

NS

NS

NS

Legend is to be found under Table 3
Table 6. Correlations between dimensions of locus of control and anxiety and depression symptoms in Polish and French
patients with anorexia nervosa
Polish patients with anorexia nervosa (n = 30)
Variables

French patients with anorexia nervosa (n = 32)

Internal locus
of control

External locus
of control

Belief in luck

Internal locus
of control

External locus
of control

Belief in luck

Depression

0.16

0.28

0.46*

- 0.12

0.13

-0.00

Anxiety

0.26

0.28

0.25

-0.23

0.27

0.20

nervosa, in the French group, severe depression
intensity occurred in 28% of the cases.
Higher intensity of affective and emotional disorders in patients with anorexia nervosa
in comparison with the control group has also
been reported in research conducted by other
authors [20]. Braun et al [21], Fornari et al [22],

Herzog et al. [23] and Piran et al.[24] claim that
the two most common kinds of anxiety disorders in people suffering from anorexia nervosa
are: social phobia (3% – 54%) and obsessive compulsive disorder (3% – 66%). In the research carried out by Herzog et al. [23] 40.7% of patients
with anorexia suffered from mild and deep de-
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pression, while in the population examined by
Iniewicz [25] 23.3% of patients (n=30) had deep
depression and 10% mild depression. Furthermore, Heebink et al. [26] indicate that younger
patients with anorexia nervosa (restrictive type)
show a higher anxiety and depression level than
the older ones.
According to Gotlib and Abramson [27] low
self-esteem and depression are directly connected to eating disorders. The authors suppose that
patients apply a depressive attributive style as a
consequence of negative events and situations.
People with anorexia are likely to apply internal
attribution (dispositional). Therefore it may be
concluded that this type of attribution can lead
to permanent helplessness deficits (lack of motivation to act, inability to perceive between a reaction and a desired effect).
According to the author of this paper, in the
French patients, a high anxiety level (severe intensity) is determined by factors related to an
earlier time of separation from the parents. They
can cause emotional lability (separation anxiety caused by lack of readiness for independence
and autonomy) and an emotional crisis related
to “entering the adult life” (fear of assuming an
adult role). The author supposes that the influence of contemporary culture and the pressure
to be slim, increase the anxiety symptoms in the
examined study group.
The results of the research showing no significant statistic differences between Polish patients with anorexia and students may indicate
the occurrence of anxiety and depression symptoms also in the control group. This explanation
is justified in the research conducted by Bomba
[in 25], who observed serious depression characteristics in one third of the untreated youth
population.
For many young females with anorexia, excessive control of eating (or refusing food) has a
real meaning and purpose: it creates the basis of
self-esteem, it guarantees the sense of independence and self-decision. The presented research
results suggest that patients with anorexia living in Poland have a higher locus of control (belief in one’s own ability to influence the course
of events and conviction that the results of their
actions depend on them, and not on external
factors) and belief in luck/coincidence than the
French patients. The results of the conducted re-

search prove that the Polish study group is characterised by a higher external locus of control in
comparison with the healthy population.
Slade [28] suggests that women with eating
disorders need to have an absolute control over
some aspects of their lives and in achieving total
success in at least one of its areas. Since the patients pathologically control their eating habits,
the author suggests that this condition should be
referred to as disorders of pathological self-control and bodily control rather than eating disorders. Roth and Armstrong [29], Rezek [30] and
Shapiro et al. [31] claim that the inability (lack
of control) to maintain adequate diet correlates
with disordered attitudes towards food and eating, which might suggest that those people lack
control in their lives.
The research showing a subjective sense of lack
of control over one’s own life, needs and desires
(and, as a result belief in external factors or controlling life by authority figures) has also been
done by other authors. According to Lugli-Rivero i Vivas [32] women suffering from anorexia
nervosa believe that control is more dependent
on others rather than themselves. The results illustrating an external locus of control were also
achieved in the research by Horesh et al. [33]
where this very variable was a significant factor
in adolescents hospitalised because of anorexia. Furthermore, they also observed that in patients with anorexia nervosa, symptoms of disease had a positive statistically significant correlation with interiorisation of anger, lower selfcontrol, external locus of control and negatively
significant correlation between dimension of locus of control and expression of anger (interiorisation vs. exteriorisation). The lower was the
internal locus of control in female patients with
anorexia, the higher was the tendency for exteriorisation of their own anger.
Hood et al. [34] claim that younger patients
with anorexia are characterized by a higher
external locus control. Opposite results were
achieved in the discussed research: younger age
group (French patients) had a lower locus of control than the older age group (Polish patients).
It is likely that results achieved our research are
determined by the social and economic situations, due to which Polish girls are far more dependent on their parents (financial and emotional aspect) than the French, and therefore they, to
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a greater extent want to be fully responsible for
themselves (both successes and failures). They
want independence and believe that they are
able to control their own lives.
To sum up, the conducted research proves that:
1. symptoms of depression and anxiety and belief in luck/coincidence are less characteristic
of the Polish research group than the French
group;
2. in French patients with anorexia nervosa the
level of depression and anxiety symptoms
is significantly higher than in healthy students;
3. Polish girls with anorexia had stronger belief in an internal locus of control than the
French group;
4. an external locus of control is far more characteristic of the Polish clinical group than the
healthy population;
5. relationship between depression symptoms
and belief in luck/coincidence was observed
in the Polish research group
CONCLUSIONS
Intensity of emotional symptoms in patients
with anorexia nervosa indicate the necessity of
introducing a wide range of psychological methods reducing the level of depression and anxiety into clinical practice.
In the author’s view, the differences within the
groups result mostly from different models of
upbringing. Polish and French family and social standards are different. It is possible that
the behaviour of Polish girls indicating a greater willingness to control their lives and taking
responsibility (including costs and benefits) is a
response to the parents’ attitudes who want to
have closer control over children, which is limiting development of their autonomy.
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