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Objective: To examine college athletic trainers’ confidence
in helping female athletes who have eating disorders.

Design and Setting: We mailed a 4-page, 53-item survey to
head certified athletic trainers at all National Collegiate Athletic
Association Division IA and IAA institutions (N 5 236). A 2-
wave mailing design was used to increase response rate.

Subjects: A total of 171 athletic trainers returned completed
surveys for a response rate of 77%. Eleven institutions either
did not identify their head athletic trainer or did not have an
identifiable mailing address. Two surveys were undeliverable
because of incorrect mailing addresses.

Measurements: The survey consisted of 4 subscales: (1) ef-
ficacy expectation, (2) outcome expectation, (3) outcome value,
and (4) experience in dealing with eating disorders. Content
validity was established by review from a national panel of ex-
perts. Reliability ranged from .66 to .73 for the subscales.

Results: Although virtually all athletic trainers (91%) had
dealt with a female athlete with an eating disorder, only 1 in 4
(27%) felt confident identifying a female athlete with an eating
disorder, and only 1 in 3 (38%) felt confident asking an athlete
if she had an eating disorder. One in 4 athletic trainers (25%)
worked at an institution that did not have a policy on handling
eating disorders. Almost all athletic trainers (93%) felt that in-
creased attention needs to be paid to preventing eating disor-
ders among collegiate female athletes.

Conclusions: Collegiate athletic programs are encouraged
to develop and implement eating-disorder policies. Continuing
education on the prevention of eating disorders among athletes
is also strongly recommended.

Key Words: collegiate issues, counseling, psychology, fe-
male athlete triad

Disordered eating behaviors include such conditions as
anorexia nervosa, bulimia nervosa, and eating disor-
ders not otherwise specified.1 The American Psychi-

atric Association1 stated that individuals must meet all of the
following criteria for a proper diagnosis of anorexia nervosa
to be made: ‘‘refusal to maintain body weight at or above a
minimally normal weight for age and height (eg, weight loss
leading to maintenance of body weight less than 85% of that
expected); intense fear of gaining weight or becoming fat,
even though underweight; disturbance in the way in which
one’s body weight or shape is experienced, undue influence of
body weight or shape on self-evaluation, or denial of the se-
riousness of the current low body weight; in postmenarchal
females, amenorrhea (ie, the absence of at least 3 consecutive
menstrual cycles).’’ Regarding bulimia nervosa, individuals
must meet all of the following criteria: ‘‘recurrent episodes of
binge eating . . . ; characterized by eating in a discrete amount
of time, eating an amount of food that is definitely larger than
most people would eat during a similar period of time and
under similar circumstances, and having a sense of lack of
control over eating during the episode; having recurrent in-
appropriate compensatory behaviors in order to prevent weight

gain such as self-induced vomiting, misuse of laxatives, di-
uretics, enemas, or other medications, fasting, or excessive ex-
ercise.’’1

Eating disorder not otherwise specified has been used to
categorize all other disordered-eating behaviors that do not
meet all of the criteria for anorexia nervosa or bulimia nerv-
osa. Eating disorders affect 1% to 4% of all young women in
the United States.1 The prevalence of eating disorders among
college-aged individuals (18–22 years) is problematic and has
dramatically increased during the past decade.2 Female ath-
letes are up to 3 times more likely than female nonathletes to
develop eating disorders.3 In the most recent National Colle-
giate Athletic Association (NCAA) study, 70% of responding
institutions reported at least one case of an eating disorder,
with 90% of those cases occurring in female sports,4 a signif-
icant increase from the same study conducted in 1990. Sports
emphasizing leanness such as gymnastics, cross-country,
swimming, and track and field tend to show the highest inci-
dence of eating disorders.4,5

A collegiate athletic trainer’s primary responsibility is to
assist athletes in maintaining optimal health.6 Such a respon-
sibility also includes identifying athletes with eating disorders,
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identifying athletes at risk, preventing the development of eat-
ing disorders, and intervening when necessary. If such steps
are missed or overlooked, then athletes with eating disorders
may not be identified and may, in turn, fail to receive the help
they need.

In a comprehensive review of the literature, we found no
published study that used Bandura’s7 self-efficacy model to
examine collegiate athletic trainers’ perceived confidence in
identifying athletes with eating disorders. Therefore, we ex-
amined the following research questions: (1) To what extent
do collegiate athletic trainers believe they can identify female
college athletes at risk for an eating disorder? (2) To what
extent do collegiate athletic trainers believe that identifying
female college athletes at risk for an eating disorder will re-
duce eating-disorders complications? and (3) What overall val-
ue do collegiate athletic trainers place on reducing female col-
legiate athletes’ eating-disorders complications?

METHODS

Subjects

Participants in this study were head certified athletic trainers
at NCAA Division IA and IAA institutions. All 236 institu-
tions were sampled, and names and addresses were obtained
through the National Athletic Trainers’ Membership Directory
2000–2001.8

Instrumentation

We developed a 4-page, 53-item questionnaire using Ban-
dura’s7 self-efficacy model to examine athletic trainers’ effi-
cacy expectations, outcome expectations, and outcome values
regarding female athletes with eating disorders. According to
Bandura,7 efficacy expectation refers to the belief that one can
successfully perform a specific behavior. Outcome expectation
refers to the belief that if one successfully performs a specific
behavior, it will lead to a desired result. Outcome value refers
to the perceived importance of the desired result. In our study,
efficacy expectation refers to athletic trainers’ beliefs that they
can effectively take specific steps to help athletes with eating
disorders. Outcome expectation refers to athletic trainers’ be-
liefs that performing specific steps will increase the chances
the athlete will receive the help that he or she needs. Outcome
value refers to athletic trainers’ perceived importance in in-
creasing the chances that athletes with eating disorders receive
help.

The efficacy-expectation subscale consisted of 5 items,
which required athletic trainers to respond using a 7-point Lik-
ert scale (1 5 strongly disagree, 7 5 strongly agree). Simi-
larly, the outcome-expectation subscale consisted of 5 items,
and the outcome-values subscale consisted of 4 items, each
requiring the athletic trainers to respond using the same 7-
point Likert scale.

To establish face and content validity, we developed the
survey instrument based on a comprehensive review of the
literature. After approval from the Human Subjects Committee
at the University of Cincinnati, the survey was distributed to
2 athletic-training experts, 2 health-promotion experts, and 1
nutrition expert. Their recommendations were incorporated
into the final instrument.

To assess stability reliability, a convenience sample of 15
certified athletic trainers received the survey instrument on 2

separate occasions 2 weeks apart. Intraclass correlation coef-
ficients were computed for each of the 3 subscales: efficacy
expectation (.64), outcome expectation (.74), and outcome val-
ue (.58). Internal consistency reliability of the survey was as-
sessed via a series of Cronbach alphas: efficacy expectation
(.66), outcome expectation (.60), and outcome value (.73).

Procedures

Participants received a signed cover letter describing the
purpose of the study and assuring confidentiality, a copy of
the survey instrument, and a self-addressed stamped envelope.
A second mailing was sent to nonrespondents approximately
2 weeks after the initial mailing. Another signed cover letter,
survey instrument, and self-addressed stamped envelope were
included. All data analyses were performed using the SPSS
statistical software package (version 10.1; SPSS Inc, Chicago,
IL).

RESULTS

Of the 236 Division IA and IAA institutions, 11 institutions
either did not identify their head athletic trainer or did not have
an identifiable mailing address and were therefore omitted
from this study. Two surveys were undeliverable because of
incorrect mailing addresses. Overall, 171 surveys were re-
turned, resulting in a 77% response rate (171 of 223).

The mean age of the athletic trainers was 36.9 years (SD 5
10.0). The mean number of years employed as an athletic
trainer was 15.2 (SD 5 9.1), and the mean number of years
working at the current institution was 10.9 (SD 5 8.9). The
mean number of students at an institution was 141 532.2 (SD
5 10 383.1). Most of the athletic trainers responding were
male (59%) and white (92%). Subject demographic and back-
ground characteristics are shown in Table 1. One third worked
in an urban institution (38%), one third worked in a suburban
institution (35%), and one fourth worked in a rural institution
(27%). Although most (94%) reported they had never had an
eating disorder, almost half (48%) reported having a friend
with an eating disorder.

Most athletic trainers (n 5 134, 84%) believed it was their
role to identify female collegiate athletes at risk for an eating
disorder. One in 4 (n 5 40, 25%) worked at an institution that
did not have a policy on handling eating disorders. More than
half reported working at an institution that did not provide
training or education on eating disorders to athletic trainers (n
5 108, 69%) but did provide training or education to athletes.
The overwhelming majority (n 5 146, 91%) had dealt with
an athlete with an eating disorder.

Demographic Interactions

We conducted analyses to test for potential interaction ef-
fects among demographic variables; x2 analyses were per-
formed for nonparametric demographic variables, whereas cor-
relations and one-way analyses of variance were performed
for parametric demographic variables. If these analyses
showed significant interactions, then covariates were used dur-
ing further analyses of the study. In this manner, potential con-
founding variables were controlled.
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Table 1. Demographic and Background Characteristics of Athletic Trainers*

Items

Mean SD

Age (range, 22–61 y)
Years as athletic trainer (range, 1–43 y)
Years at current school (range, 1–38 y)
Number of students at school (range, 1200–45 000)

36.9
15.2
10.9

141 532.2

10.0
9.1
8.9

10 383.1

n† Percentage‡

Sex

Male
Female

94
66

59
41

Ethnicity

White
African American
Hispanic
Asian
Other

146
7
3
2
1

92
4
2
1
1

Location of School

Urban
Suburban
Rural

60
56
42

38
35
27

Do you have a friend with an eating disorder?

Yes
No

76
82

48
52

Number of athletic trainers with an eating disorder themselves

Yes
No

9
150

6
94

*Missing values were excluded from descriptive analysis.
†Totals are not all equal to 160 because some respondents did not answer all questions.
‡Some percentages do not total 100% because of rounding.

Table 2. Athletic Trainers’ Efficacy Expectations Regarding Female Athletes With Eating Disorders*

Items
Strongly Agree

n (%)†
Strongly Disagree

n (%)‡

I can identify an athlete with an eating disorder.
I can ask an athlete if she has an eating disorder.
I can effectively offer support to an athlete with an eating disorder.
I can talk with coaches to help determine whether an athlete has an eating disorder.
I can refer an athlete with an eating disorder to a psychologist or nutritionist.

43 (27)
60 (38)
84 (53)
87 (54)

144 (90)

10 (6)
18 (11)
7 (4)
7 (4)
4 (3)

*n 5 160.
†Strongly agree 5 6 or 7 on a 7-point Likert scale.
‡Strongly disagree 5 1 or 2 on a 7-point Likert scale.

Efficacy Expectations Regarding Female Athletes
With Eating Disorders

Only 27% of athletic trainers believed they could identify
an athlete with an eating disorder, and 1 in 3 (38%) believed
he or she could ask an athlete if she had an eating disorder
(Table 2). Approximately one half (53%) stated they could
effectively offer support to an athlete with an eating disorder,
and 54% believed they could talk with coaches to help deter-
mine whether an athlete has an eating disorder. Most (90%)
believed they could refer an athlete with an eating disorder to
a psychologist or nutritionist.

We conducted multivariate analyses of variance and multi-
variate analyses of covariance (MANCOVAs) to examine the
effects of the demographic and background variables on re-
spondents’ efficacy-expectation scores. These scores differed
significantly based on whether the institution had a policy for

handling eating disorders (F5,153 5 3.870, P , .05). More
specifically, athletic trainers who worked at institutions with
an eating-disorder policy were significantly more likely than
athletic trainers who worked at an institution with no eating-
disorder policy to feel confident identifying an athlete with an
eating disorder (P 5 .002), talking to an athlete with an eating
disorder (P 5 .036), asking an athlete whether she has an
eating disorder (P 5 .034), effectively offering support (P 5
.018), and referring an athlete for professional help (P5 .003).

Efficacy-expectation scores also differed significantly based
on whether the athletic trainer was male or female (F5,148 5
2.28, P , .05). Female athletic trainers felt significantly more
confident than male athletic trainers in identifying athletes with
eating disorders (P 5 .034) and talking to athletes with eating
disorders (P 5 .002). Whether an athletic trainer had dealt
with an athlete with an eating disorder also significantly af-
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Table 3. Athletic Trainers’ Outcome Expectations Regarding Female Athletes With Eating Disorders*

Items
Strongly Agree

n (%)†
Strongly Disagree

n (%)‡

If I refer an athlete with an eating disorder to a psychologist or nutritionist, it will increase the chances
that she will receive the needed help.

122 (76) 6 (4)

If I identify an athlete with an eating disorder, it will increase the chances that she will receive the need-
ed help.

119 (74) 2 (1)

If I effectively offer support to an athlete with an eating disorder, it will increase the chances that she
will receive the needed help.

116 (73) 8 (5)

If I talk with coaches to determine whether an athlete has an eating disorder, it will increase the chanc-
es that she will receive the needed help.

95 (59) 4 (2)

If I ask an athlete if she has an eating disorder, it will increase the chances that she will receive the
needed help.

51 (32) 17 (11)

*n 5 160.
†Strongly agree 5 6 or 7 on a 7-point Likert scale.
‡Strongly disagree 5 1 or 2 on a 7-point Likert scale.

Table 4. Athletic Trainers’ Outcome Values Regarding Female Athletes With Eating Disorders*

Item
Strongly Agree

n (%)†
Strongly Disagree

n (%)‡

As an athletic trainer, one of the most important things I can do is to ensure that an athlete with an
eating disorder receives the needed help.

124 (78) 4 (3)

One of the most important things a college athletic department can do is to establish a policy on identi-
fying and treating athletes with eating disorders.

93 (58) 5 (3)

As an athletic trainer, one of the most important things I can do is to identify an athlete with an eating
disorder.

65 (41) 8 (5)

If an athlete with an eating disorder receives the needed help, it will decrease the chances that she will
continue having the eating disorder.

53 (34) 9 (6)

*n 5 160.
†Strongly agree 5 6 or 7 on a 7-point Likert scale.
‡Stronly disagree 5 1 or 2 on a 7-point Likert scale.

fected efficacy-expectation scores, (F5,157 5 2.38. P , .05).
Athletic trainers who had dealt with an athlete with an eating
disorder felt significantly more confident identifying an athlete
with an eating disorder (P 5 .019) and referring an athlete
with an eating disorder for professional help (P 5 .036) than
athletic trainers who had not dealt with an athlete with an
eating disorder.

Outcome Expectations Regarding Female Athletes
With Eating Disorders

Most athletic trainers believed that referring an athlete at
risk to a psychologist or nutritionist (76%), identifying an ath-
lete at risk of an eating disorder (74%), and effectively offer-
ing support to an athlete at risk (73%) would increase the
chances that the athlete would receive the needed help (Table
3). More than half (59%) believed that talking with coaches
to determine whether an athlete had an eating disorder would
increase the chances of that athlete receiving the needed help.
However, only 32% felt that asking an athlete whether she had
an eating disorder would increase the chances of receiving the
needed help.

The MANCOVAs were conducted to examine the effects of
the demographic variables on athletic trainers’ outcome-ex-
pectation scores. Outcome-expectation scores differed signifi-
cantly based on whether the athletic trainer had had a friend
with an eating disorder, (F5,152 5 2.26, P 5 .041). More spe-
cifically, athletic trainers who had had a friend with an eating
disorder were more likely than athletic trainers who had not
had a friend with an eating disorder to feel that talking with

coaches to determine whether an athlete had an eating disorder
would increase the chances that she would receive the needed
help (P 5 .003). Outcome-expectation scores also varied sig-
nificantly based on age (F10,302 5 2.38, P , .01). Athletic
trainers age 30 years or younger were significantly more likely
than older athletic trainers to feel that offering support to a
female athlete would increase the chances that she would re-
ceive the needed help (P 5 .003).

Outcome Values Regarding Female Athletes With
Eating Disorders

Most respondents believed that, as athletic trainers, one of
the most important things they could do is to ensure that an
athlete with an eating disorder receives the needed help (78%;
Table 4). More than half (58%) of athletic trainers believed
that one of the most important things a collegiate athletic de-
partment can do is to establish a policy on identifying and
treating athletes with eating disorders (58%). More than one
third (41%) believed that, as athletic trainers, one of the most
important things they can do is to identify an athlete with an
eating disorder, and 34% believed that if an athlete with an
eating disorder receives the needed help, it will decrease the
chances that she will continue having the eating disorder.

The MANCOVAs were conducted to examine the effects of
demographic variables on athletic trainers’ outcome-values
scores. Outcome-values scores differed significantly based on
sex (F3,151 5 3.61, P 5 .015). More specifically, females were
significantly more likely than males to believe that one of the
most important things a collegiate athletic department can do
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Table 5. Sample Policy on Eating Disorders

Sample Policy Guidelines for Those Who Suspect an Eating Disorder in a Student-Athlete*
A. If an athlete indicates during the preparticipation physical that she/he would like to discuss concerns regarding an eating disorder, or is

considered at risk for an eating disorder, the examining physician will inform the student of appropriate resources and/or referrals. The physician
will facilitate, along with the athletic trainer, any contacts the student may desire.

B. Coaches will inform the athlete’s certified athletic trainer, who will meet with the student in a nonjudgmental, caring manner to discuss the
concern and offer appropriate resources or referrals.

C. If a teammate or roommate approaches the athlete’s coach, the coach will inform the athlete’s certified athletic trainer as above in B.
D. If an athletic trainer suspects a problem, she/he may meet with the student in a manner as outlined in B.
E. The athletic trainer can consult with the team or designated physician at any time for assistance in evaluation. If eating disorder signs or

symptoms are suspected or recognized by the athletic trainer or the physician and a concern exists that the student-athlete’s physical well-
being may be compromised without intervention, an athlete may be mandated by the certified athletic trainer or physician to have a medical
assessment to continue participating in practice or competition.

Sample Policy Protocol for Student-Athletes Identified With an Eating Disorder

A. Athlete must be under the care of a physician, specifically monitoring the eating disorder. If under the care of a nonuniversity physician, the
athlete must sign a ‘‘release of information’’ form. This is done for ongoing exchange of information between the university physician and/or
athletic trainer.

B. To ensure that there is no medical impairment to sport activity, the athlete must follow through with all assessments recommended by the
physician. These may include, in addition to others:
1. Physical examination, labs, and other medical screenings deemed necessary.
2. Nutritional assessments.
3. Psychological assessments, with optional counseling as desired by the athlete.

C. If deemed necessary by any party, discussions dealing with any problems and/or concerns can be addressed in a meeting between involved
personnel (ie, physician, coach, athletic trainer, teammate, athlete).

D. Approval for competition and practice is to be determined by the attending university physician. Weight determination is a medical issue.
Opinion differences will be discussed. The physician has final approval for recommended weight range and target goal.

E. If other than the attending physician, the team physician can review medical status of condition for involvement in decision making.
F. It is important to note that conflicts may occur if decisions are made to restrict an athlete’s practice or sport activities because of low weight

or physical symptomatology or methods of weight control. It may be more readily accepted as necessary if impaired athletic performance as
a result of the above can be documented. However, the pressure for a scholarship or varsity athlete to compete can be intense. With low
weight, it may be appropriate to insist that the athlete be 90% of ideal weight before vigorous exercise or competition is allowed; perhaps for
some sports a minimum body fat for participation can be employed. However, the athlete and the circumstances of her/his sport need to be
considered on an individual basis. All persons involved with the athlete must be aware that individuals with eating disorders have medical risks,
which may be accentuated with the stress of physical activity. The welfare of the coach, the team, or the university must never have precedence
over the welfare of the athlete.

*Reprinted with the permission of the Northern Illinois University Athletic Training Department.

is to establish a policy on identifying and treating athletes with
eating disorders (P 5 .003) and that one of the most important
things an athletic trainer can do is to identify an athlete with
an eating disorder (P 5 .050).

DISCUSSION

We found that most of the athletic trainers felt it was their
role to identify (78%) and help (97%) athletes with eating
disorders. (These percentages are not found in any of the tables
because they are not measures of efficacy expectation, out-
come expectation, or outcome values. However, they were
asked of all athletic trainers.) Yet only 1 in 4 (27%) felt ef-
fective in identifying an athlete with an eating disorder, and
only 1 in 3 (38%) felt effective in asking an athlete if she had
an eating disorder. Interestingly, female athletic trainers felt
significantly more confident than male athletic trainers in iden-
tifying athletes with eating disorders. Females may feel more
confident because eating disorders affect more females than
males. Therefore, it is more likely that a female has had a
friend with an eating disorder, resulting in increased confi-
dence in identifying and helping athletes. Other possible fac-
tors explaining why females felt more confident may include
a greater likelihood of their talking to other females about
eating disorders and the issues involved with eating disorders,
such as the loss of the menstrual cycle. In addition, female
athletic trainers may be more amenable to, and more com-
fortable with, discussing emotional issues with female athletes.

Athletic trainers who work at institutions with an eating-
disorder policy were also more confident in identifying eating
disorders than athletic trainers who worked at institutions with
no eating-disorder policy. Grandjean9 found that specific im-
plementation of policies, procedures, and behaviors of athletic
staff reduced the risk of eating disorders. Avoiding the em-
phasis on weight as a factor in athletic performance, encour-
aging proper dietary behaviors, and instituting private weigh-
ins to reduce anxiety were all recommended actions.

Several reasons may explain why having an institutional
policy in place contributes to athletic trainers’ increased con-
fidence in identifying athletes with eating disorders. First, a
policy provides a guideline that an athletic trainer can use as
a reference tool. Second, an individual on staff likely created
or helped to create the eating-disorder policy and therefore has
some understanding of eating disorders. As a result, this per-
son could be a resource for other athletic trainers. Also, with
the development and implementation of an eating-disorder pol-
icy, the athletic staff may be more willing to review and dis-
cuss the issues of eating disorders. This may enhance athletic
trainers’ knowledge and awareness of the problem and in-
crease their feelings of confidence in dealing with eating dis-
orders. A sample policy on eating disorders is provided in
Table 5, courtesy of Northern Illinois University.10

The overwhelming majority of athletic trainers in this study
(91%) reported dealing with an athlete with an eating disorder,
and almost half (48%) of athletic trainers had a friend with an
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eating disorder. Having personally worked with an athlete with
an eating disorder was associated with increased efficacy-ex-
pectation scores, and having a friend with an eating disorder
was associated with increased outcome-expectation scores. So-
cial cognitive theory supports these findings by asserting that
individuals who have related experience to a behavior tend to
successfully perform that behavior more often than individuals
who have no related experience.7 Behavioral exposure and ex-
perience help to increase individuals’ perceived confidence
surrounding specific skills.

Age was also a significant factor affecting outcome-expec-
tation scores. Athletic trainers 30 years and younger had in-
creased outcome-expectation scores regarding eating disorders.
Younger athletic trainers are closer to their academic course-
work, having more recently graduated from college, and may
therefore be more eager to help and intervene with athletes
with problems such as eating disorders. Recent athletic train-
ing graduates are more likely to have received formal instruc-
tion regarding eating disorders than older graduates. Moreover,
any information about eating disorders delivered in their
coursework would still be fresh in their minds. In addition,
society has become more open to discussions regarding the
topic of eating disorders than in years past. Subsequently,
younger athletic trainers may feel more comfortable talking
about eating disorders and have a greater awareness that their
role in identifying and providing help is critical toward re-
solving the problem.

CONCLUSIONS

We examined the confidence levels of athletic trainers in
dealing with collegiate female athletes with eating disorders
and offer several recommendations based on our findings.
First, universities should develop and implement an eating-
disorder policy for the institution. This would serve as a ref-
erence tool for athletic trainers and can help increase their
confidence levels. Second, for athletic trainers to identify and
offer support to athletes with eating disorders, education and
training should be provided by universities and made available
to all athletic trainers, coaches, and athletes. More training
regarding this issue is clearly needed.11 Third, a registered
dietitian should be on staff of all university athletic programs.
If a dietitian cannot be on staff, one should be provided on
campus and used as a reference and referral source for athletes.
Athletic trainers are confident in referring athletes with an eat-
ing disorder, and having a consistent, known professional such
as a counselor or psychologist to accept referrals may help as
well. Psychological counseling is often needed to assist the
athlete in resolving this condition.

Because female athletic trainers feel more confident in deal-
ing with eating disorders than male athletic trainers, specific
educational programs developed to help male athletic trainers
may be beneficial. Ongoing discussion groups with female ath-
letic trainers and female athletes may help to increase their
overall confidence levels. Finally, having worked with an ath-
lete with an eating disorder was found to increase confidence
among athletic trainers. To help enhance confidence levels,
mock situations involving eating disorders may prove useful.

In summary, we focused on the confidence levels of athletic
trainers in dealing with collegiate female athletes having eating
disorders. Eating-disorder policies have been shown to be a
key factor in helping athletic trainers deal with athletes. Ad-
ditional research is needed to examine the most effective pol-
icies and procedures toward eating-disorder prevention among
female college athletes.
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