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ABSTRACT

!

Change in body 1mage disturbance was assessed before and after a’

ktenuueek course ef cegnttxve/behaV1our therapy*usrng"/th#"““*"*

,dlstortlng video camera method Twenty four adult females

.diagnosed as-bullmlc and using vomltlng as a welght contr?l ,
- oy
technlque, atten ed treatment in one of two forms, 1nd1v1dual

KX

se551bns or group meetlngs. Seventeen subjects completed tme
program of theqbpy. Symptoms rem1tted completely 1n f1ve abd W,;,”,l,
decreased in all but two. Treatmént format had no effect o* |

symptom reduction or body -image. Body 1mage dlssatlsfactlon

I

lessened over the course of therapy and related at the end of

treatment to the degree of symptom remission. Ideal body 512e
increased over the course of therapy and thlS change was related'

to improvement in symptomatology. Body image overestimation bt
§
the out¥et of treatment marked those who did not respond well to

t

treatment and these patients continned:to overestimate at}thé

~~completion of the program,

iii
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Modern #egtezm soCiety is absesseé with itness,“&ietf and
physical appeaxance Firness clubs, diet centres and 'hov.to
lose” bocks are proixfefatzng Many people,-especzally uomen,

re spending hundreds of dolliars to obtain the current 1dea1

physzqae. ?hzs cbsessicr w;th physical appearance is embellxshed

.by*thE'extremEmthzﬁness ‘of the current 1de31 female fzgure;_As»'T

the ideal has become thinner, many more women have pedome

A dlssatzsf;ed with thexr own f1gure. Because ggwtbgjg;gfﬂﬁ;;T;W:

dlssatlsfactlon, they feel a need to lose weight and beginftbﬁf"

o E
o

diet. The’ pursult of welght loss is somet1mes taken to extreme5°

severely restrzctzve dlets, exce551ve éxerc1se, vom1t1ng and

3

lakatlves are conscrlpted in the battle to attaln the 1deal

1 A
-figure.

S

v

People who fail to live up. tovthe aesthetlc and ascetlc
'1deal are the casualtles pf this" drlve for th1nness. Dlsordered
,eatlng is common among theSe 1nd1y1dua%s.*W1Fh the current-w
‘préferenée for a thin female silthouette there‘has beén ag"
_ﬂconcdmitant ihcrease'in tﬂeiprevalencerof éating disorders

'(Pollvy, Garner, & Garfinkel, in press) Anorexia nervosa, an

eating dlsorder marked by welght loss of 20% or more of body

»

-wegght, and bulimia, a'rglated dlsorder Characterized by b;nge

eétihg and purging, primarily -afflict adolescent or young adult
females. Among diagnosed bulimics the majority, approximatkely 85

to 90%, are‘female (Halmi, Falk, & Schwartz, 1981; Strangler™
ie‘(i” o .
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Prinz, %986} hﬂorex&afnefvesa has—beenf;;trmated—tO‘occvr‘rn"
. ,,oonefniozﬁﬁeadoiesoeetrEe@aleseihme;}ean—Psyeh%at;%e’&ssee%at%en——e/——
. (APA], 1380)}. Of a cross sectzon of 3D0 women, 0. 3% reported a
history of anorexxa nervosa (Poge, Hudson, & Yurgelun-Tood,
1984}, Current estimates of the prevalence of bul:mxa_
accompanxeé by at least seek}y vomztzng range from 1% (Hart &
Ollendxck t985) to t 9% éCcoper [ Fazrburn 1983) of a female :
communxty populatzon The 1ncxdence of this str:ctly defrned -
bulimia is, hlgher zn oollege women rangzng from I% (Pyle,

Mitchell, Eckert &alvorson Neuman & Goff 1983) and 1 7%

(Halmi et al., 1981)< to 5%. of college females (Hart &

L4
-

Ollendfck} 1985). Less-strictly defined eating probIems and

-
blnge eatlng have been reported by 20 9% of a- female communlty
sample (Cooper Waterman, & Falrburn, 1984) 418 of a working

female sample and 69% of a iemale student sample (Hart &

*’*”’"’"’"’)Ulrenchcrﬁ9815). e
| One 1mportant if controver51§l aspeét of these eatlng
disorders is the dlsturbance of body image. Body 1mage
, d1sturbances exist.as dlagnostlc criteria for both bu11m1a and
anorex:a nervosa. Research has uncovered relat1onsh1ps between

*  body 1mage disturbance, greater psychopathology and poorer

progn051s. The resolutlon of body 1mage disturbance, therefore,

- N

may play an,lmportant role ‘in theftreatmentAo£—eatfﬂg—disofdefs.
BrucH ﬁlaﬁzloasserted that "without a,co;gectlve—ehange—en—body————'—ﬁ
image. . .. . improvement is apt to be only,a gemporary.remission"

/" (b. t891. The*persistance of body image.distufbance at the end

A
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of treatment may predlct therapeutxc outcome and the 11ke11hood

¢

‘ tﬁat bu11m1c symptoms wzll return (Freeman Beach,‘Dav1sr,&' L

Solyom, in press) B '-;h _;¢'1 ‘ ,3__' ),~' o f(f {;vf

e B . - -

_ Body Image Disturbances A_ S ;;7, R e

'Body image is a broad,and,comp ex,construct that reters to~—~x¥~
a var1ety of aspects of one 5 relatlons to one S body. These

1nclude the perceptual 1mage of body sxze and shape, the'

Qognltlye lmage,oiahou,thls#s;zagor shape_éitsfthefsoeaa“- wﬁfm

accepted 1deals-.and the affect1ve image of ffel;ngsfand

attltudes toward the body These perceptual ognitive,\and

entltles, but are complexly 1nterre1ated in theory, measurement

and research

- -

aThe dlsturbance of body 1mage is smularly -

’ multldlmen51onal.41t too has a nunber of expre551ons- a ',‘ R
d;storted perceptlon that one is fatter?than actual, a markedly4 |
thin ideal-figuré, ahd‘an~ektrewe dissat&sfaction with current' |
size. Related symptoms may 1ncl@ge 1mproverlshed 1nterocept1ve,"ﬂo>
awareness and the 1ntense fear of b om1ng obese.

DiSturbances.of bodf7image frequently'co~ogcqr;with eating

disorders, although their empirical importance and theoretical

role in these disorders is contentious. A number of formulations
‘of the relationship between the various aspects oY body image

disturbance and eating disorders have been proposed. For

o
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example, some theorists}‘mOEt notably Bruch (1962, 1973) think

s

that body image dlsturbances -are a central and patHognomon1c .
feature of eatlng dlsorders, whereas others, such as Hsu (1982)

cite evidence that 1nd;cates“such'dlsturbances are not exClusive

e

to or universairin_eating disordered. women.
Bruch (1962 1973), a pioneer in the area of eating

dlsorders, reeognlzed the- multldxmen51onal nature -of- body 1mage

o

and its role in eatlng pathologles. She belleved that denlal of

emaciation 1s»pathognomon1c of anorex1atnervosa and that .

resolution of this disturbance is necessary for a full recovery

<

from the illness. The American‘Psychiatric Association concurred 

and made body image disturbance:ah,impbrtant,diagnostie
criterion for anorexia nervosa (APA, 1980).
In contrast, Hsu (1982) argued that body image disturbance

-

1s not a useful crlterlon for dlagnogls. Research concernlng the

perceptual disturbance of body width overest1mat1oq (Casper,
"Halmi, Goldberg;.Eckert,,&<Davis,a1979; Garner; Garfinkel,
Stahcer, & Moldofsky; 1916",TOUYZ, Beumont, 'Collins,'McCabe; &

Jupp, 1984) has found that not all,anorectlcs overestlmate.,in

"~ fact, only 40% of anorectlcs overest mate the1r bodles by more

than 10% of their actual 51zev(Garn r et al., 1976; Garflnkel,

Y

Molidofsky, Garner,'Stancer, & Coscida, 1978).7Others_(Crisp &

3

' Ra}ucy,,1974; Garfinkel &rGarher 1984) have pointed'eut that

. S

'these dlsturbances are not unlque to eat1ng d;sordered women - 1n'

‘that some otherw1se normal women also overestimate their width.
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R Although body image overestlmatlon per se may not be

'pathognomonlc of eat1ng dlsorders the cl1n1cal 1mportance of
» body image.shppld.not/be‘understated. Many,theorlsts.stlll | 1
maintain that body image disturbances are important in eating
disorders. Unfortunately, feﬁ of their models account for the
rmoltidimenSionél nature of body image,‘Their formuietions-ten§
ro concentrate on eitherithe“perceproel; oognitiveTVorraffeCtivef;wwe
‘aspectérof body image.,Body size overestjmation,.for.instanoe,
has been related.to generalized.perceprual developmeot,
regreseion'tova child—like level of functioniagrgﬁd;denia} of - B
illness.~ f - : - : \ | |
Bruch. (1962, 1973) contends that body si;e misperception is
part ofﬂ; more general lack of bodily awareness'found in eating

dlsordered women. She invokes a developmental view, that

anorectics are stalledﬁft an eariy cognltlve level because of

- emot%isal problems. Body w1dtﬁ’est1mat10n is hypothesized to be

~contrflled by the Piagetian maturat10nal process govern1ng

.
‘perception in general Halmi, Goldberg, and Cunningham (1977)

relate the perceptual disturbance of overest}matlon to:a
) . . \,‘ e - ) . .
regression to earlier modes of perceprualiorgcess;ng that

include body width overestimation. Anorecfics regress to this

perceptual mode when emaciated.

5

Crisp (1965, 1977) proposes this regression is motivated by
the desire to avoid biological maturity as symbolized by a o
developed figure. Furthermore, an abnormal sensitivity to weight

may develop from fears related to growth, maturity and gender



L =N

'as a buffer for the anxlety aroused by the possibility of

roles, and from dénial rpoted in these irrationafffears (Crisp &

Kalucy, 1974). Similarly,'Casper et al. (1979) ma1nta1n that the

S

psychologlcal defence mechanlsm of denial medlatss the body
image disturbance in anorexia. In addition to the denial of

emaciation, the presence of illness,:appetite and hunger are

'subject to denial.

Weight loss also precedes body image disturhangefinﬁCriSpm_Wﬁme
andYKalucy's (1974) formulation. They propose the perceptuai"
error may be a failure to adapt perceptions to recent cHanges'in'

shape, accounted for by some memory trace of highest weight R

ever, both at a cellular and experiential level. Freeman,

Thomas, Solyom, ‘and Koopman (in press) believe that bulimic

»,pat1ents, whose body we;ght fluctuates, may have exceptlonal

d1ff1cu1ty adjustlng to the1r 51ze, espec1a11y if prev1ously

&

anorectic. _ ‘ o

Cogn1t1ve and affectlve explanat1ons of body 1mage in

eating disorders center on attitudes to body fat and
slenderness, and‘on issues of self-esteem. Button, Fransella and
Slade (1977) believe body inage disturbance reflects extreme
sensitivity*to weight related to thejanticipation of undes}red

changes in weight, low food intake, anxiety about putting on.

weight, and the de51re to”look thinner. Extreme th1nness may act

becoming fat (Bruch, 1973). = | -
Dieting, which is common in young females, especially with
the current emphasis on physique and‘thinness, may potentiate

E
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eating'disordérs in those who are psychologically viulnerable

(Garner, Garfinkel, & Olmstead, 1983). Pieting is commonly

assumed to be motivated by dissatisfaction with body size and
AN B k '

shape. Polivy and Herman (1985) reason that dieting méy lead to
burimia in some individuals with highfwéight set points.
Physiological presSures motivate eating and help-to maintain set

weight in the face of“coghitive and behavioural attempts to

lose. Dieting results in the loweriné of body weight'beiow set
point, which leads to hunger. Unsated hunger leads to binge ’ A
eating. Measures. are -sometimes taken to rid the body of the . ~ -
“excess food ahd weight. The exaggerated valuation of body shape

and the thin ideal propels this cycle to completion.

Figure size and shape are giVén’this added meaning-through

socialization and interaction with others. Body image is an ..

_aspectfof self perception and~self7esteem‘that, in_the eating

disordered person, becomes a coﬁcfete symbol-of‘Self—wo;tH

(Bruch, 1973). Body fatness is the index!by which other

gualities of self are evaluatedrand is thﬁs the focus of éhange.
‘Thiﬁness is valued as sYnonomous with‘cémpefencef control and

other positivé virtues, hence one May never begtoo‘thin. Thgéé‘

;£o have been thin once and are ﬁo longer, and who gelievg this
stereotype, -most notably normal weight bulimics witﬁ aAhistofy

of anorexia nervosa, are. likely to be é#tremely'dissat%sfied* '''' —
with'thei; selves and their carrehtfshape (Freeman, Thomas, e

Solyom, & Koopman, in press).



‘Measurement of Body Image -

'questloned (Garflnkelr& Garner; 1984) ‘Cons1s§ent group

[

~ A variet; of measurement tecHniQUes'haVe been'designedrto
assess body 1mage dlsturbance (see Freeman, Thomas, Solyom, &
Hunter, 1984; Garner & Garfinkel, 1981; McCrea, Summerfleld, &
Rosen, 1982, for reviews‘of the specific technigques). Some
assessnent teohniqpes'measure‘one aspect of;body ima?ﬁ,“h????é,
others can measure a number of dimensions.

'Body image perception has been measured by the noving

caliper technique, image marking technique,‘and.various.

distorring image techniques.'The two former methods involve_ the

;estimation of the width of variou5‘body parts, although'the

validity of estlmatlng the size of body" parts has been

kN

dlfferences in body 1mage perceptlon have “hot been found using

body part estlmatlon methods of assessment Body part est1matlon'

is "only a very crude measure of body 1mage (Norris, 1984, p.
840). Methods of assessing the perception of the whole body,
such as the distorting videocamera method, have differentiated

more consistently between eating disordered and non eating

'disordered groups than have body part estimation tasks

(Garfinkel & Garner, 1984). Whole body estimation may better tap

the glinically 1mportant aspects--of body image dlsturbance in

i
*

these eating. dlsorders. The dlstortlng v;deorcamera is a — -
relat;vely‘51mple, d1rect, reliable, and valid measure of whole -

bodydimage (Freeman‘et al., 1984; Freeman,'Thomas, Solyoﬁ; &

*



. Mlles, 1983) and can be “used to assess a number Qiﬁaspects of

body image ;ncludlng perceptual ‘body 1mage dlstort1on or

overestimation, ideal flgure size, and dlssatlsfactlon with

actual and percelved overall size. o ’ .

Rellablllty and valldlty data has been published for this

R

measure of bodyfiﬁageAperception (Freeman et al.,k3984; Freeman
ret,alw, 1983). Internal‘consistency reliability for- the
pefceptoal.méasore, compafing'frontal~énd profilé eéfiﬁétésmof’
actual body size 1s comparable to that of -other technlques (r =
0. 62) Test retest rellab111ty over 7 to 22 days (mean was 11:31
“days) for a comblned group of normal and eatlng disordered womén 77777777
- were very hlgh for frontal estlmates (r = 0.90) and slightly

lowor (r = 0<86) forprofile‘éstﬁmates. hhen*ea;ing disoroered

“women were dénsidered separately, reliabilitles~for frontal

estimates were comparable (r =" 0. 91)

- Body 1mage dlstortlon_as measured,bygthis teehnlqueAWfi
aifferentlates patients with anorexia nervosa and bul;mla from °
"normal and psychiatric controls (Freeman et al., 1983). Body
image distortion was'a}so positively correiated Qith scores on
the Eating Attitudes Tést (r - 0.56; Freeman et ai,, 1984) .

De51red body size has been measured by simply asklng for
the individual's own 1deal welght or for preferped pody size on
a distorting'pictUre. These two measures provide complémgggggy”<f
aod converéeot information. o

Dissatisfaction with current body size has been measured

through questionnaire and distorting image techniques. With the



distorting  image éechnique, body ‘dissatisfaction -is defined as

the difference betwggn overall peiceivedrbgdy‘size and pfeferred‘
bédy’size. Qﬁestionnaires, such as the Body Dissatisfaction
scale of tggaégiihggbisorders'Invéntory‘XEDI; Garner, Olmstead,
&/Polivy, 1983). og,the Body,Céthéxis Scale (Secord, & Jourard,
1953) assess respohdents‘fsat@sfaction with certain specif&c‘
body‘parts. Distorting videocamera techniques assess
satisfaction with overall size and thus pbeiéé ddmpleméﬁﬁériri” B
information. T ' .

Research pt{lizing various measures of‘body image variables‘
have related body image”dis;urbanég and dissatiéfaction to the
presence, severity, and oétcbme of eating disorders.

¥

Body Size Overestimation

Eating*disordered'womenitehd~t0*be less accurate in their——— —
perceptions of their bodies than normal women. Several studies

(Crisp & Kalucy, 1974; Freeman et al., 1983; Garfinkel & Garner,

+

1984;‘Garfinke1, Moldofsky, & Garner, 1977; Gafner et al., 1976:;
Pierloot & Houben, 1978; Slade & Russell, 1973) have reported |
that anorectic women overestimate the size of their bodies to a

greater degree than non-eating disordered women. Normal weight

_bulimic women also were less accurate in their body size I

~

assessments than were normal women (Freeman et al., 1983;
Fréeman, Thomas, Solyom, & Koopman, 1in press; Willmuth,

Leitenberg, Rosen, Fondacaro, & Gross, 1985) and estimated their

N i v
. -~

S
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a"y

Y ,
of approximarely one third
-~ b ‘

4

s

bodies as larger than did normal women matched for height and

weight (Norris, 1984; Williamson, Kelley, Ruggiero, & Blouin,

T

1985) , g | AN R
) N . : ¢ . l,‘ \\ : ’ . '
. Amongst women with eating disorgers, body image .

— . N
Ay

overestimation has been found to be indicative of greater

: psychopathologj and poorer‘progﬁbsis. Garner (1881) found that.
anorectic patients who markedly overestimated tHeir body size

showed signs of more‘disturbed psychoiggical'fan;;ioning,~WW"—fﬂﬂ~~vr

éreatef eating pathology,.and more depressiversympgoms‘ Thése
patients alSo_demcngtratéd related body.image disturbances: tﬂ?y
pfeferred significantlx,éﬂallerlbodies and they expressed-
gr?éterdigsatiSfaction with pafts of their body (Garner, 1981),

i\ Among anorectic patients, the symptoms of bulimia,
- : - .
vomiting, purging and binge eating, were more common in those

patients who overestimated their body widths (Button et .al.,

{

1977; Freeman et al., 1983) énd Qho‘reported greater subjective
eipériéncé of body image distortion {(Strober, Goldenberg, Green
& Saxon, 1979). A group of anorectics have been characterized:by
these bulimic symptoms, as well as an external locus of contrél,

an extfemély small -ideal figure and more severe psychopathology
N

~ (Hood, Moore, & Garner, 1380}, In another study {Eckert,

_Goldberg, Halmi;TEasper,a Davis,'¥982) bulimic symptors,

depression, and body image distortion formed.a similar symptom

constellation.;Bulimic symptomatclogy forms a''diszinc: subtype

to one half the sufferers of ancrexia
nervosa (Casper, Eckert, Halmi, Gecidberg, & Davis, *S8BIj,

——
\

Y

—

e A



'although the symptoms of bulimia can occur in individuals of any

weight status from cachectic to Qbesé. The bsfchopathology‘of

-~

bulimic womern, independent of cdrreét;wé§§§f; is very similar.
Anorectic patients with symptoms of bulimia resemble normal
weiéht‘bulimics more closely than non-bulimic, or restricting
anorectics on a number of indices of psychopathology iGarper,
Garf:nkel, & O’ Shaughnessy, %93??.

Bulimic women may have wore extrreme baéy,imagewpéobléms, S

Ehan anporectics, especially if they have p:ev%ously lcst the
definitive 20% of body weight. Sormai weight bulimics with a

histary of anorexia nervosa gpresested greater body -image - ot e
distortion than Soth never-anorectic bulimics and reszrictiné
anorectics (Freeman, Thomas, Sclyom, & Koopman, in press). This

group also tends to express the most digsatisfaction with their

_bodises,

Body Dissatisfaction

The affective compeonent of Dody image, body
dissarisfactian, is alsc related o the presence and severity of
parnology i1n eazing discrders. Adoprtion 2f the N
Culturally-def;ned,:hiﬁjideaé contributes to bogdily
dissartisfaction, in thar zhe desire for a siim but unattainable

¥ v -~ ,.UT e ¥ o . g’r .
shape, which one Jo83 201 cursently $OSSeSS, resulits In

dissatisfaction.

A

[
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The thin»ideal figure . is subscribed to wholeheartedly by

L

women dlagnoseo as eat1ng disordered For instance, in‘

comparlson to normal controls, anorect1cs W1shed to be far
slimmer (Touyz et al.; 1984) Anorex1aﬂnervosa is characterized
by a marked mlspercept1on of what cont1tutes normal body we1ght°
For example, the1rvest1mates of - a normal flgure were much
f.thlnner than those of normal women (Touyz et al., 1984)

.Restrlctlng anorectics' acceptance of the1r emac1ated shape -is- e
~also symptomat;c of this mlsconstrual (Freeman et‘al., in o
press). Somelstudieﬁ (Johnson, Stnckey, Lewis, & Schwartz, 1982,
1983; Weiss & Ebert, 1983) have shown that bulimlc women'also"ﬂ“/iff
preferred significantly lower Weights-than normalvwomen. | |

‘Kfthough women in all groups tend'to%preferfto be thinner
than their actual. size on a distorting Q%?eo imaged bhlimice

wished to'be;14 5% smaller than their actual'sizeL Normal women

w1shed to be only 3.4% smaller (Freeman et al., 1983),'Manyvof
e : -

‘the bul1m1c pat1ents,-almost half, desired an image more than

20% thinnerjthan their actual size (Freeman, Thomas, Solyom, &

3}

Koopman, in press). : : - ' S

. . ‘) i . . .
When compared to normal or obese subjects, bulimics

designated‘a,Significantly;smaller figure drawing as:desirable.

Bulimics' perceived and ideal figure sizes were more discrepant

- i

than normal womens', indicating greater potential

diseatisfaction with currentibody size (Williamson et'éi.,':

1985). Bul1m1cs aspired to be 9.4% ligher than they were,

[, e

indicating they were significantly more dissatisfied with their

>
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'fbody welght than non- bu11m1c women, who only wanted ‘to ‘be 6%

l1ghter (Cooper et al.,'1984)
Bu11m1cs d1vulged s1gn1f1cantly poorer body att1tudes than

'both binge eaters and normal women (Katzman & WOlChlk‘ 1984).

e
-

Fairburn and Cooper (1984b) def1ned body 1mage dlsparagement as
an extremely negative opinion offone's’figure (i. e.,;describesf
'1t as loathesome and repuls1vel More than a- quarter of~the~—~rww¥~feF
pat1ents _thought of their bod1es in such extreme terms. -
Several researchers (Cooper et al., 1984; Fa;rburn &

Cooper 1984a, 1984b4jkatzman—& Wolchik, 1984)7havewfound*that =
a1most all women want to be thlnner than~they are or than the
recommended we1ght for their he1ght’ Indeed women were found to

be more dissatisfied with their bod1es than men (Fallon.& Rozin;‘

1985). Womens' ideal body sizes were significantly smaller than

“their ratings of their current size, whereas men's ratings of

current and desired body size were very similar. This sex

difference may be related to the greater incidence of body
. Lo . ' ; ‘
dissatisfaction, di;ting, and eating disorders among females.

ret

In summary, it appears that)although'most women prefer to .~
be thinner than they are and prefer an ideal weight‘smaller than
the recommended’Meight bu11m1c women may be d1fferent1ated by

the excessiveness of their thin ideal and the degree of

AR

dlssat1sfactlon they express with their own, body 51ze; This

dlssatlsfact1on is llkely the mot1vat1ng force for the extreme

‘attempts to lose we1ght employed by eat1ng disordered women. <

@
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‘Body size dissatisfaction'ﬁas also been related to

: psychopathéiogy. Fof’éxamplégrééﬁféssion; afﬁfevaienp symptom in
bulimia, has beéhvshcwh to often accompany dissatisfaction wi;h E
‘bcdy\image-LNoles, Cash, & Winstead, 1985). | o

Binge eating and, vomiting also often coexist with extreme-
dissatisfaction with the figure. More Ehanvtwo thirds of the -
average weight high,schoollstudénts who,usca\yomitihgmas a';_~l»s
:eight control heasure felt themselves to be somewhat crAVér§ | 4

*nuch ovegﬁeight (Carter & buncan; 1984). . | , S -

Simila;lykﬁdissatisiaction with body'sizerappeassitembear«a—mejf

“ggeatér~re1ationship to the prgsence of the symptOms of bulimia

than to current body weié%t. Normal weight and anorectic e
bulimics had equivalent levels of drive for thinness and body
dissatisfaction (Garner. Olmstead, & Polivy, 1983).'fhe‘two

- groups of bulimic women also expressed significantly more

aissatisfaction‘with their bodies than’diﬁfrestricting
: : T e

~.

anorectics. . AR - B

Previously anorectic bﬁlimics weregﬁost dissatfsfied Qi£ﬁ‘
their image from a distort%ﬁg’%ideoigamara, differing’
significantly from restricting anorectics and ~ ' L
.ngn—eating-diso;dered iemales (FFeeman, Thomas, Solyom, & g

a

Koopman, in press). The weight status of the bulimics did not

make a difference in the amount of dissatisfaction expressed.

L N N ' ‘i R 7 o ; _ B i
— The extreme dissatisfaction noted in bulimic patients may in

part explaiéithe difficult treazment problez presented by {hese
. ' Vs
patients. ;

(93]



Body Image Diskurbance in.Therapy o B
)
. \‘\\.

Body image distﬁrbances not only relate to;psyohopathology,

" V . i [ - ) F .
but may alsa indicate poor progn0515'and the need for continued

treatment. Body overest1mat1on has been related to greater

Vchron1c1ty, poorervtreatment outcome and greater den1al of -

-~

illness in anorectic patients (Casper et al., 1979) Reductlohf””““
s

of anorectics' body sﬁze estimates to more normal levels has

\\
been associated with progress in therapy (Norr1s, 1984) and a .

'good outcome (Crisp & Kalucy, 1974) Symptom reduction over fﬁe

- —

course of therapy has been related to impro&ement on the‘drive
for thinness (r = .56) and body dissatisfaction (r = .48) scales.
of the EDI (Connors, Johnson, & Stuckgy, 1985)' Cont1nued body

overestimatldn at the end/of’treatment for anorexia nervosa has
l

been related to the return of symptoms after the cessation of .-

‘treatment (Garfinkel et_al., 1977; Slade & Russell, 1973). Body

dissatisfaction was sinéularlyypredictive of relapse in
recovered normal weight bulimics, accounting for almost 35% of
the~variance'(Freeman,.Beach, Davis, & Solyom, in press).

In summary;, -body image disturbanees( espeoially

diSsatisfaction,'are related to the presence of -bulimic

symptoms poor pfognosxs—and'susceptibility to recurrence of

symptoms,

16



Treatment ) . - S — ) =

N

This refurns us to Bruch's cphment‘that “without~ev
corrective change\in body'imege . e improvemene is’aptﬂto be

only a temporary;remission" (Bruch, 1962, pP. 189).,Successfu1
.resolution of body image disturbances weuld'heed te address = . \$\
cognitive, affective and perceptual issues. Cognitive behaviour
therapy is one therapeutic technique;éhat appears to offer some
- promise id this reéard.

Recent psychqpbefapyrstudies using this technique (e,g. -

A 4

éonnors“et al., 1985} Féirburn, 1981, 1983;'Johnson, Conner§,}& o
Stuckey, 1983; Lacey, 1983a, 1983b) haye reported exeellehf N
results in relieving fpe symptoms of bulimia. “For example,1

eighty percent of Lacey's (1983b) patients had stopped b1nglng

- A

. and purging completely within 10 weeks of therapy, and an

eddltlonaI’four ‘stopped within four weeks of'the end. of

treatment, bringing the total success rate_te 93%,7a1thpughrthis !N
number has been‘questioned. Connors et al.'s‘(1985) pefients
experienced a 70% reduction in binge purge episodes over the
7course Qf treatment. At the end of treafment, 15% of the |
‘patients were symptdﬁ free, andjall 20 showed some reduction in

'symptomatology Patients 1mproved significantly on the EDI, they;

reported less drxveffor thxnne557‘and"somewhat‘iess

dissatisfaction with their bodies {(Connors—et al., 1985). The
success of these cognjtive behavioural programs is comparable to
: .

that of psychopharmacological interventions (Connors et al.,

o

L 4
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‘1935 Pope, Hudson ‘Jonas, & Yurgelun =Todd; ~1983)~—

__The cognltive behaVLQuralutechniques_usedainsthesegstudiesgg_eg
inciude behavioural contracting, seif monitoring of food intake,
programmed dietary‘plans, identification of}social, emotional
and cognitiye factors associated with symptoms, and education_in
more adaptive coping Strategies to deal with these factors. |

,‘Xlthough all of these studies involved cognitiye behaVioural

techn1ques, they varied on a number of dimen51ons' for 1nstance,
"session format. One therapist used 1nd1v1dua1 therapy ‘sessions

(Fairburn, 1981, 1983), others used group meetings (Connors et

.al., 1985; Johﬁson et al.,‘1983) and Stlll another (Lacey,
1983a, 1983b) combined the two. L

| Programs with a group component may ‘be more facilitative of
change’ because of the soc1a1 1nfluence on bu11m1c

symptomatology, eSpec1a11y body 1mage disturbances. Social

’s—ﬂ~~sﬂﬁ~influeﬂce—in!a group settrng—may*heip*correct*rnaccurate

_ perceptions. The d1fferent1a1 effectlveness of group versus. ‘

S

1nd1v1dua1,formats cannot be assessed from the prev1ous reports.
The length of Sessions and'duration of treatment also
varied Some programs were qu1te brief, 10 weekly-sessions
/f; 1nvolv1ng one half hour of 1nd1v1dua1 bherapy and an hour and a

half group meeting per week (Lacey, 1983a, 1983b); others vere
B I' . - '

e more intensive,rtzhtuo hour grouptsessions;spieadaoyergsgneeks

(Connors et al., 1985; Johnson et al. 1983), and still othetrs -

were of longer duration, 3 to 12 months of individual therapy

sessions.(Fairburn, 1981, 1983). The fact that brief therapies

18



were successful suggests that bulimia -may beetreatedﬂeffectlvely

in as little as 10 weeks. 7T

Genuine clinical efficacyrrequlres maintainlng treatment

gains; and this has been a particular problem in, bulimid. Many -
Apatients'relapse after treatment ends. One third of Lacey's |

(1983a, 1983b) patients had’recurrent'binge episodes in the two B
years after treatment. Johnson et al. (1983) reported that in |
almost half their patients ‘the number of blnge free days per R
week decreased and the number of blnge/purge episodes increased

in the period after treatment. All of Fairburn's (1981 1983) .
successful patients” were reported to have maintained thefr o
»1morovement after treatment although abnormal-attitudes toward

“body and shape pers1sted in an attenuated form. More than one

third‘of the successful patients in another series partiallyﬁor

completely relapsed after successful treatment (Freeman, Beach,

Davis,; & Solyom; in press). : S
’Relapse’is obviously a‘problem(in the treatmentoin
bulimics. Treatments that lessen the likelihood of‘reaaose and'
measures that allow the prediction of relapse, are therefore of
considerable interest. The foregoing review of the relatlonship

between body image, sevefity of illness, and response tol ‘@

treatment suggests that. the measurement and alleviation of body

[l

image d1sturbances are’of potential value 1n thlsuregardt One

study that predlcted relapse in bulimics using body .

i

dissatisfaction (Freeman, Beach, Davis, & Solyom, in press) was

performed p®t hoc. Planned testing of this relationship is b

19
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necessary for cross-validation of the utility of body

dissatisfactiOn as a predictor of relapse o /l

The Present'Study

In order to test the predictive valuebof body "image
distubance variables, a systematic assessment program using.the
v1deo camera method of body image assessment was designed to .
vcomplement an ongoing treatment study of cognitive behavioural
strategies for bulimia.}It was hypothesized that greater.
dissatisfaction'witp perceived body si;e wouldrcorrelate
strongly with measures of outcome and relapse.'de‘therapy' ) ,“\S
formats were used in this 'study to assess whether group meetings
were beneficial to correcting the body image disturbaoces of

bulimic patients. » : v o




II. Method , . =

Subjects ' o ' ’ e
Twenty eight consecutive bulimia referrals to the Eating {“

Disorders Clihic at Shaughnessy Hospital that agreed,to,ﬂﬂﬂw .
‘psychological interventien ahd fulfilled the given criteria we;é\\a )
tested in thie study. o | -

Referrals were included if they ' . e
1. met DSM-III criteria for. bu11m1a (see Appendlx)

2. used vomiting to control weight

3,A,had at least two b1nges in the week prior to the ineerviee

4. had been binging for more than one year

5. were female outpatlents 18 to 45 years old.

H

-Referrals were excluded 1f they

1. had suicidal symptoms
2. were reqeiving concurrent psychological treatment from
enother eouree |

" 3. \wefe.concurrehtly using psychotropic medication
4. were currently bele;ABO% standard bedy weight,

Subjects ranged from 18 to 32 years é{ age with a mean age’
of 23.5, (SD = 4.1). The subjects were randomly assigned by -
cohort to one’ of two treatment formats, group or individual. In

the individual treatment format two of 12 subjects failed to

complete the program, leaving {0-subjectsﬁ In the group

21
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treatment condition, five subjects discontinued participation - =

leaving seven subjects. The characteristics of the dropouts will
be compared to those of the actual subjects used. Treatment was
withoyt fee and took place in the Psychiatry outpatient cliﬁzp

a
at the urban hospital.

Aggératus , ‘ | | B
A modified video camera and two video monitorS'wéfé'hSéd\féiﬁ

a}éess body image variables. This equipment has been describéd

in dgtail‘elséwhere (Freeman et al., 1984; Freeman et al., ) ,

1983). The actual rbbmrérfangement_was modified to accomodate

the limits of thé room. The camera was placed behind a one way .

-mirror and only the television monitors were in view (see -

Figure). The vidéo caméra was eiécfronically modified to distort

the pictufe of the body on £He~HorizOntal axis. The image of the

body .could be made to,appeaLprom_40%ﬂ£atte£~t9~20%ﬁthinner'by~m¥+7~¥fff

the turn of a dial. The amount of distortion was shown_on a
. , -
meter. .

Procedure )
Subjects were first interviewed by the male therapist. If Y

the subject was suitable, she was asked to sign a consent form,

begin self-mbnitoring procedufes,‘fillwoutﬁthe EDI, and make an |

appointment with the female experimenter for a body image

r

\

" measure.




The procedure for the body image test was as follows: The

subject was invited 1nto a prlvate room and glven a clean body

-suit in her size to wear. Once changed the subject was told to

stand by a mark on the wall ‘and face the front monltor. Ther

1

background was plain and white to e11m1nate any visual cues. The
distorting capabllftles of the camera were gquickly demonstrated
and'the,image reset to appear undistorted while the procedure
was explained. The subject was then instructed'tolindicateiwhen’

she felt the distorted picture was the most accurate reflection

- of her true body size. The method of 11m1ts was applied; on one

v

trial the p1cture was 1n1t1ally set at the th1n end and made
fatter, on the next trlal the p1cture was moved from fattest to
thinnest. Four trials, two in each dire?tjon'were'given to
assess accuracy of' body 1mage. After the four trials on the full

frontal 1mage, ‘the subject was 1nstructed to face the second

' ~\S.

mon1tor to view her profile. Four tr1als were allowed on the

proflle monitor in . the 'same manner.

The subject was then again directed to face the front
monitor but this t1me, asked to assess when the picture looked
how she would most like to appear. Again four trials were given
in alternating directions of distortiol. This procedure was

repeated %o obtain ideal profile estimates. Several measures

7gere7computed from this procedure,'specifically:

1. Body 1mage dlstortlon - the perceptlon of one's 1mage
compared to actual size, a measure of ' accuracy obtained by
taking the mean of‘estlmates of actual body size.

23



2. Ideal body size - mean of estimates of ideal measures.
3. Body dissatisfaction - perceived‘actual body image minus

hd —_— .

ideal body image.

Treatment, either one hoﬁr individual sessionsror two hour
group meetings with 15 to'30 minute individual sessions, then
began. Subjects were infofmed‘that thérapy would continue for 10
'weeks -and asked to-commit‘themselves Eo’come for the 10 week
period. The treatment implementea waé a ‘partial replitatibn”ofw e
Fairburn (19815 and Lacey (1983). Treatment involved education

-

"in nutrition, self-monitorﬁng, problem solving technigues, and
cogﬁitive restructuring. Subjects were instructed to monifdf the
typé and quantity'of all food consumed, the time and location of

- consumption; as well as binge/pu;ge behaviours and associated
feelings, thoughts and events. Subjééts contracted to maintain

their weight by refraining from dieting, and to eat’ three

regular meals and a snack daily. Problem solving strategies for

t times of maximal risk for bulimic episodes were discussed

withxthe Euﬁjects as were faulty and maladaptive beliefs

concerning food and weight,

"’  ' After the last'session, subjects were again tested with the
o lbody image measure in the same room by the same female

%;pefimenter, ahd filled out the EDI. Three months after the eﬁd

E— of treatment the subjects were contacted by the male ¢h

(")
~

rapist

for a followup interview where rélapse was assesseé by clinical

interview, self-monitoring of é@nge/purge episodes and scores on

. -
N

! the EDI.
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II1. Results -
Although wg_gfd hypothesized that body image disturbances
. , _

would predict relapse, too few subjects relapsed after three

months to permit meaningful analyses. Body image variables,

however, were significantly related to improvement in therapy.

Treatment format did not have an effect on remission of symptoms

or amelioration of body image .disturbances,
Dropouts. Of the original 24 patients, seven did not

complete the therapeutic program. There was a tendency for

patients to drop out of the group treatment sessions, five ot )

.

the subjects in the group format withdrew from treatment
compared to two in the’individual treatment ccndizion. Another
subject in the group condition completed treatment angd the body

image measure but did not return the psychome:iric guestionnaires

or have the followup interview, ——— — - —————
Treatment groups did not differ before therapy fsee Table

1) on binge and vomit freguency, or body image Zdisturbance,

"~
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Subjects who dropped out did not significantly differ from

treatment completers on body image variables (see Table 2).

There was a tendency for the dropouts to be younger, 21.4 years
versus 24.4 years old, t (22) = -1.70, p < .10, and to vomit’

more freqguently, 13.6 times a week versus 5.9, t (7.1) = 2,12, p

¢

[

.07, with no Bonferroni correction for error.

Insert Table 2 about here

Treatment Format. Groups did not differ after the

completion of treatment (see Table 3). Treatment format and

?95??? 93?? time did not havg4§ig§i§}gqnt”effggts on binge and
vomit frequency or bedy image disturbance.

Y : |
Insert Table 3 about here /"

5 5 -

i b SRS

The Effect of Treatment. Eating pathology remitted over the

course of therapy. Tive patients @id not binge or vomit more

E



\

‘significantly over the course of therapy, F (2, 26) = 1.70,

than once in the last four weeks of treatment. These subjects

~were classified as having "good outcomes™, Four additional

subjects showed marked improvement, evincing a greater than 75%

reduction in binge and vomit frequency at the end of treatment.

]

- Some reduction of symptomatology was found in six patients,

whose binge and vomit frequency reduced by 50% to 75%. Two

" patients did not‘benefit from therapy.

-The preSEhce of treatment itself had a significant effect
on ideal body size, t (16) = 3.06, p « .005, using a one-tailed

test of probability with the Bonferroni adjustment for error

(see Table 4). Ideal image at the outset of treatment was 85.0%
of actual size. After treatment, this image had increased to
87.9%. The effect of treatment on dissatisfaction approached
significance, t (16) = 2.07, p < .03). The dissatisfaction index

decreased from 15.5% to !2.8%. Body weight did not change

N.S..

Insert Table 4 about here

The level of recovery correlated with body 1mage variables.

Greater dissatisfaction at the end of treatment was assoctated

27
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(r (15) = -.56, p < .05) with poorer outcdﬁé1 The_amount of body .

'size overestimation at the end of treatment related to the level
" of symptom remission (r (15) =-.50, p < .05). Thé greater the
patient's overestimation ét'the end of treatment, the less
likely the symptoms were to have remitfed. |
An increase in ideal bddy size ober the coursé_of thérapy
. correlated (5.(15) £ -.50, p < .05) with'betterWQutcome.w,ﬂi;ﬁﬁﬁﬂwwﬁw
Similarly, change:in bodytdissatisfaétion and drive for thinness

scales also correlated with positive outcome, r (14) = .62 and

.61 respectively, p'< .05. o .'> .

Body image variables were somewhat correlated with each
other. Body dissatisféctidn, as measured with the videocamera,
- correlated 65'122) ¥V.49; p < .05) with the body dissatisfaction
scale of thé EDI. Ideal body size was not related to the

accuracy of body size-estimation, r (22) = .11, N.S.. Body image
i - .— N L

dissatisfaction correlated with depression, as measured by

¥
e 4
b

Beck Depression Inventory, r (22) = .55, p < .01,

Insert Table 5 about here

-

2%

Patients were divided into groups according s .evel 3

recovery. Those showing marked improvemen: :ir SFWRTIME . &
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reduction of b1nge and vomit episodes by at least 15% (n =9)

vere - dlfferentlated by a number of var1ab1es from moderate to

~ poor responders to treatment'(n = B, see Table 5), Those who
improred‘fendéd:to have suffered eating disorders lohger, 7.4 ¢

- years as compared‘to 4.4 years, E»(iS) = -2.4, p < .03. Body
'image disturbance betpre treatment marked poor responders.'fhose )
who did not respond';eil to treatpent overesrihated'their body

by 5.6%, in relation to those who did respond well, who
underestlmated by 2.4%, t (15) = 2, 87} p < .007. This difference

approached 51gn151cance when the Bonferron1 adjustment was set.

at p < .003 for this set of comparlsons.

-

A tendency.fos\pgor responders to be more dlssatxsfxed wlth

their bodies was evident. Poor responders desired to be 18.7%

ima versus 12.6% for good

-

smaller than their perceive

responders, t (1 5) = 1. 82, p < .10. {

1.

~After treatment, poorgrespondersfeugagedzrn,s4gn4£4can
more frequent disordered eating, 2.9 binges a week comparad‘to
0.2 in the good responders t {(7.3) = 2.44, p < .025, 'although -
thls difference did not attain the level of signif}capce B - -
required by the adjostmept for the number of-coﬁparisoas made.

Body 1mage disturbance sontinued to,markdthe group whose

symptoms d1d not remit at the end of therapy. This group

gontinued to overestimate their actual body -size (103.6 versus

98.1, t (15) - 2.2, p < .82}“andiwere Signééﬁgantly more

dissatisfied than the group that had improved, 16.5% to 9.5, t

(15) = 2.95, p < .0G3, approaching significance with a,



<
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\

one-tailed test of significance°éﬁd“thémBothFronl adﬁhetment.
Therxmpfovemeﬂt 19 other'measnreS'of bOdY’ImagE“t%é‘TﬁCY§§§§41n

body size 1deal decrease in body dlssat1sfactlon and lessen1ng

f' —
¢T the drive for th1nness was more characterlst1c of the
successful group. . S
o A T

Relapse. I was unablé to predict relapse because of the
happy event that only two pétieﬂfs'ihcfeaSed their binge and
vomit frequency in the three months after treatment. Ih fact,

three patients continued to improve, and all patients who had

‘completely stopped,binging and vomitiﬂb'for four weeke had .

remained symptom free. Nonetheless, body image variables at the'

end of treatment d1d correlate w1th state at followup.
Dissatisfaction at thé end of treatment correlated (r T4y =
-.40, N.S.) with followup. DiStortion predicted status at

followup (r (14) = -,56, p < .05) accounting for ¥1% of the

variance. Change over the course of treatment in body

dissatisfaction, as measured on the EDI, also,correleted with

. _followup, r (14)-= .63, p < .05.

—~




IV, Discussion ///” :

The present study extends Bruch's observation: body image
disturbances appears not only to be an importaht feafure of
anorexia nervosa, but of bulimia as well. This study gives

credence to the idea that the correction of body image

disturbances plays an important role in the treatment of this .

disorder.

-

Over the 10 week course of cognitive behavioural therapy,

 body image*&ist&rbaﬁéé§”§ﬁa the fregquency of binge/vomit
episoﬁés lessened significéntly. The two session formézs qéed‘”
prbduced equivaient'cpange, suggesting that individual and group
‘treatmenté may be equally effective. Since no control group was
included in‘this‘study, these improvements cannot be attributed -

‘solely to the tréatment itself, although it is unlikely, qivén

the stébility.of body image disturbances and the chronic and

intractible nature of these patiegts' bulimic symptoms that time
~alone cdﬁig account for them. | ”_
© . Over the couxse of treatment, thinness of ideal body size

and dissatisfaction with body size decreased. The effect of

treatment on ideal'bédy image and dissatisfaction was small

relative to its effect on bulimic symptoms. This is partly due

to the limits of the camera. Thé image cannot be distorted to

éppeag lessqthéh 80% Bf actual size and mahy of the subjects
desired figures smaller than this. This limit acted as a floor,

constraining our ability to distinguish the most extremely thin
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_ideal body sizes and thus the maximaltAmauntstoitimpra¥ementtin;at;;f

this measure.

" Body image distortion, which 1n the patient sample as a

whole was not marked, did notvchange appreciably. Body size
overestimation appeared to be concentrated in those who did not ' |
‘1respdnd well to treatment. Overestimation may therefore predict

Roorer progress in therapy, and may require longer and more

intensive efforts to'CorreEt The correctlon of this problem naybiiifi
be necessary before successful treatment of eating pathology

proceeds.

éreaterebodiﬁdissatisfaetioneand to a iesseriektent bpdy
‘size overestlmatlon present in the patients at the end of
treatment related to the amount of rema1n1ng eating d1sturbance.
Change 1n ideal body size and in the drive for thinness and body‘
dlssatlsfactlon scales of the EDI related to the remittance of
,WWmsymptomatology+4iheseglatterwiindingsgreplieate—thbse—eé—eennérsus—u—f
o et al,.(1985), who fodndeslightly lower'correlations, r = .56
and .48 respectively, as compared to correlations of :61 and .62
found in this study. | | |
Indicationsifrom‘this study_ suggest that although each
measure of body inage disturbance was related in some way to .;m

.progress in therapy, the separate elements may be related in

different ways. The present study has insufficient power to

7@ assess the dlfferentlal 1mportance of the various aspects of

body image through a multlple regression solution, but the

; . . intercorrelations of the body image variables themselves may be

§
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vbetter therapeutic procedures, characteristics of these

helpful.

Body dissatisfaction measured by two methods, the whole

body camera method and the questionnaire assessment of
satisfaction with specific body parts, correlated moderately
indicating that although sharing some varianée, they provide
complementary information. Ideal body size and accuracy of
estimates of actual body size were unrelated. The
kdissatisfaction index, as a combination of these two independent =
pieces of iﬁfo;mat}on, provides ?n inaication of generic
severity of body’imége disturbance.

The ability of body image disturbances to predict relapse o
was not assessed in this study due to the small number of
patients who resumed binge and vomit behaviour. This rglative
lagk of symptom recurrence in this sample could be attributéd to

¢
v

patients, gbgilength of time to followup, and the small sample

size. Status at followup, however, was predicted by the degree

- of body image distortion present at the end of of treatment.

This relationship can be explained by the finding that those who
responded poorly to treatment also tended to overestimatg their
body sizes. In a previous study, Freeman, Beach, Davis and
Solyom (in press) found that body dissatisfaction predicted

J
relapse. Present results add support to the contention that body

image disturbances inJgeneral relate to the outcome of bulimia

but the specifics of the relationship have yet to be elaborated.
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Body image disturbances appear to maintain and promote the

return}pf binge and purge behaviours. Tpspépy changes attitgdes,
;percsp{ions anq_feeiings toward one's body and weight. This
chanée may exsrt its effect on eating behaviour_through
lesgening the patient's need to diet, binge and purge.:

Body image dissatisfaction also correlates with dep;ession.
Depréssion'has been found to be a common antecedent to binge
eating'(Davis, 1985) and may also sxscerbate dissétiSféEfi6nf”
with the figure.l | )

It would be of value to know if the reductiion in body image
~disturbance preceded the remission of bulimic symptoms}'BéCause 77777777
bpdy image and related attitudes to body and weight were
measured at the outset and complétion of therapy only, this

causal sequertce cannot be ascertained. It seems likely, in light .~

of the predictive relationship of body image dissatisfaction

noted in previous research, that improvement in body image may

precede the reduction of symptoms. Changes in body image and. ‘

symptomatology over the course of therapy, contr ing for the

intrusiveness of the measure may reveal a pattern tg these
changes. To assess the rela;ive vaiue of treating bsdy'image
.disturbances in bulimia, a treatment dismantling strategy would
be in order. TreatMnt with and withbut a component dealing
specifically with body imagercould be compsfgdrFgmssssssﬁfhgmmfi

most efficacious components of therapeutic intervention with

- ' N

e

hBulimics.
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In conclusion, body image disturbances are an important

aspect of bulimia and attention to théééidisturbances may be an

essential component‘ofuany treatment program for eating

disorders, and thus should continue to be a focus of research.’

- " - -
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-
‘Diagnostic Criteria for Bulimia

S

The diaghéstié"é%iteria forkbulimia currehtly in use .is found in

the Dlagnostlc and Statistical Manual of ‘Mental D1sorders | -
(DSM I11): ) |

a. Recurrent ebisodeé of binée—ééting (rapid cgpsumption of

a 1arge ahbuﬁf”Bt fbodxin a discrete beriodrdf time, o

_ usuallyAiess,than two hours). e

b. 'At‘leasttthree of the.following:ﬁ fft,,ﬁ,ﬁ;ﬂﬁt e

1) conéumptibnASf high—calptic, easily'digested foodt" o

‘dgging atbinge. | |

'2)° inconspicuous~witing during a biﬁge{ o B :””‘

3) termination of such,eatidg'épi%odeé by abdominal

Cx -

pain, sleep, socfal interruption, or self-induced "
vomiting
4) repeated attempts to lose wéight by severely

-t

restrictive diets, self-induced vomiting, or use of

[ 4

‘cathartics or diuretics o :

-

5) frequent weight fluctuations greater than ten pounds

due to alternate‘binges and~fasts

- - <

'Awareness that the eatlng pattern is abnormal and fear

9]

of not be1ng able to stop eatlng voluntar1ly«
d. Depressed mood and self- deprecatlng thoughts follow1ng

eafing binges,

e. The bulimic episodes arernot due to Anorexia Nervosa or

any known physical disorder (American Psychiatric

Association [APA], 1980, p. 170).



: Table 1 . . ~
Mean scores of groups before ‘treatment i
) — ' ' Gfoup ) Individual
. | (N =12) (N = 12)
Y e ’ } N
Age Lo : ‘ Mean 23.2 23.8
| ) 4.3 4.0
Duration of illness " Mean 4.9 6.3 -
SN A . SD 2.8 3.5-
Binges per week ~ _Mean 8.5 5.8
SD 6.7 2.9 ,
Vomit episodes per week Mean 10.2 /g!ig\“ '
. SD 8.5 = / 4.2~ .
‘ : ) .
Depression (BOIT : Mean 19.2 16.4 -
/  SD 8.8 8.7
o S
_Ideal-siZe . Mean 85.4 86.6
A SD 3.1 5.0
e , ,
| pody size estimation Mean 102.8 102.
/- Body dissatisfaction *  Mean 17.3 15.5
k S ' SD 6.4 ‘9.6 : .
AT . .No- of dropéuts . 5 2 o o
".\/‘1\\ P . . ’ ¢ A [ .
A T L .
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‘Table 2,

S

‘Mean scores of treatment dropouts and completers.

RE - i
e - Drdpbuts Completers wéé
(N'= 7) (N =17)
- B o Ll P [ S L ,, - ,,:;@E,,,) I
Age . - Mean - - 21,4 L2404 % e
| : « - sD ¢ 4.2 3.8,
Duration of illness ' Mean 4.7 . 16.0
_ o ' . SD 3.6 3.0
'%inges‘ber'weekf - . Mean 8.3 6.7 §
' ' ~SD - 8.3 3.5 )
Vomit episodes per week Mean © 13.6 5.9 *
. . .SD ' 9.2 4.2
. . . , = = / R
Depression (BDI) : Mean - 17.7 . 5 17.8
..  SD 7.2 < ¢ 9.4
: , , ™ B
Ideal body size : Mean . 66.3 85.9
: u : - SD —65 2.9
Body size overestimation  Mean 105.0 ~101.3
R o SD . 4.4 7.0
Body ‘dissatisfaction Mean ’ 18.75 " 15.5
- o - sD 9.4 7.5
- — 7
* p < .10, no Bonferroni correction
- \ - 5 A,-{



L Table 3 . v

J;Postftreatment differences between therapy formats v .
’ | o .v . S j',‘ Ql@ :'\ . /\\’\ . *

IndiViduaI' grdup“",( -

s - * T
2 _ .
. P
- .
\\/- B i . ' »
3
. S 7 . . . .
/

(.N =_ 1,0) ‘ ‘,(N\.,='7‘)

Binges-per week . Mean. N A 1.1 | C
) P _S_P’ - 3.0 ‘]-95 v
3 Vomit episodeé per week Mean 2.1 - 1.9
O T T e e e “'SD - B % N SRS 2
Recovery - | ‘Mean = 3.6 3.4 *
S SD 1.3 1.4
' »Iéeal body size : . Mean - 87.7 88.1 . /
‘ . SD .. 4.1 3.4
- Body size estimation - .~ ‘Mean - 100. 101, o
N Y . S_D 49 "70 -

5

6
‘Body dissatisfaction Mean . . 12.8 1
N - S ’ SD : . 6.0

.
¢
=
)
.
£ ’
T 4
P
t
- . »
a a
[
' o
©
1
.
¢
A
- /
A N -
- .
S —= -- - _ —_— - 7
-2
- L



o

-

Table 4 SRl
: > e
-~ Mean body imag@fséf éérover treatment
‘ A e ' N
Pre POSFt
Ideal Body Size Mean - "‘,85.97,~171;,8719~*!,
- ' SD 2.9 3.7
Body siie estimate Mean 101.3" 100.7
| | SD 7.0 5.8
Body d?ssapisfactidn Mean 15.5 12.8 *
SD 7.5 6.0

~

4

* p < .05, non significant trend with Bonferroni error

adjustment, one-tailed test

’

N

el

"**' p < .005, significant with Bonferroni error adjustment,

one-tailed test

g

!
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Table 5

Mean treatment effects by level of response — — » — l =

)

|
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4 Poor Good .
(N = 8) (N =9)
Age ‘Mean | 23.2 25,
SD 3.8 3.7
| )
Duration of illness Mean 4.4 7.4 %
SD 2.6 2.7
Pre-Treatment Measures
Binges per week Mean » 81 5.4
- ¢ SD 4.0 2.7 /
Vomit\epgﬁodes per week Mean 7.0 4.9
.+ SD 5.4 2.8
‘Ideal body size: Mean 86.9 85.0
o - SD 2.9 2.6
' Body size estimation Mean 105.6 97.6 **
SD 6.8 4.6 .
Body dissatisfaction Mean 18.7 12,6
SD 8.2 5.8 -
Poét-Treatment AR .
Binges per week Mean 2.9 ’€ﬂ2 +
o SD 3.0 ™.
Vomit episodes per week Mean 4.0 0.2
| SD 4.7 0.4
Ideal boay size Mean 87.1 88.6
. 8D~ X s
Body size estimation Mean 103.6 98.1 +
\ SD 6.5 3.6

(table continues)



Poor Goad
(N = 8) (N = 9)
Post-Treatment (con't)
Body dissatisfaction ~ Meair 16.6 9.5 ++
| SD . 6.0 3.8
Change'in Ideal Mean 0.2 -3.6
SD - 3.3 1.6
Change in Body, Mean 0.7 4.3
Dissatisfaction on EDI SD 3.9 2.7
Change in Drive for Mean T 3.1 7.9
4,3 5.4

Thinness on EDI 'SD

. S e, J . '
* < .05, non significant trend with Bonferrony adjustment, 3
B N g . ] ,*“\*

two-tailed test ' .

** p < .005, approached significance when Bonferroni adjustment

was applied, two-tailed test

+ p < .05, non significant trend with Bonferroni adjustment,

oﬁé—tailed-test , o o o )

- - =

++ p < .005, approached significance when Bonferroni adjustment

was applied, one-tailed test
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