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ABSTRACT . S é

The effect of positive or negat1ve self control feedbaék on
b\dy 1mage distortion and eating behavior- wasflnvestlgated in
‘seyenteen patients w;th anorexla nervosa (restricters), tyenty
~patients With bulimialnérvosa Xbulimics) and»twenty;six normai(
weﬁéht controls. Subjects first.completed a'nomber/of
psychometrlc measures, 1nclud1ng?a self concept ﬁcale and
measures related to- self control an atlng behéV1or. A *
stereq(/pe measure was alSO 1ncluded ‘whlch required
part1c1pants to rate photographs of d1fferent 51zed women on a
‘number of d1men51ons. It was ant1c1pated that welght stereotypes
mlght mediate the relatlonshlp between self control feedback and
the dependent measures - body 1mage dlstortlon and eat1ng 3
behavior. . | . ' o h - p

Bod¥ image dlébortlon was measured u51ng a d1stort1ng video
camera technlque prlor to the feedback manipulation, follow1ng

\oe
the feedback and finally, follow1ng a gtandard meal The

‘ieedback manlpulatlonjlnvolved 1nformfng part1c1pants that their

I

\

"level of self control, accordlng to scores on questlonnalres é%,

they had completed, was hlgher (p051t1ve condltlon) or lower
(negativehcondition) than they had .indicated on a "self-rating

scale.

P,.

Unlvar;ate analyses 1nd1cated that self-control feedback

alone had na-effect on body image dlstortlon. However, f9210w1ng

\,

the 1ngest10n "ot food restrlcters receiving negatlve feedback

showed an increase in body image dlstortlon relative to

1

!
iii

ran



controls, while bulimics receiving positive feedback showed a

- decrease in body image distortionerelative to restricters“and/
\\ ‘ . \ //
'\\\\\\controls; This is interpreted in terms of a "priming effect" of
- . .. . - . . [ . : /. . L
teedback, which renders eating disorder patients more sensitixe

[

to body chanEESTﬁhencé vulnerable to size overestimation, fter.J

eatlng a meal.

-

A prlnc1pal components analyses of the psychome ric -data
5

;‘1nd1cated that self concept eating pathology and self control

s
i

factors.had dlfferent»patterns of relationship to body size
overestimation for restricters, bulimics an ncontrols A
pr1nc1pal components analy51s of the stereotype'data suggested
that all subjects a@hered to welght stereotypes ascr1b1ng
greater competence*an§ 11keab111ty to thin versus fat women,
However‘tonly in restrlctlng anorex1cs were theseastereotypes
posltlvely related to body size overestlmatlon.,

‘The results are dlscussed in terms of p0551ble ma1nta1n1ng
varlables in a%orex1a and bulimia nervosa» with some suggestlons.

. | as to the implications of these results for 1nterveht10n

programs. o \ S~

iv
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-disorders (Garfinkgl & Garner, 1982). This review will maintain x

“the disofdenﬁfThis study will focus on selected individual, - -

N
==

A. Introduction

N - p

()

The closely relatedi&rggrders, anorexia nervosa and bulimia

nervosa, are psychological disorders with a prognosis rangin

.

from complete recoveryféo death (Hsu, 1980). Once thought ver
rare, \recent reports suggest a rising incidence (Crisp, Palmern &

Kalucy}.1976). Althohgh deemed of primarily psychoégnic origink

\ [ {
the clinical presentation is complicated by various \

‘ \

physioloiical, behavioral and sociocultural factors. i,

&\
Psychodynamic, behavioral and family interaction models and ‘

phySiologix,l as well as endocrinologicallEheories>of causation

have been/a&yancgd. Treatments derived from each of these

. "
G , e .

formulations thave been attemptqd, without definitive success. In

short, over 100 years since it was initially identified,anorexia

nervosa remains\a confounding disorder. :
. 3 L “\ 3

Recent attelpts to understand and treat anorexia and

v

bulimia have recdgnized\the multti-dimensional nétu;e ofithese\

a similar<multigﬁim:nsional perspective; considering some of the

possible*prédisposinc, precipitating or maintaining variables in, 3

. N b
Lok E

family, and sociocultunal factors. . — . o




2 -
1 N .

recent years has been suégeéted by Crisp,et al. (1976) and
Duddle (i973). This is thdught to be tru%;also, for& 
"subclinical" cases, which though not fitting?striélidiagnostic
¢criteria for anoréxi; nervosa, displéy unusuai eating and‘weiébt
cénéerﬁs (Button & Whitehou&e,:i981?’Garner &.Garfinkel, 1979).
Other studies, citing an incidence of‘;35 to 5.8 per
100,000, have reported gm;increasezin recent decades of the

. number of anorexics'seeking treatment (Jones, Fox, Babigian &

-

Hutton, 1980+ Kendell,“#ail, Hailey & Babigian, 1973; Theander,
. F R G “ Ve

1970)f31n a study of schbolgirls in_?néland in .the 70's; one new.

R -

‘ - 3 ole ¢ ; . S
case in 250 pupils age 16.and over wgs identified;(Crisp, Palmer °

& Kalucy, 1976), a similax rate to that’reported;by Nylander in
Ssweden (19717. |

In general, the consensus apears to be that (1) the

g

‘incidence of anorexia nervosa is rising, and (2) the incidence

of a milder form of the-illness, not included in such figures,
e 3

is also rising. -

g
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I. History
The anorexia nervosa syndrome was first described by Morggﬁ

in 1694, and more recently by Gull (1873) and LaségUe (1874?\

\
\

Gull described "anorexia which led to starvation ... great,
émaciation, and apparent weakness ..." with "a peculiar

7resﬁ¥essness,idifficult, E%Was informed, to control™ (pp: 133,

134). Using the térg anorexia nervosa, he described an “instance

. of the illness which'led to death apparentlyﬁdﬁe only to

starvation.

_Independently, and czfcurrthiy, Laéegue,desp;ibed

patientw#with "diminished appetite and

"hysterical anorexia" in
. . ¥

the conviction that food w&lilpfove injurious" (Lasegue, 1874,
'p; 145). Both physicians pOstulated aﬂpsychic basis for the
illness, ana Lééggue‘speculated about the psychological
influrnces on appetite c&ntrol He described intrafamily
conflict, with the anorexia becoming "the sole object off.
preoccupation and conversation", and. the pleas to eat mofe,

which "excess  of insistence begets an excess of resistance" (p.

149).. Gull, and later, Charcot, similarly recommended that
patie%ts befcgéea for "by persons with moral control ové; them,
relations aéﬁgfriends being the worst attendants (p.‘316).
'Laéegue récognized the anorexic's denial of illness in
their "state of quietudé'- I might almost say a condition of

contentment truiy{pathological" {p. xx). Gull and Lasegue both

- e

3
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noted the absence of underlying phySical disease inherent in a -

Pl

diagnosis of anorexia nervosa. Later, Janet (1929) discussed
B : ‘ o

propensity of such patients to exercise excessively, due, he
thought, to a suppression of the feeling of fatigue.

These initié& descriptions. of the classical anorexic
% . B .

the

reflect many of the core symptoms used <in arriving a diagnoSis

of anorexia e§en today. o
s
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II. Clinical Picture and Diagnostic Issues

v ., C g
Despite the striking presentation of the. "classical

anorex1c there 1s some dlsagre(ment about the cr1t1cal features
\

of the disorder, the boundarles of the -diagnosis, and its

relationship to other eat1ng disorders. Theﬂcardlnal feature of

anorexia nervosa is extreme loss of body weightn_fesulting fxom
the refusal to eat due to fear of weight gainﬁét aversion to
food, in the absence of Organic“disease It occurs pr1mar1ly in

pubertal or young adulkf females, although it is also known to

occur in males (Bruch, 1973; Theander '}970' Dally, 1969).

On the ba51s of her exten51ve cllnatal exper1ence Bruch
(1973) has derlvedfcrlterla for anorex1a¢nervosa which 1nc1ude a

disturbance 1n body image and ?ody concept' and a dlsturbance in

“the cogn1t1ve 1nterpretat10n of bod11y st1mufl i.e. nutr1t1onal
§ R

needs, fatlgue, sexual feellngs, and emotlonal states. - %

w0

s -
- °

Furthermore,. anorexics ehphatlcally deny their emac1at10n a

;Echaracterlstlc pathognomlc of the 1llness. Another central

e

feature of the disorder is an overwhelmlng sense of
1neffect1veness' anorexlcs “feel under the 1nf1uence and

direction of ‘external fbrces"&(p.'SS). BECéuse of their lack of

i

inner-directedness and feelings of inadequacy, size control
becomes their primary means of self-assertion; a way of

exercising control over and ownership¥of their bodies. Bruch

(1978) and,othersidnterpret the fear of becoming fat as, ih

®



effect, an avoidance of pubertal development, with its
connotations of sexual maturity and demands for autonomy and

separation from the family. Paradoxically, refusal to eat is" an

- ﬁ’

assertion of independence; this struggle is thought to be .

¥

central to the illness by Bruch and others {(Dally & Gomez,
1979). To gain a better understandioo*of anorexia, Bruch points
out the need to discover the personal mg@ﬁ;ngs and N

xy -

interpretations given by patients to events énd things, such as

" body size, food or parental wishes. Similarly, Garner and Bemi

(1982) point to the role of cognitive distortions in the

et A
LT
t

development and maintenance of the disdrder.

Sours (1973) differentiates primary and:secondary features;
: : : i ;

primary signs include willful and deliberate restriction of food

intake, presented by the patient as a loék ofuappetite. The

"relentless pursuit of thinness” becomés uppermost in the

patient's life (P;qch} 1978," p. ix). There is a "frénetic

i

effort, experienced with great pleasure, to establish control

‘oveg the body and its instinctual life, a motive that is'cent;al

to the illness" (Sours, 1973, p. 423). Avoidance of and
obsession with food and eating are a Qég} of the syndrome
(Russell, 1979) . The anorexic may like oo cook for and feed
others, collect recipes, or t;ko.gourmet cooking courSes: yet
avoids *®ating. Frequently seen are hyperactivity and increased
enéfgy.zTheApatient may engage in prolonged exercise, for

example, running long distances or doing strenuous calisthenics

to burn off calories (Soors, 1973); or become preoccupied with



A

~

N
school achievement,

A

J
l// .

spending long hours studying,-a reflection

~

! ’ ' )
&of their perfectionism or high need for achievement (Bruch,

{

1978)% THe otﬁer primary symptoms include‘emenorrhea, which may

'even occur before the eating disorder is ev1dent and 1in some

cases, bulimia, or binge eating (Bemis, 1978; Bruch, 19735,

S&urs, 1973). Secondary symptoms of anorexia nervosa, according

P o,

to Sours, are manipulation
eat as the means,
sadness and guilt stemming

A similar distinction

of the env1ronment, w1th refusal to

distrust of those around’the patient, and

from ambivalence about her illness.

between pr#mary or typical and

secondary or atypical anorexia is made by ﬁelly and Gomez

(f9f9). Their criteria for anorexia include: 5

N

1. Active refusal by the patient to eat enough to
maintain a normal weight, and/or

2. Loss of at least
3. Amenorrhea of

menstruation has previously been
menstruation has been, irregular,

more months,
or more.,

4. The patient's
35 years. But we

the

.gh

determined sustained Z>\
efforts to prevent ingested food from being absorbed. :

10% of previous body weight,

at least three months duration when

regular. If
with gaps of Y%ktwo or

Lper1§d of amenorrhea\must be /sdx months

/

age of onset should be between N and
recognize that atypical anorex1a\\ \

nervosa can occur at any time after this,. ;
5. There must be no sign of organ1c disease which m%ght
account fer weight loss, serlous affective dlqorderﬁ or

schizophrenia.

(p.12)

\t

0

¢ ; Ty

%
3
1

Secondary anorexia nervosa differs from the above 1n that

-weight loss is not strlctly a resth of the pursuit of th1nness,

but is used as a means of manipulating others in the S

environment, paralleling the view of Sours. Body image and body

concept disturbances are not predominant. Other features may

differ from the typical pattern, e.q.

age of onset is later than

B



i
usual, amenorrhea may occur later, appetitg is more like to be
genuinely absent, whereas primary anorexics willAadmif to
feelings of hunger; Dally et al. described primary anorexia
nérvosa as a "disorder of maturation, sparked off by puberty",
whereas inﬂsecondayy anorexia nervosa, “weight\loss 1s secondary
to neurotic conflicts and difficuitiegvin someone with .a more-
devélbped persdﬁgigtyf (p.19). The prognosis may be equally poor
in both forms. | | | |

Other features which are central in anorexia inélude
distorfed bodyfimage and perceptual disturbances (Garfinkel,
19%4;i31ade & Russeli, 1973; Strober, Goldenberg, Green & Saxon,
1979)gr}£yered libido,;denial of illness, {esistance~td
treatment, and ﬁnpleasant feelings of gdilt after eating (Bguch,
1973; Russell, 1977). |

A¥though a féar of fat and pursuit of thinness is evident
in all anorectics, those who achieve their goal by‘food
restriétion (restricters or abstainers) haQe been differeﬁtiated
from those who binge eat and vomit or abuse laxatives to control

weight gain (vomiters or bulimic4) (Ben-Tovim, Whitehead &

Crisp, 1979; Beumont, 1977; Garfinkel, Moldofsky & Ga;}gr,’

11980).

' _ » S,
Some recent researchers have suggested that bulimia nervosa

(sometimes called bulimarexia; Boskind-Lodahl, 1976) is a

- subtype of anorexia nervosa (Beumont, George & Smart, 1976;

Casper, Eckert, Halmi, Goldberg & Davis, 1980; Russell, 1979)?

Others hold that bulimia is an end point of anorexia, or'that it



is a completely distinct disotﬁer Patients who binge and/or

vomit have been found to differ from "dieters or "restricters"
*g;g ol

on several dimens1o%s and have a poorer prognosis(Beumont et
al.,13]6; Russell, 1979; Strober et al., 1979). Bulimic patients
}gdisplaQ more impqlsivity'in’areas such as alcohol and drug use,
stealing, self-mutilation and suicide (Casper e@*al., 1980

Hatsukami, Eckert, Mitchell & Pyle, 1984; Garfinkel, Moldofsky &

©

Garner, 1980; They are more likely to have been obese ’

-

- premorbidly (Beumont et al., 1976; Garfinkel et al. 1980), and 7%
in fact, may be of ave%age weight or above during theirsillneisp
thus amenorrhea is less frequent in these patients (Russell,

1979). They have been descr;bed as exper1enc1ng more anxiety,

guilt, depre551on and sleep disturbances, andvgt the same time,

B

are more outgoing (Casper et al., 1980). @1de effect of

ALY

vomiting, disturbed serum pota551um levels, complicates the
picture further for_bulimlcs (Russell, 1979).

In 1972, Feighner, Robins, Guze, Woodruff, Winokur and

o—

Muncs eiamined clinical reports, laboratory tesearch, follow-up
and family studies and derived criteria for several sufficiently
validated psychiatric illnesses, including anorexia nervosa.
Their criteria have been employed by many researchers in the
field, sometimes with slight modiflcations (e g. Garfinkel et
al., 1980), and are as follows:

A. Age of onset prior to 25.
B. Anorexia with accompanying weight loss of at least
25% of original boedy weight.
C. A distorted, implacable attitude towards eating,
food, or weight that overrides hunger, admonitions, »
reassurance and threats; e. g& (1) denial of illness with
%
E

S
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a failure te recognize nutritional needs, (2) apparent
enjoyment in los1ng weight with overt manifestation that,
food refusal is a plea%urab?e indulgence, (3) a desired
body image ™ of~extreme thinness with overt evidence that ‘
it is rewarding to the patfent to @chieve and maiptain.,

this state; and (4) unusual hoardlng or handling of o
food. . - £ , PO
D: *No known medical illness that could accou or fhef

anorexia and weight loss. .
E. No other known psychiatric dlsorder with partlcular

- reflerence to primary affective. dlsorder, schlzophrenla,
obsessive- compu151ve and phebic neur051s (The
assumption is made that even though it'may aﬁpear phob;c
dr obsessienal, food refus&l alone is not sufficient to.

. qualify for ob53551ve compulsive or phobic disgase.) . =~ .
F. At least twogf the following manifestations. (1) ~#.
‘Amenorrhea (2) Lanuga (3) Bradycardia (persistent : i
resting pulse of 60 or less) (4) Periods of overactivity %
(5) Episodes of bulimia (6) Vomiting (may be 7 :
‘self-imposed) (p. 61). - o Fg ’

In addition to*the symptom complex just described, there .

kS

are numerous changes wh1ch occur due to stgrvatlon and can be
called se ondary symptoms. These 1nclude losvblood pressurs} |
slow pulse, low basal metabollsm rate, hypotherm?g} anemﬁap%
sleep dlsturbances and accompanyihg neuroendocrlnoléglcaﬂ

disturbances and gastrointestinal symptoms (Bruch, 978;

‘Russell, 1967; Sours, 1973). As noted, electrolyte di'sturhances

P A

are common in those who-vomit or use purgatives to 1dse weight;

" The Feighner et -al. criteria include binge eating and vomitihgtﬁ
& a , -

as two possible manifestations of'ano;exia, but,still;dnder ther

dlagnostlc umbrellg of anorexla.em ’ :f

~ The Diagnostic and Statlstlcal Mamnal of the American

Psychiatric Association, Second Edltlon (DSM-1I, A.P.A., 1968)

did not recognize anorexia nervosa as a deparate.diagnostic g
entity. It could be diagnosed under "feeding disturbances", a

subcategory of Section VII "Special Symptoms" not elsewhere

L

10
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cla551f1ed In short, very little attention wds givén to the

@
Ve

dliorder. DSM I (A.P.A.; 1952) had liSted‘anorexia as an example

of pSychophy51ologlc gastr01ntest1nal reactlon. \

j;

DSM I11 (A.P.A., 1980)vllStS anorex1a.nervo§a under

,PDiSorders Usually First Evident in Infanc§7 Childhood, or

Adolescence", along with other eatlngﬁdlsorders such as bulimia

or plca. The - dlagnostlc cr1ter1a include:
~A. Intense fear of becoming obese, which does not -
diminish as weight loss progresses. ‘;
B. Disturbance of body image’, e. g claiming tox"feel
~fat" even when emaciated. . !
C. Weight loss of at least 25% of orlglnal body weight,
. or if under 18 years of age, weight loss from original-
- . body weight’ plus projected weight gain expected from
growth charts may be combined to make the 25%.
D. Refusal to maintain body weight over a m1n1mal normal
weight for age and height.
E. No known physical illmess that would account for the
" ~weight loss.{(p.69) A

Although 1ncluded with dlsorders f1rst ev1dent in
adolescence, DSM IEI notes that age of onset can range from g
prepuberty to the eariy 30s. Associated features are mentloneé;
which have already been disscussed, such«as bingé'eating, / \
vomiting, food obse551ons, amenorrhea, and other physical
5 %

symptoms. - -

. Bulimia is considered in DSM III as a separate diagnostic

~category, not due to anorexia nervosa. It is®comprised of -~

P
v,

epieodiclb{nge,eating accompanied by weight fluctuations;\
restrictive diets, yomrtingz and use of cathartics and
diuretics. The patient ie'aware'of h§r abnormal eating.pattern,
and fearful og,not being able to control it. The binge episodes

are followed by depressed mood and self-deprecating thoughts.

11
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Bulimia is diffé}entiated from anorexia nervosa by less extreme
~weight fluctuations which are not life-threatening. The
precipitating problem with both disorders seems to be fear of
becoming fat. There is a preoccupation withAfood, weight and
body imag; in both illnesses, with accompanying mood
disturbances (Schlesier-Stropp, 1984). The clinical

: presentation,»complicating féctors ahd progrnosis differ to an
extentgttat they cannot be consideredwidentigal disorders. fhus,
thé current study will adopt ‘the aproach of!ﬁhssell (1979) 1in
considering bulimia nervosa a variant of anorexia nervosa, and
will seba&gte the two diagnostic gpoupé, which wilivhencefbrth
be referré? t6 as restricters and bsiimics; The"tetm 'anéréxics'
will be used to refer to bothvandrexia and bullimia‘nervosa, as

&

the,distinctiogﬁbetween restricters and vomiters has not always

been made in the literature.

T
—
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DIT. Family Factors in Anorexia Nefvgsa
A number of factors Felatiﬁg to family baékground or

dynamics have been hypothééizea as contributing}factors to
anorexia nervosa. Garfinkel and’Garner (1982) suggested fhat the
role of the family may interact with individual factors in
predisposing certain individuals ta the disordér. The main
dif?iculty with research on this iégue'is in distinguishing .
preaisposihg or causal phenomena>ffo@ the results of dealing
with such an illness in the family ngr an extended period of
time. Since mast family studies have geen restrospective,
results can only be seen as suggestive, with longitudinal
studies with high risk Sopulations a goal for the future.

| " Until recently, social class was tﬁought to be -a factor in
anorekia nervosa,.with a greater inciden%e in middle or upper
- class families (Crisp, Palmer & Kalucy, f§76). %his may have
been due to a differential emphasis in thése families on values
and attitudes regarding body weight or achievement (Garfinkel &
VGarner, 1§82). More recently, possibiy refiécting a moie
wide-spread adherence to such Qalues, anorexié appears to be
more equally distributed among soei;l classes (Theander, 1970).

The familial contribution to anorexia nervosa haslbeen

examined in terms of a genetic component. Bec%use of'the
difficulty in separating genetic from envirqn&gntél factors, and

the low incidence of the disorder, no conclﬁSi§ns can yet be

8
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- .dizygotic twins.

drawn. Twin studies, revi

~—

in Garfinkel and Garner (1982) are

rare, but suggest a higher concordance for&monozy
. ‘ oy

°

Some authors have suggested that there .is a highef‘degree
of generai pathology or conflict in the families .of anorexics
(Kalucy, Cgisp & Harding, 1977) Marital separations and oﬁéoﬁng
conflict were noted moré ffequéntly in families‘ofyqnorecticé,

LN

compared with confrois by Kay, Schapira and Brandon (1967),
while. disturbed family;relatfoné or disharmony were found to be
related to outcome in a follow-up étudy conducted by Morgan and
‘Russell (1975); this stﬁdyﬁdid not, include a control group.

Early reports suggested that a pattern of dominant mother/
weak father;was‘typical in the background of anorexics, but this
has not been confirmed. Dally and Gomez (1979) found no’ one
predominant pattern of personalities or relationships émong
patients' families. They noted, however, a copsiderable;degreé
of dishérmony, greater in families of younger patients, but ; <
again the timing of such conflict cannot be determined. It has
been suggested, with some support from.a study by Crisp, Haféingv
and McGuinness (1974) that:parénfal psychopathology, |
particularly maternal debression and anxiety, increase affer the e
anorexic patient gains weight, implying a protective influence
of the illness for the parents.

Dally and Gomez also described ﬁﬁe "special prominence"

food was given in the.families of 25% of,their patients (e.g.

vegetarian or health-food diets), and overconcern with the,

14
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—*pfééEEﬁpations in family

child's diet, or unusualﬂﬁggg,iads

members. Although confl1ct over feed1 g often ex1sted from:

R - >
e

>
1nfancy, in 'their sample, such feed1n

~

d1ff1cult1es occur in 50%

of children. o

In examinfng family influences in anorexia nervosa, it is

1mportant to consider the ro{e of the fa 1ly in conveying
cultural values and- bel1efs about weight, ‘achlevement concerns,

self control and appearance. Kalucy et al. (1977) and Garfinkel

""and Garner}¢1982) reported other ﬁood or weight concerns in the

families éf anorexiCS' e.qg. neiéht;fluctuations} underweight,
obe51ty, a preoccupatlon with food or an overconcern with
exereise and,self—control. The anorexic's concern with
performanCé perfection, and appearance have been cited in a
number. of Glln1al reports (Dally, 1969). |

| In conjunctlon w1th thlS parental conveyance of‘we1ght and
'achievement related att1tudes, recent:systems approaches to H
study1ng family interactions have noted a certa1n
overprotectlveness or over1nvolvement in fam1l1es of anorexics.
The patient's psychological and physiological well—being\becomes N
the fahinTé main focus of concern, resulting in interpersonal
and intraperson&liconflict around autonony, competence'ano'self
control (Minuchin, Rosman & Barker,”J978). Bruch (lgjé)ﬁand
Selvini Palazzoli (1974) have pointed to theSeToonflicts as
possible sources of the anorexic's feelings of ineffectiveness

and body image disturbances. A predominance of self control

concerns in anorexia and bulimia has been noted previously.

15
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. Heron and Lehuﬁr(1984), in a study of families of anorexiq{f &
found that they were more likely to have perfectionist: traits,
and to report that their family relationships were ﬁappy, and
very close. As with other factors, it is impossible to -
determine, as yet, whether such patterns serve as predisposing
N S T ! ,
‘or maintaining factors in the illness, or in what way they may
e . = N

interact with individual variables.

3

16



IV. Anorexia Nervosa and Depression

i1

It has bgenﬂnoted byvsevefaléreseafchers that there may be
a relationshié betweehfanbréxia.ner§osa and affective illness.
- One recent 5-year fol}ow—ﬁﬁ of‘26 patients hospitalizéd for
anorexia in adolescence found only one patient still possib1§ f
anorexic, although othey eating problemééwéré_evident, e.g)
obesity, food fads, comphlsive eating (Cantwell, Sturzenburger,
Burroughs, Salkin & Green, 1977). ysing diagnoses based on
parent and patient reports, it was f;und fhat a high Percentage
of patients ﬁ;nifested depressive symptomatology, both pre- and
pbst—morbidly; this was éven greater at the time of follow-up.
The most common symptoms were dysphoric -mood, vegeﬁative
symptoms, suicidal ideation and feelingg of worthlessness. There
" were several certain or probable diégnos%% of affectiyé
disorder. Further, thereﬂwagfa highércthan expected family
hiétory of affective disoraérs, especially among the mothers of
these\patients.'Other studies have reported a high incidence of_
depressive~symptom;tology inmanorexia patients, either jimitially
“or on follow—up\jDallyf 1969; Kay & Leigh, 1954; Morgan &
Russell, 1975; TQE%nder, 1970).

In considering these findings, it is possible to take the
view that, in accordance with most diagnostic criteria (Dally &
Gomez, 1979; Feighner et ai., 1972), a diagnosis of anorexia

nervosa is incorrect if other symptoms are primary. However, it

17
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may be difficult to determine in some ééses what is priméry, and
the diagnosis becomes equivocal (Crisp, Hsu, Hard&ng & |
Hartshorn, 1980). On the other<hand, it may bé, é;;Cantwell et
al. suggested, that some cases of anorexia are a variant of
affective disorder.

A recent family bistory study found a risk for affective
disorder in relatives«bf patients with anorexia and bulimia
similar to that found in families of bipolargai§pfder patiénts.
on finding a higher prevalence of affective diso;def in families
of anorectic patignts, Hudson, Pope, Jonas :& Yurgelun-Todd

(1983) note that environmental causes (distress generated by

b

coping with illness in the family) cannot be discounted in favor
of genetic explanations. The risk in families of eating‘aisorQer-
patients was; however, greater than that for familigs 6f
patients with schizophrenia or borderline persbnality'disbrder.
There does appear to be a consensus-that.anorexic pétients.
frequently manifest §epressive symptoms., The vegetative symptoms
usually assoéiatéd with depression, s&ch as changes in appetité,
and weight loss or gain, may become central to the adolescent
female who is already concerned with issues of body image, and a
-
vicious cycle may ensue: gédy image doubts, low self-esteem,
loss of appetite, more focus on bod§ image, etc. (Cantwell et
al., 1977} Fairburn & Cooper, 1984). This does not necéssarily
assuﬁe, however, that anorekia is a variant of affective
illness, or as some have Suégested, that they can be equated.

©

Moreover, the so-called "vegetative signs" all occur in

18



starvation, so that such signs may be a complication of their

. poor nutriti@nal status (Casper & Davis, 1977; Strober, 1980).

Another poséible explanation is that some of the uhderiyihg
' “

mechanisms may be similar in the two disordefs.‘For example,
feelings of helplessness have. been cited as an etiological

factor in depression (Seligman, 1973), whereas a sense of

ineffectiveness is thought to be central in the genésis of

anorexia nervosa (Bruch, 1973).

It is possible that similar genéfic or other predispdsing

factors may be behind the higher prevalence of Tajor'affective
disorder in families of anmerectics and bulimics, with the final™

pathological outcome depending on other predisposing or

precipitating factors, such”as individual differences.

19



- V. Anorexia Nervosa and Other Eating Disorders

Several researchers have drawn parallels bétween the
underlying‘psychological and behavioral components of anorexia
and obesity (Bruch, 1973; Garner, Garfinkél,uStanéer & )
Moldofsky, 1976; Orbach, 1978). Orbach‘(1978) described obesity
as an eating compulsion out of controi, and anorexia as an\
eating compulsion under control. This compulsion is
characterized by’a disconnection between eati;g and
physiological indicators o%'hunger, feelings or fears of being
out of control around food, and self-recriminations qgoht this
and about dne'; body. A great deal of energy is devoted to
thinking -and worry;ng about food and weight, fd& example, ‘
scouring magazines for diet information. Orbach discusSeg both
disorderé as, in part, a rejection of societal pressures to be#lh
slim, feminine, and sexy, by refusing to adopt the norﬁ
altogether, or by exaggerating, and tﬁus, ultimately rejecting

it, J \
Support for the obesity-anorexia connection»comes from the
finding that anorexics are often obese premorbidly (Crisp ef
al., 1980). Similarities have beén shown between the two groups
in terms of body image distortions, perceptual disturbances, and
reactions to internal (bﬂ;@iq&pgical),versus external (cognitive
-

or emotional) cues about eating and body weight (Garner et al.,

71976; Russeil, Campbell & Slade, 1975; Silversﬁone & Russell,
| ’ N
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1967).

Crisp (1967) sees anorexia as aiweight phqbié, in contrastE
to ‘a feeding disorder, énd emphasizes the importance of the ﬁ
relationship between weight increase and psychosexual N

maturation, and adolescent/ mother issues such as\independencq&n%
Accordingly, this weight phobia takes the form of fear even of :
normal post—-pubertal weight. Crisp draws parallels‘between the

‘addictive/impulsive aspect of the behavior of anorectic and

obese patients in relation to. food. This is pa;tidularly‘evidentg

in bulimia nervosa, where the binge—BUrgé cycle has a
particularly addictive quality.

Perhaps the only difference between obese and bulimié
. patients is that bulimics have learned to vomit to eliminate
calories.'This was proposed by Beumont (1977) who found bulimi¢$

Bfien had a history of obesity.

e
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VI. Body Image and Body Awareness . . - -

Body Image
Perceptual disturbances common in anorexia nervosa are
commoniy reportéd in the areas of visceral sensationsjlemotiqnal
responses, and body image -(Bruch, 1973). Body ‘image jg thought

to encompass an individual's feelings and thoughts about, and
méntal image of, her body,'énd is notlalways consistent with
objéctive realit;, as seen in the. phantom limb phenomenon (KOlb,
1975). This: has aléo been demonstratea by clinical and research
reports'of anorexia patients who are not only unconcerhed_witﬁ
their extreme thinness, but indeed actively pursue it as an
ideal.state,xand deny their emacigtion.-

-As with some other featuresyéf anorexia nervoéa, it is not
known whether body .image disturbances are a determinant or a
byproduct of the illﬁess (Askevold, 1975; Slade & Russell,
1973). Strober et al. (1979) see problems in body image
forma}ion as primary, renderihg anorexics "vulnerable to their
manifest pathology, which is itself activated by maturational
conflicts unique to addiescénce" (p. 696) . Similarly; there is
some disagreement as to whether a disturbance in body image is

— stable over time or whether it improves concurrently with or as

a fesult of weight gain. Bruch (1973, p. 90) considers a
‘ 2t
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realistic body image to be a'prérequisite for redoberYT;and

e

‘feels that the basis for body .image and affective and viscéral

~._

miépercgbtions is an overall sense ofrineffectiveneSS, which
must be addressed in”psychothérapy. Bruchldescribes anorexic
patién;s as not feeling "...in control of their behavior,‘needs;;'&
and impulses, as not aning their bodie;,-as not having a center &
of gré;iﬁy within tﬁ;mselves."(pQ 55). Similarly, Boskind-Lodah#..
(1976) noted ;hat_én anorexic's‘"distérted body image was linked
to a complete lack of confidence in her ogh\ability to control
" her gehavior" (p. 348). ’ )
Methds ofieiamining body image experimentally have
included d{storting mirror (T}aub & Orbach, 1964) and phbpograph
(Glucksman &~Hirs¢h, 1969) techniques, a caliper device, the
Image Marking Procedure (Askevbld,'1975) or visual size
estimation apparatus (Garner, Garfinkel;?Stancer & Mbldofsky,
1976), and Selffrepo;t br projeétive‘measures (Stunkgrd & T
Mendelson, 1967¥:;;nitialwstpdies (e.g. Slade & §usseii, 1973)
found that anorexiégjﬁenaed to,oyerestimate thei; body size,
whereas normals did not; that weight gain ledkéo éreater.
accuracy;vand;that degree Qf overestimatign was relatéd to poor
prognosis. ” , ’% |
Data from recent ;tudies is much mofe equivocal and
compkex. Using a visual size estimation‘apparatus, Button,
Fransella and Slade (1977) and Crisp and Kalucy (1974) found
that anorexics and normal females dia not differ in the degree
of overestimation of body parts (face, chest, waist, hips and

C
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stpmagh?depth). Butfen et al. found no greater accurécy iq the
énorgxic group after weight gain, andkfoundaphat'vomiters,z
diffeged’significantly fromfnqn:EOmiters, in that;they
overestimated‘more. C;isp andfkalucitnoted’%hatﬁén improvement

3

in body size estimation was associated with good outcome.

Sy - .
Interestingly, Button et al. also found a significant

w

correlation between proportion of weight gain in the first few

days of Hospitalization and body perception indices. They

suggest this may be a function of:extremely low level of

.
S T

pre-hospitalization food intake, combined with oversensitivity

e

to undesired body changes and anxiety abput*initiél weight gain,

S

even in-small amounts.
While Strober et al. (1979) found more overestimation of

body size in amorexics f;;h in cantrqls, the difference was not &
significant. However, anorexicé'reportedFSignificéntly more
feelings of egtrangement fromrfhe»quy, insensifivity tolbodyyﬁ
sensations, and poor bbdy boundaries. These d&ffergnces remained
into the pqst’acute.phase of illness, and along with more severe
disﬁortions, were associated with vomiting or bulimia. These
fiﬁdihgs:are consistent with other reports of a relationship
between bulimia, degree of overéstimation;%f body}sizé?éseverigy
of weight phobia, denial of illness, level of maladjustméht, aﬁd'
lowered threshold of sensytivity to body changes (Button, —

AN

Fransella & Slade, 1977; Casper, Eckert, Halmi, Goldberg ‘&."r

.

Davis, 1980; Garfinkel, Moldofsky & Garner, 1979;. Sladé, 1977;

Yo
£

o4
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O

Slade & Russell, 1973), . . -
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A seeming contradiction in the above findings is, on the

- oz

one -hand,”insensitivity to body sensations (Strober et al.,

1979}, and .on the other, lowered threshold of senSitivity to
, 1 ) ;
undesired body changes (Buttonxet al., 1977). In the,former

study, insens1t1v1ty to body sensatlons is used to descrlbe a -

—

perception _blockage of body openings on the Fisher Body

Distortien Questionnaire. In general, the anorexic's recognition
» ' ‘

of bodily sensations is probably inaccurate, possibly taking,the
form of insensitiyity to°cef%ain aspects, and oversensitivity to
others, especiaily/weight gain. 3

Russell, Campbell & Slade (fé?S):eramineddanorexics'

reactions to externai\iniormation about body Weight. Over a

period of 30 days, anorex1cs were g;ven false information about
—  their weight. For the f1rst 15 days, the body welghtjglven-was

progressively. underestlmated dur1ng thisxperlod anorexics

-
_ responded w1th welght gain. For the next 15 days -as the welght

with weight loss. The weight ‘of the normal control subjects

remained steady. This supports the notion that anorexics arer

.

more susceptible than normals to external weight or body image

information. This study did not differentiate bulimics from

N /

restrictors.
Strober et al. suggest that patients with more serious
rperceptualVdifficulties, less accurate subjective awareness of

body sensatlons and boundarles, and less sense of personal

control over their bodies are more llkely "to binge and vomlt in

information was slowly returned to accuracy, anorexics responded
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order to attain some control over bod

ily functioning. .
A study using both'a'disporting photograph techniqué and a

visua},siZe estimation apparatus to measure body image found
‘that both obese and anorexic subjects differed from coﬁtrql
groups on the former (gene;al) measure, but not-ﬁn the laftér, a
measure of specific bbdy regions (Garner, Garfinkel, Stancer &

Moldofsky, 1976). Obese and anorexic subjects did not differ.

Only one-half--of each of these groups overestimated, while the

other half were more similar to control subjects, suggesting two
distinct patient subgroups. Garner et al. related these findings

A

to various personality measures, and found anorexics to-be more

ot

findings of Smartl Beumont and George (1976) who-.reported highe:‘f

introverted than the other groups. This concurs with the
neuroticism, anxiety and independence scbres, with more

introversion and obsessional features in anorexics, as compared
with normals.

J; , ¢
Examining the differences between over_and

under-estimators, Garner et al. (1976) found that degree of

neuroticism on the Eysenck Personality Inventory and degree of

lack of self-cdntrol on the locus of control scale (a sub-scale
on the Rotter I-E scale dealing with control over impulses,
desirgs and emotions) wefe bésitivély related to:overestimation
in anorexics. For obese “subjects, total IfElscores were related
to overestimation. It is suggested that their overt self-control

is a defense against pervasive feelings of ineffectiveness. The

-question arises of whether the overestimator group contained

26



more bulimic patients. Other studies have reported that bulimia
is related to greater overestimation, more pathology and poorer

.

prognosis (Bﬁtton, gransella & Slade, 1977; Freeman, Thomas,

Sclyom & Miles, 198ﬁ 7

Research on perceptual disturbances in the obese has
related body image to self esteem ‘and mood. Stunkard and
Mendelson (1967) described a c;rcular relatlohshlp between body
image disfurbances,'esfeemflowering experiences and depressqd~]
mood. Tﬁey believe, howevef, that once a diﬁ%ortion in body
image becomes established'in the obése, weight loss alone will
not reverseli£.~They found thrée factors which predisposed obese
individuals to the developmen;wof_a distorted body image; these
were onsetiqf obesity during‘éhildﬁood of adolescence, presence

of emotional disturhances (not sufficient alone), and negative

feedback about their‘obesity from others.- Extrapolating from

these findings to anorexia nervosa, onset of the disorder is

K

typically during childhood or adolescence, emotional
disturbances are present (e.g. family or intrapersonal

conflict), and there is usually considerable censure and

pressure from parents and professionals to eat normally and gain.

weight. Also, clinical reports often ¢ite a negative remark
about body size or weight by a parent'or friend as a
precipitator of the disorder. In a further study, Stunkard and

Burt (1967) reported that formefiy obese individuals who

‘experienced body image problems differed from those who did not

in that they lost weight during late adolescence for ;osmetic

27
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reasons (as opposed to natprally, or for health reasons), in
response to external préésure and‘teasing about their dbesity.
Evén at nQrmal weight, these ihdividuals were unduly sensitive
to andiﬁreoccupied with their physical appearance. The
derogatotry views and comments of parents and friends had
apparently been incorporated into their stable sélf—image. CrispL
and Kalucy (1974) believe that previous weight and shape
perceptions, even for individuals of normal weight, may be
"imprinted" in the memory, in both a physiological (cellular)

and expefiential sense. -

A recent study has demonstrated"the same stability in
visual self—perceptionzand!interoceptive disturbances in
anorexiﬁs (Garfiakel, Moldof sky &FGarner, 1979).“65169 a
distortinglphotoéfaph.techdique and a sucrose satiety aversion
test!, Garfinkel et al. foundrthat body size overestimation ana

absence. of (normal) aversion to sucrose satiety remained after

weight change, one year after initial testing. - A

Body Awareness

.It has been suggested ghat misperceptions of hunger,
satiety, fatique and sexual feelings are related to disturbances
in body image (Bruch, 1973). Obese and anorexic subjects have
been repor;ed as less accurﬁte than normal weight subjeéts in
perceiving dr labelling hunger and'bther»sensations. (Coddington

& Bruch, 1970). Garfinkel (1974) found that, while anorexics and
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;normals did‘nqt‘differ in'their ph?éiological perceptions of
hunger,, their percepfioﬁs of fullness or_satiety were quite
different. This may account for their claims 6f*feelihg bloated
after eating a small amount, and their féar»of_ ing unable to
stop if they ‘eat so much as one bitevéf food. In &onjunction
with sensations of hunger, anorexics were ho:e iikely to report
negative mood states (tengﬁon, ir;itability, depression),vstrohg
(vé. no, -mild or moderatéj urges to eat, and ﬁreoccupé:ion with
“thoughts o§ food. They‘aid not differ oﬁ.various gastric, mouth
and throat, or general physical sensations; both groups
perceiveashunqer as a sense of gastric emptiﬁess. On satiety,
anorexics experienced eifher no gastric sensations or bloating
rather than fullness, more frequently still experienced a -
nega;ive mood state, and although not statistically significant,
were more likely to report continuing preoccupation with
thoughts of food (Garfinkel, 1974). As noted above, anorexics do
not experience an aversion to sutroée-saﬁiety, also suggesting
that they are less ;esponsive'toAinternal satiety cues, or that
such cues become misintérprétedicognitively (Garfinkel, -
Moldofsky & Garner, 1979).
| Garfinkel et al. suggest that‘oné treatment goal for
anorexics may be to‘provide the pétieﬁt with a cognitive set for
acceptahce of bodiiy'hispé;ceptions,‘to encourage the patient's
'acceptahce of her bod& reéardless‘of hbw she berceivés it.
Freeman et al.(1984)reported that dissatisfaction with body
imagg was the most pbteht predicpdr 6f relapse in patients with

) . -
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A
bulimia mervosa. gimilarly , Fransella and Cfisp (1979)
described a patient who fihally maintained her weight gain, only
after begihning to attach less importance to normal body weight.
Using a repertory grid technique, they found quiééfdifférent .
conceptualiZations'of-weight in normals and anorexics, whereas
the constructs used by normal and neurotic women did not differ.
For anorgxics,'being\fatter than they Qere, being sexually
attractive, ideal self and ideal weight, formed a cluster, Whiéh
offers support for the view that anorexia is a wayvof avoiding
sexuél maturity. Fransélla and Crisp offered severgl } |
explanations for the ﬁnexpected positive correlatibn'begyeen>ﬂj
self at normal weight and ideal weight: it may have been a
chance finding, the patients may haV; been lyirg, they may have
persuaded themselves of its truth, ,or %hey may have been “
subscrib@ng to the "if only" hypothesis,(allowgng‘thém to
maintain the statUs‘quo). Anothér explanation might be that
there is a difference in how these constructs are utilized by
dieters and bulimics. These subgroups wére not discussed in the
report, but it might be that dieters, with a somewhat more
positive prognosis, less resistance, and less body. image
distortion, were at some level aware of the validity of the
'norma{/ideal weight concurrence. In other words, the underlying
cognitions and-perceptions of dieters may be more realistic or |
less subject.to distortion at the outset. Fransella;(1970){’
discussed the a relationship-between conceptual rigidity aha
poor outcome in the obese. They suggeéj thif.greater conceptpai
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flexibiiity may allow for more potential ability to reconstrue
one's self as normal weight, thus improving the prognosis. The
same relationship may hold for anorexics.

Fransella and Crisp (1970) also consideﬁéd the temporal
relationship between attitudes or self-construal and body image
and weight change. They examined attitudes to self and others in
two obese women during weight cbange,vusiné a repertory grid
téchnique. They found that evaluation of the self was highly
polarizea, from "bad" to "good" during weight loss; then back,;o'
"bad" during weight gain. These changes in self-construal
occurred prior to regaining weight??ﬁ%oviding further support
for the view that cognitive chahges are essentiél if meaningful

and long-lasting behavioral changes are to occur in weight

. disordered patients. Similarly, Stunkard and Mendelson described

an obese man who saw himself in the mirror as fat, yet reported,
"I feel thin" (p. 1298). He went on to lose 140 lbs., which was
maintained at a 5 year follow-up. \

In conclusion, it seems that body size overestimation is

-not exclusive to anorexics, but occurs in obese and even normal

weigpt and pregnant females (Button, Fransella-& Slade, 1977;
Crisp & Kalucy, 1974; Slade, 1977; Stunkard & Mendelson, 1967).
From the forégoing review, it appears there is a relationShip

between'degree of body image diéturbance and denial of illness,

bulimia and poor prognosis. It is unclear whether an increase in

accuracy is associated with an increase in weight (Slade &

Russell, 1973), or unrelated to weight gain (Button et al.,
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1977). Supporting this relationship, a recent study'feportedfé‘ -

cbrrelation between greater accuracy of body éize eétimate and
actuai width of body barts (Beh—Tovim, Whitehead & Crisp, 1979).
This lack of aécuracy at loﬁer_weights and body widths'may be a
contributor to the maintenance of anorexia. Actual changes ih
body size are misperceived as’weightkloss occurs; thus, dieting
cbntinues. Further, the mental iﬁage or internal repfesentation
may take some time»to alter, following significant weight gain
or logs. |
A number of issues remain unresolved in body awareﬁess‘

research. The relationship between body image, other aspects of

body'awafeness‘such as .perception of physiological and affective

sensations and personality variables remains unclear. The

relationship of these variables to self control agd what Bruch
has termed the anoregic's overall sense of ineffectiveness
requires further elucidation. Finaly, the role “of body image in
the genesis, course and treatment of anorexia warrants fﬁrther

-

examination, ‘ R g
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Restraint in Bating Disotders

A promising attempt to explore cognfﬁ@ve versus
physiological factors in the perceﬂKion of\bhsyiological or
affective stimuli has led to the development of the constructlof
restraint. This conceét stems from:research examining the effect
of interhal versus external cues oﬁ sétiety and fbod intaké'in
obese and normal\héight subects (Schacter, 1971; Wooley, 1972).
This research\znd its relevance to anorexia nervosa will be
reviewed. | |

while food consumption is typically under the control of

internal, physiological cues, obese ‘individuals were thought to

be more responsive to external cues, such as time of day or

salience of food cues. In addition, Nisbett (ﬁ972) noted that

the obese consumed food either in very small or Qery large'
quantities, rather than moderate amounts. He suggested that both
normal and obese individual eat to bring their weight to some
biological-set-point, a function of the number of fat cells in
the body. Dieting, frequently practiced by the obese, wbuldbkeep

the individual constantly below her Setpoint (ideal weight),

“therefore her fat cells (adipose tissue) would be relatively

dépleted. Individual differences in the number of fat cells
would then account for individual differences in eating behavior

in normal and overweight eaters. The interaction between number

- of fat cells, and response to internal or external cues, would

S
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determine an individual's‘weiéht, how close it is to set-point,
and her-eating patterns. rBeing constantly far below §et—pointr
will make an 1nd1v1dual more susceptlble to external controls
Individual dlfferences in eating behavior would then be expected
ipdependent of actual weight.

Wooley (1972) found that both low and high calorie
"preload" drinks which appeared té be high‘calorie led‘ﬁo a
greater e;periénce of fullness and to less food intake at a
éubgequént experimental meal of sandwiches. While it was thought
that normal subjeéts hight be superior to the obese in caloric
regulation,’there were, in fact, ho differences betweeg the two
groups. Wooley al§6 found that subjects ate a large amount after:
the préload, and were 1naccurate (low) in their estimates of
this amount. She felt thlS was because the. sandw1ch;s were cut
in quarteré} so that subjectsrwere unable to cognitively monitor
the amount,_resultﬁng in a*ga?iu;e_of intake regqulation.

Most ihdividuals "restrain" their eating behavior in
response to social situations and\%he cultural ideal of. thinness
(Garner, Gérfinkel, Schwartzﬁ&‘THompson, 1980). In consideration
of this phenoﬁénon, and furthering the rese;fch on internal and
external cues, Herman and Mack (1975) coined the term, |
restraint. In their initial study, they examined the
conseqguences of éxperimentaly "removing” restraint.rThey
expected that typically highly restféihed eaters (e.qg. chronic“l
dieters) would be more -mesponsive to external cues and eat more

ice cream once their restraint had been removed by a preload

3
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milkshake (amounting to .a pﬁysiological or cognitive release of
appetite control). Unrestraiﬁed eaters would still reépond to
internal cues, their appetites inhibited by the preload, and eat
less ice cream. This was in fact what they found, with no
differences between obese and normal weight subjects. Herman and
Mack derived their "Restraint" scale from this study. Restrained
eaters are defined aé those who monitor and carefully control
their weight and food consumption, whereas unrestraingd eéters\
are those who seldom pay any attention to food consumption or
weight. The Restraint scale is composed of items dealing with
attitudes to dieting, weight, cohcern with food and eéting, and
\weight history. |

Low restraint subjects are those typically tﬁdggi; to be
"normal", i.e. guided by internal reg;lation of food intake,
whereas high restfaint subjects react to external cues;
especially once restraint is\removed. Eating behavior in the
Herman an@ Mack study seemed to be determined by degree of
deprivation in relation to set-point, ratﬁer than aegree(of
overweight. The concept of restraint has received some construct
validation, in that it is significantly correlated with free
fatty acid level (an index of food deprivation) éf?er a fasting
period, in obese and normai subjects (Hibscher, 19745 cited in
Herman & Polivy, 1975). : _

It should be noted here that the internal-exfernal
distinctionras a framework for explaining obesifyfhas begn
questidned recently (Rodin, 1981). Indeed, in her review of this

~
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area, Rodin concludes.that there is no empirical support for

such an extreme polariza;ion on this dimension., Extefhal cues

may influence internalrphysiological states, and vice versa,

internal cues may-influénce ekternalycué.saliépce or C;‘“
responsivify; For the purposes of the current research, it is

_accepted that the two interact in complex ways, as Rodin |
suggested. ‘

Recent‘research on the restraint dimension has attempted to
clarify the initial findings. In addition to external cues, if
has been hypothesized that the oBgsgﬁaﬁa/of restrained eater may
respond to negative affective stimuli, e.gt:;nx&ety, with
eating, if attractivewfood_is made available. This was supborted
by McKenna (1972) who, conversely;“found that anxiety inhibited
normals' eating. When Herman and Pbiivy (1975) conducted a
similar study, -they confirmed McKenna's results. After an
anxiety maqipulafion (anticipation of painful eleétric shock),
unrestrained eaters ate significantly less, whereas restrained

eaters ate more. While anxiety was found to facilitate eating,

this behavior did not in turn decrease anxiety levels, as.

Mcxéﬁna had predicted. In their conclusion, Herman-and Polivy

‘described anxiety as a "disruptor of behQQEors" (including
self-control behaviors) (p. 672). Similarly, Polivy and Herman
(1976) recently reported that clinically depressed subjects

classified as restrained gained weight during their depression,

whereas unrestrained'subjécts lost weight, suggesting a !

relationship between emotionality and eating. Slochower (1976)

v
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also found that obese subjects ate more when they could not
identify or label a state of high ardusal (false heart rate
feedback), in constrast to normal Qeight subiects,vﬁho ate 1e§s.
Obese subjects did not eat more when the ragfd héartﬂrate
feedback was explained as‘a result of‘noisyicoﬁditioﬁs in the
lab. Slochower, unlike Herman and Polivy, found that obese
subjects expérienced significant affect redﬁction following

NEgting. In general, obese subjects were more responsive to the

7 xperimental manipulation (i.e. to external cues), while normal -
weight subjects ate as a function of their ownlgrouéal and 1gvél
of hunger (this study did not employ the concept of restraint).
Slochbwer‘Suggests that the obese individual may idenfify
various internal or emotional sensations as a cue for eating,

perhaps a response learned in childood (the psychosomatic

. &
hypothesis of overeating; Kaplan & Kaplan, 1957). The result of

-

responding to distress in a child with food maf;be a general
inability to correctly differentiate emotional states and Bpnger
sensations. Further, even when aware of her eating fesponse‘to
arousal, the obese individual may continue to. overeat, having
learned its stress reducing propert;ggffFurther expefimental
support for the notion of greater emotional resonsiveness in the
obese 1is dérived from a-study reporting more extreme ratings of
positive and negétive affective stimuli by obese males than
normal weight males (P}iner, Meyer & B}ackstein, 1974).

In view of the relatjonship between obesity and emotional

&

or external cue responsiveness, and the previouslz’?oted
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similarities between obese and restrained eaters,: one would
S Sl L

predict the same hyperresponsiveness in normal ‘#€ight restrained
.- H
N \\\

eaters, the common factor;being dieting behavior in both groups.

Yoy loaay 70
Indeed, a recent study found that dieters were more extreme
emotional résponders,'as were the obese in the above study

A . N
-{Polivy, Herman & Warsh, 1978). Caffeine-induced arousal reduced.

the emotional responsiveness of restrained subjects and o

- - “ u
« i

increased the resonsiveness of unrestrained,subjecfs. Polivy et .

- al. discussed their findings in terms of the relationship
between internal arousal and external stimuli. This study
reiterated the importance of the links among emotions, arousal
level, eating and weight control.-

v

Examining the similarities between the‘obese and restrained -
eater, and the "normal" and unrestrained eater, Hibsch%r'gnd. o
Herman (1977) hypothesized that dieting, rather than obesity,
would be the best predictor of sorcalled "obese" |
characteristics. Using the original restfaint»paraaigm, subjects

Y

were given a milkshake preload, then an "ice cream tasté testf. >

J

As expected, an interaction was found between siie*of preload -~
and dieting status. Similarly, restraigt, rather thaﬁ°u§ight‘per
se,- was aésoqiated with level of ffee fatty'écids. Thisiétgd§
also looked at a group of underweight sdbjects._The underwégghp
subjecfs were similar in behavior to obese subjects, but again,
restraint was the better predictor. Also, it would appga} that

underweight was poorly defined in the study, with normal weight

being defined as 0 - 14% over matched'populatioh meaﬁ weight,;~='

—
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and underweight anything below that. In regard to the findings
cohceininngFA levels, which may,'at times, result from stress
or arousal, the:aﬁthofs postulate’that‘food deprivation may,

itself, bé a source of<stfess. Regardless, the phenomenoq is -

foUnd-in'

Fs

obese (i.e., secondary to restraint).

dieters and, it would seem, only artifactually in the

vCognitive monitorigg and stimulﬁs salience were studied by
Eé};ihs_X1978)«whd found‘that re;trained eaters who were ask¢d 
to momitor their intake ate_more‘M&Ms when asked to>fate food\£\\\
pictures than when asked to rate scenery ﬁictures. The food cue o
was thought to act as an external stimulus’which%encouragéd the;
toieatlmore. Other studies have found that thinking about food
increased obese subjects' tendency to eat (Ross, 1970; cited in
Pliner,11973;,Tom & Rucgér, 1975). Such cues,mwhether externarh
(e.qg. pictures or the sight of food) orginterhal (e;g. seif
statements, fant;éies) may result in a kind of "cogﬁiﬁive
breakdowﬁ" of’%é#traint; éé the prelp;a milkshake (He;%an &
Mack, 1975; Hibscher’& Hermah, 1977) résulted in an actual
breakdown of reStréint. This brings to mind the often héard
cémplainf or fear of the anorectic ind}vidual: "I'm éfraid that
a}f I have just one bite, I'll gain weight, o;'won‘t be able to
:ﬁétép". Furthér, it is likely that thinking about food and eating |
brings about certain physiological responses, e.g.hsymptoms of - -
énxiety. This physiological arousal may then be responded to,
like anxiety, with eating, creating a vicious circle. It is
conceivable that cognitfons related to food and eéting; such as

~
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negétive thoﬁghts ébdut we;ghtror body image, which also provoke
énxiety, hay result in a similar cognitive breakdown of
restraint. . . ‘

It has been suggested by others (Herman.& Polivy, 1975;ﬂ_A
Slochower, 197§Y‘that stress or anxiety interferes with |
sélf—cén;roi.uHerman, Polivy, Pliner g;d Threikela {1978)
related-cognitivewexternaiity to elevated arousai levels, and
disinhibition of supp}ESSed eating. In relation to this{ Polivy
and Herman (1976) found that alcoholrdisinhibited restraint in
dieters, but._only when they were aware they had consumed
-élcohol, illustratjng thé\fmportance of cognitive labelling.

-

This is similar to the coénitive effect of an apparently high

~

calorie drink on eating.

Conversely, a furthér study looked at the conditions which 7

might encourage the retention of self-control or restraint
(Herman & Polivy, 1979). The manipulation used to encourage N
vgélf—control was the simple presence ofjan»observer. 6bserved'/‘
restrained eaters ate less than unresf%ained eaters following?a‘a
large preload, but ate ﬁore,rlike the unrestrained ééfé;s;
followirig & small preload. In other ‘words, the pres;nce of thev
observer‘caused sugaects to behave similarly to unrestrained, ° .
normal eaters. When fhe observer was removed, restrained eaters

Y

returned to their counterregulatory pattern. The egternal factor

s

“(the observer) was the factor accounting for their initial
"sensible" eating. The removal of the observer may also have had

some affective consequences for restrained eaters, i.e. they may

g
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have -felt 'sneaky', thus increasing their anxiety.

A related study examining the effect of a model on eating

behavior found that restrained eaters ate less;‘the model's

. consumption was directly related to amount eaten;iand subjects

who 'observed a "dieting" model consumed less (Polivy, Herman,
Younger & Erskine, 1979). When exposed to a nondieting model, -
qestrgined eaters (who initially maintained restraint) were more

]

likely to overeat nuts in the second part of thé'experiment.

- This was found to be associated with inaccurate monitoring of

intake. Since restrained subjects iﬁ the dieter-model condition
were more accurate in their consumption estimate,it was
hypothesized that a cognitive event triggered counterregulation
(bingeing) in the non-dieter condition. One possibility is that
anxiefy increased. in reétrained eaters who knew they were being
,Qgge;véd by a non4dieting,’unrestrained eater. (Both ﬁodels‘:te
8 quarter sandwiches; they simply identified themseives |
differently). Again, this study emphasizes the importance of
cognitive moh%foring, and its effect on overt behavior.

Spencer and Fremouw (1979) in a study similar to Wooley's
1972 experiment, found that restrained subjects ate more ice
.cream after consuming a drink deséribed as ﬁigh calorie, than
after a driﬂk described as low calorie, although in fact the
caloric content of the drinks was the same. This held true
regardless of actual weight classification. It provides further

support for the notion that binge eating results from breakdown

of restraint, and that belief about caloric intake is one
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determining factor. Like Polivy and her colleégues, tﬁese
authors suggest that cognitive resgrQCturiAg‘strategigs are
crucial to weighf control programs, especially whenebingeueatin?
is a problem. fﬂ

In regard to restraint and set-point, it seems that -
anorectic patien£s, at least behaviorally, should be highly
'restrained, while brobably far below their biological set-point.
A study by Polivy (¥978) “Peported thét anorexics scored
significantly higher than normals on the restraint scaie, with
ghlimics higher thaA dieters. Polivy examined®this result in
more detail, and identified whaf’she called motivation to diet
ahdrto eat. She found that boﬁh‘dieteps and bingers felt an
“intrinsic motivation £§»diet, but.that in addition, bingers félt
an external motivation, i.e. they felt forced to diet. On the
whole, both groups felt less intrinsic motivation to eat than |
normals, wifh the least internal motivation to eat .in bingers.
Extrinsig motivation to‘eat was highér than in normais for both
groups, and highest in-the dieters. Bihgeré especially then;
feel forced to eat and forced.to diet. Anorexics have apparently
lost, hdt the experience of hunger, but tﬁe intrinsic desire to
eat. Although this pattern may~appearsvconquing and needs
further elaboration, it must be even more confusing to the -

\ .
individual experiencing such conflicting motives.

As outlined previously, some writers have disqusseé the
‘relatioﬁship between ahorexia and depressive illness, and the

prevalence of depressive symptomatology in anorexia. The
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oft-aescribed'symptoms of appetite>and weight loss are
manifestéd in both disordets. It is unciear what form the
éonnectiph takes, but one study noted that depressed mood
increased in'hospitalized_anorexids when weight decréased
(Amdur, Tuqker,\petfe & Markhus, 1969). Weight increase, t'en,
may be associated with general symptom exacerbétion, wpichjis
paradoxical ‘given the anorexic's overvaluation of weight loss. A ~ ©
recent study examining restrgint, clinical depreésion,fand
weight'chanée may ha;edrelev;ﬁdé for anorexia and weight change.
Polivy and Herman (1576) reported that depressed patients
classified as restrained gained weight in conjunction with their
dépressign( wheﬁgés unrestraingd patients lost weight. It may be
‘hypothesizéd th;t festrained eaters exPeriencé_feelfngs of'ioss ¢
of\gontrol with depression, which wogld leaa to overeating. One
‘migﬁé speculate that thé same phenomenon Qcc&xs\in'anorexﬁcs who
binge, and thét regfrictérs, who are somewhat less restraine
(Polivy, 1978) would be able to maintain control and lose Weight
-(as f&uﬁd by Amdur et al., 1969; these authors did not Qiscuss
bulimics).

It is not known whether a temporal or causal relationship
exists bqfweén loss .of control (breakdown of restraint),
- depressed mood, and weight change, but it appears’that they are
éorrélatéa. Polivf and Herman suggest that the anxiéty componehf_
of depression may be a factor in disrupting self-control

behavior. Tﬁey concluded that "weight changes bear a complex but

systematic relation to emotional distress and well-being" - (p. -
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338); Clearly cognitive, social and emotional factéfs playiah
important role in eating behavior. From Ehe'above revifw, it
might be concluded that for some individuals food, eéting, and
related cogniEions and behaviors are affect-laden. This may be
partly reiated to cultﬁral norms of health, figure éndAfashion,
to early learﬁing experienées within the fémin related to meal
times and food, and past or present pressure and criticism from
family and peers to achieve weight change (whether loss or

- gain). In view of these complex interactions, it becoﬁes evident
that decisions concerning féod intake and body size may have
“implicétions for perception and seif—perception of 'character'"
(Herman & Kozlowski, 1979). Cont;ol over eating may, in some

cases, become‘themqentfél component of self-esteem.

£’
‘

p
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VII. Social Factors in Anorexia Nervosa

L.

Sociocultural factors may exacerbate the anorexic's
manifest’pathology. According tofthe results of a-recent Study
of magazine centerfolds and Miss America contestants in recent
years, there is good reason to believe that standards of beauty
in our-culture are moving toward a thinnerr"ideai woman"

(Garner, Garfinkel, Schwartz & Thompson, 1980). This is in spite

- of the contradictory finding that average wéighﬁs for women have

‘increased somewhat in recent years, according to reéent
Met:Zbolitan Life,fﬂsurapce Company éctuarial'figures. These
authors and others have suégested that such unrealistic’
standards may be linked to an increasing incidence of anofexia
nervosa. '

Perusal of any magaziné stand or book store today;ﬁill
reveal a plethora of articles and "how-to“ books on weight,losg,
exercise, and_achieQement of the "perfect” body, with the 7
implied promise of greatey happiﬂ;ss, success in career and
relationships, and a better life. Advertisements in ‘particular
link beauty and slimnessAwith the portrayal of success and
competence for women. This may be one of the reaséns that
thinness has traditionaliy been more prevalent in higher social
stratas. In'other words, personal effectiveness is defined in |

terms of body size. There is also a certain moral righteousness

or superiority ascribed to the woman who can deny nourishment to
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lose “weight or staylslim. The slim*woman is seen as
self-denying, and her‘will power is envied éhd respected.

.Part of this emphasis on appearance in women stems from
traditional role expectations fdrvwomen} whose status and
security have often depended on her perceived attractiveness to
males. Recognition, fewards and perceived\self—worth héve been .
less related to actual sﬁi}ls, values or compe;enqies fbr women
than for men. MOrebrecgntly, following the influencé of the
women's‘movemeht, there has been some shift in this focus, but
the results have;nét always been~benefi¢{31. In some ways, these
chanées may be detfimentél. While women are now more able to

compete and achieve along with their male counterparts in the

work place, they are still expecte@rto,mafntain their , N

traditional feminine roles of wife, mother, 1ov5§jahd homemaker. .

The messages and demands are. clear and mixed:‘beJcompétent, be
competitive, achieve, be slim;,bé attractive, be nurtﬁring.A
Slimness has become associated With‘and a symbol of, competence
in women. Boskind-Lodahl viéws anorectic symptoms as a result of
a struggle td please others and validéte~one'§‘own self worth.
Garnef and Garfinkel (1980) noted higher "levels of
anorecfic symptoms, including fear of fat and amenorrhea, in
women in high achievement,settings‘where there was implicit
pressure to be thin (dénte or>modellingischoois). They suggest
'thét cultural pressures for thinness may interact with certain
prediéposing factors (family, persoﬁalitY} biochemistry) to

function as precipitating or maintaining variables in yulnerable
=
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teenagers. The resulting weight loss, which is reinforced by
society, then leads to other symptoms (delayed ggstric_emptyfng;
depression, anxiety, perceptﬁal and cognitive disturbances)
which perpetﬁate-the illhéss. Weight loss, per se, rather than
thinnéss, becomes tﬁe goal. As Garfimkel €¢1981) notes, o
adolescent girls may "believe weight control iéAequal to
self-control and this is equal to beauty and success" *(p. 221).
Herman and Kozloﬁski (1979) have suggested a possible |
relationship betwen perceptions of "character" and body size. Of
course, these standards of thinness and the emphasis on dieting-
and keeping fit are freﬁuently held by normal weight girls and
women. However, it is possikle that, given the anorexiq's'
preoccupation with weight, figure and diet, she is more easily
influenced-by such expectations, and these standards are more |
central to her séif—image. The normal individual would derives
‘her self-esteem and feelings of competence in ways other than‘
striving for bod%ly control. Perhaps, along with the
hypothesized fear of loss of control, that to become anorexic
one must also adhere to the stereotype of "thin is competent™.
As the "culture bearer§", the families of anorexic_patients\
convey societal‘ﬁtandards. Cris§ and Fransella (1972) have nbtgd 
an undue empﬁésis in these families on the importance of size,
weight and ea%ihg habits, with weight control being symbolic of
well-being and self;cqntro}. Kalucy, Crispvand‘Hardiﬁg (1977)§

believe that such issues are used as a means of interacting and

aé;;;is of the disorder, and are
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indicative of a restricted range of coping mechanisms¢

Lol
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VIII. Summary

A number of thé individual, familial and socioculfural‘
factors considered in the foregoing review converge to providé é
context for viewing certain features of eating disorders.

Bruch (1973) and Boskind-Lodahl (1970) have noted the
anorexic's lack of inner-directedness and sense of
ineffectiveness, evident in a disturbance of body image and
inferoceptive awareness. Such patients are frequently unaware of
or inaccurate in interpreting ihternal signal§ such as hunger, -
satiety, or emotional states. These signals, which normally
function as cues for adéptiug behavior, apparently trigger a
fear of loss of control, so are cues for control-seeking
behaviors in anorexics and bulimics.

Interactionsrand communications in the families of
anorexics are often colourediby conflicts over autonomy and
independence. The vehicle for this communication seems to ;enter
on food, weight, self—coﬁtrgl and achievement related issues.
These individual and family factors which 'serve to magnify or
distort-the importance éf self-control through bodily control

receive validation through sociocultural norms and expectations.

Social restraint is expected in regard to eating behavior and-
dieting. Social stereotypes about weight and attractiveness have

connotations of competence and self-control.
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In an. individual, especially a prepubertal girl coping(witb
-a growingAawareness otyheriﬁody and se}uality, with changing ‘
family and_social role.demands, it is.?ot surprising that tne
conflict/ﬁinds expression via a struggle forrbodily | ”

i
Ky

self—csn;{el. _ : .
It is suggested that this predominant need for contfbl, as
a central component of self esteem, operates as a maintaining
variable in the disorder. A study by Fransella and Crisp (1970)
reported the relatedness fer obese women, of self-esteem and
wéight. They demonstrated that an evaluative switch from good to
bad preceded weight gain. This would suggest that negative self
evaluations resulted in subjects' foregoing\their attempts to

& P
diet, and reverting to former "overeating" patterns. Similarly

. Fransella and Crisp (1979) reported that anorexic patients

maintained weight gain only after they stopped seeing body.
weight as an impoftantwissue, i.e. when their thinking was no
longer "totaly dominated by thoughts of ... weight" (Ctisp &
Fransella, 1972).

The interaction between self control and aelf‘esteem may

.

function in the.followifg way: Because of her'high stanaards fet
achievement and competence, and low self esteem, many intga and
inter-personal events may be seen as failure experiences by the
anorexic patient. These events pronably cover a,wide ranée, such
as criticism from others, disagreementé withjtamily members,

feelings of social inadequacy, or viewing herself ih a mirror

and not liking what she .sees. Such events will serve as further
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evidence of her inability to function adeguately, and reinforce

&

<

her negative self image. It i§.propoééd that anorexics aﬁg
bulimics respond to‘éuchvfeelings withliowergdwmood and self
esteem, characteristic behaviors related to food and eating5énd R
by "feeling fat". B ’ "\

It is hypothesized tHat the respricting anorexic responds
tq‘this failure, and “fat fqeling" By engaging in dieting to .
re-affirm her sense of self-control. The bulimic reépbnds'by,
"initially bingeing, since she has .lost all feelings of control
anyway, and subsequehtly, to allaY'he; feelimgs of guilt,
anxiety and seif-reériminatiéﬁs, vomifing.'This,allows her, at
1eéstatemporarily, to believe sheme§ re-established control
over her situation.

It is not known whether this sequence of eQents in regagd

to negative information or failure experiencedis reversed in -

S

regard to positive experiences, i.e. whether the anorexic is
. ) e
more likely to eat normally and the bulimic more likely to avoid -

bingeing, but it seems likely.
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'tmeasuring the amount of body 1mage distortion prior to and = | ‘3

Overview of the Present Study

following the feedback. ; o L

‘depression scale, the Eating,Diso;Qers Inventogi'aﬁg the 4

. - : 3
\\ .
The current study was proposed as an aﬂai;gy to the above

sequence -of events. Anorexics and bulimics were presented with
negative information about themselves (failyre experience), ta
investigate whether it would cause the restricter to restriég'

and the bu11m1c to overeat when presented with the opportunity

to eat. The effect on "feellngs of fatness" was also examined by

A group of anorexics, a group of bulimics and a group of A
contrbl subjects completed a number of psychometricAinventories, e
1nclud1ng a self-control mensurei a selfaesteemainyentory, a

oW R i

Restraint Scale. In addition, participants ra{ed themselves on a

number of pertinent dimensions 1nclud1ng competence and )
self control. F1nally, a stereotype measuré was completed (These

measures are described on pp 59 - 66).

4

After completion of these questionnaires, subjects/'met

individually withsthe experimenter. An ihitia}‘body image

measure was taken, using the distorting camera technique.
- 5 oa,

3

Positive or negative feedback regarding their level of self
control was given to each subject, relative torher own prior .

self ratlng. A second body image measure was ‘taken, after whlch k-
af”“?‘ A

=
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amount'consumed wés'surreptitiohsly monitored. ?inally, body
_imagé was measured again. 7
The purpose of the study was to explore>the following
qugstions: |
1. 1f body image distortion is linked to the ano:ékic'é
sense of ineffectiveness or laék offcoptrol, does feedback about
ﬁher level of control affect body'image and eating behavior?
2. What are the‘relationships‘among}sélfjcontrol,bOdy image
distortion and self esteem in anorexics, bulimics and.normal'
- . weight women?

P
‘3. Do people adhere to/;tereotypes about weight and

By
competence? If so, do they differ for women with eating
disorders compared to normal women? .

4. Does -this stereotype influence or mediate the

felationships among self control feélings, eating behavior and

_body image -distortion? »
h The~following spécific hYbotheses were tested:
1. Anorexigs and Sulim cs were expected to respond
différentiallykto pésitive or negative self-control feedback,

. relative_td\contrbl subjects. Sgnsiti&ity to external
in{prmation ébéut the?ﬁ‘lévéivof self-cdontrol wa; expected to
reéult in a,deéreaseAin_béd} imageidistortion folFbWing positive .
feedback and an increase in body image distortien following'
.negative fe‘edbackf No specific predict{on was'madé regaraing'thE'

"difference between anorexics and bulimics.
R . - -
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‘2. This feedback.was expected to have an effect on food
consudption, with anprexics receiving positive feedback expeeted
to eat more that anorexics receiving negative feedback. Bulimics
receiving positﬁve feedback were expected to eat less than
bulimics receiving negative feedback. Type of feedback was not
expected to affect caloric consumption for coatrol subjects, who
would be expeeéed to eat in tesponse te internal’tather than.
external CU€s., ,?j | ) |

Fgod 1ntake following self-control feedback was expected
to be a sxgnlflcant factor in change in body image, §or anorex;c
and bulimie\subjeels. ’ -

4, A relatlonshlp was pred1cted between self esteem
varlables and body image dlstortlon in anorexics and bu11m1cs,'
with more dlstortlon\belng associated with lower self esteem.
Similarly, higher scores on the Eating Disorders Inventory was
expected to be related to greater dlstortlon.

5. A stereotype about\>e\\ ht in the nature of "thin is
competent"” was predicted for ali\subjects, but this was expected
to be strohger for the eating disEEder groups. It was-also

\
expected that degree of adherence to stereotypes about

"thinness" or “fatness would be related to degree of body 1mage

distortion for anorexic and bulimic patlents\\i:t not for normal

weight control subjects.
\ N,
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B. Method

Three groups of subjects, comprised of patientS’withA

anorexia nervosa (restricters); patients with bulimia nervosa
\ - . N

N

(bulimics)fénd normal weight controls, were tested. Subjects
completed a standard questionnare battery, to be deséfibed
below. An initial body image distortion measure (B1) was
followed by the feedback manipulation regarding 1evelapf
self-control. A subsequént,bbdy image distortién measure (B2)

S

was followed by a standard meal and a final body image

distortion measure (B3).

<
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I. Subjects ' i e

Eating Disorder Subjects

e

The inifial reduest,for participants?éor‘£h¢kpétient;grodpsu
was made via a brief consent form included in aistahdard test
' battgry»given‘io new eating disqrdey patién%s‘i&‘tﬁe Behavior "
Therapy Services of ‘Shaughnessy HospitélkbetwéeniAugﬁgE; l§§é
and JUne}y1§é4. ' - / Sy o

The 98 batients who retﬁrned thesevaha met the neceSsary
diagnostic criféria were telephoned by'the experimenter. During
this contact, the paﬁamete:s‘bf the’éguﬁy weéﬁfoutlined,
participation requested, and address obtained=f5£ maiiing of the
psychomet;ic assessmept paékage. Oof the 59 patients (28[
anorexicg and 31 bulimiés} who agreed to participate in'tﬁe; ;i:
~study, 6 anorexicé\and‘1f bulimics failed to\feturn the
. psychometric data. Of*these, 4 anore*icé declined to participate
in the lab pBrtion‘df thérstﬁdylinvolving the body image

measures and‘meal,vleaying 18 anorexics and 20 bulimics who "

completedwﬁhe,body image measures. ; ; ' -

Anorexia nervosa patients (Restricters)

A

Of the 22 subjects who used dieting as their only weight
control method, 15 met the modified DSM III criteria for

==

anorexia nervosa, with percentage of average weight ranging
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between 61% and 80%. ' Another 5 patients met,thélcriteria,
except current weight was between 80% and 82% of averagé weight,
with one patient at 83% of average weight at time of fésting.f
Tﬁéimegn.Weight for all subjects was 73.7% of average, SD =:7.3.
‘All restricting ;horexics weré amenorrheic and had been for at
least 6 months previously. These subjects ma&ntéined,xhe{} low
weiéhtrﬁhrought restriction of caloric intake, and did not
‘engage in eating binges, vomitiﬁg or laxative abuseu‘They all .
aémi?ted to a feaf of becomfng fat, a;d a desire for a thin body
" shape. | | '

)

7

Bulimia nervosa patients (bulimics)

<:‘ : Theﬂpatient;_in this group, numbering 20, met the criteria
for bulimia nervosa outlined by Russell (1979) including fear Of,
becoming fat and habitual binge eating and self induced’
vomiting.

There was no spec1f1c welght criteria for this group. Their

mean weight, expressed as a percentage of average, was 94. 6% §Q

= 9.

Normal weigh%'control group

The control group consisted of female university students
of average weight for their height (+/- 10%), with no history of

weight or dieting problems, or eating disorders. Resgonses>to

TAverage weights according to The Metropolitan L1fe Insurance
Company actuarial figures, 1981, :
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requests for pa;ticipants in a researcﬁ study were reeeived from
39 women., Of thesé, 6 failed tb'complete the psychometric data,
and 7 had Eo’be eliminafed due. to not fulfilling the weight - -
lrequirement#; in all cases they.wére less than 90% of average

weight. This left 26 control participants, with a mean weight,

expressed as a percentage of average weight, of 96%; SD = 3.8.

=2
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II. Materials and Measures
A M.; o ' “‘ k; ‘

Body Image Distortion Measure

Usihg the distorting video camera téchnique described in
Freeman, Thomas, Selyom and Hunter (1984), body image measures
were obtained for each subiect.

This procedure assesses pércepﬁion of body size usihg a‘
modified video camera which permits a horizontal distortioﬁ
‘ranging from .8 to 1.4 times the actyal size. ‘

The subject, standing 2 metres away from two cqhnécted
video monitqfs placed at eye level, sees a frontal view of
herself in one monitor,‘and’a profile view of hersélf when she_
turns to face the other monitor. The experimentef holds a i o
control box which varies thé imége on the moﬁitor grém thinner a

to fatter. The subject is asked to say "stop" When the image on
the screen appears to be her actual size. The method of_limits:
is used, such;that on each frontal and profile measufe”thé first
ané thira trials starf from ;he thinnest image,'and‘the secbhd
and fourth start from the fattest image. s

The distorting effect, essentially variations in the breath '

{

of the lines comprising the television image, results from o
varying the voltage; thus-the reading on a voltmeter attached to

the camera and video screen reflects degree of distortiéT: This’

|
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voltmeter has been calibrated to correspond to the amount of
' distortion of an object on screen, with a 100 mm. line being

. 4117412) ..

used for the}calibration (Frgeman et al,, 1984,
The amount of disto;tion is’:epd from aimété connected to
'thg‘camera, and- recorded by the experimenter. As ;r the Slade
and»Russéll (1973) procedure, each estiﬁate resylts in a score
derived from the ratio of perceived’s;ze'to real-size,x 100,
with 100 representigﬁ aniaécurafe estimage.AScores over or under
100 represent over and under estimation, accordingly. A scoré is
derived for each frohtal and profile measure, and the four arevh
avéraged to resﬁlt in gne profile and one frontal estimate of

body size, at each time of measurement.

Standard Meal ' , : o

The standard meal consisted pf three sandwiches cut in

E

quarter portions, and a glass of {prange juice: The caloric
content of the food was estimated as:foilows‘:

cheese and lettuce vev....295 calories

tuna ................ln....320 cqiories

€99 +eetverenraaaasnanaaa..320 calories

orange juice .....cee.s.....80 calories

o

These sandwiches were chosen because of their variety,

their roughly equivalent caloric content, and because of a

——— e ——— - —— - — - — e o

'Caloric content was estimated by Ms. Ramona Josefson,

Dietician, Shaughnessy Hospital Foqd,Services
\

—
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frequent tendency of aﬁorexics and bulimistto a?oid heat, All
~sandwiches,were made with whole wheat bread. | |
The number of quarterlsaﬁdwichés(or portion thereof) and .
the_proporf&on of orangé juicé consumed by each subject was
recorded at‘the end of each testing session, and number of

calories calculated. ' - C¥<L

Self report measures

‘These are presented in the Appendices, except for the
Tennessee Self Concept Scale which is excluded due to copyright

restrictions.

Eating Disorders Inventory (EDI)

‘The EDI is a 64-item self répért measure designed to assess .
common attitudinal and behavioral dimensions in anorexia and

bulimia nervosa (Garner, Olmstead & Polivy, 1983). The EDI

& g

consist§ of eight subséales which measure (1) Drive for
thinness, (2) Bulimia, (3) Body disSatisfacfion,r(4)
‘Ineffectiveness, (5) Perfectionism, (6) Interpersonal distrust,/
(7) Lack of interoceptive awaréness, and (8) Matﬁrity fears.
_Bach" subscale cdhéists of é to 10 statements refle;ting thaé
afmension, rated oh a 6‘point sgcale from "never" to "always".

S -
The measure was found to succhssfully differentiate anorexia

nervosa patients from obese and/ggrmal weight women, Futther, a

61



group of recovered anorexics scores in the range of normal

women, e

>

The Beck Depression Inventory (BDI)

B2
»,1

This jhventpry was developed as a self report quantitatiye
measure of level of depression (Beck, Ward; Mendelson, Mock &
Erbaugh, 19@1). It contains 21 multip1e4cﬁoicé forpat itehs
reflecting affective, somatic, cognitive and motivational
symptoms typical of depression, which are summed to yield a

total score of 0 - 63. The initial §tudy,e$tablished its
lvalidity-with a clinical pobulafion,‘and subsequent studies have
app{iéd the BDI in a university pépuiation (Bumberry, Oliver &

McClure, 1978).

e

e

L
S

The Personal Beliefs Invento}y (Internal-External Locus of

.Control\Scale)

The original I-E chle was a 29-item (6 qf these were
fillerbitems) forcedjchoice inventory\designed to assess an
individual's general expectancies of control over one's life ¢
(Rotter, 1968). Items reflecting either an internal or external
locus of control in relation to various events are summed to

'yield a possible total of 0 to 23, with high scores reflecting

an external orientation.

62 ~



The version used in this study was one developed by Reid
and Ware (1974) and includes_.an 8-item self control subscale,
reflecting beliefs about pq&celved control over one's impulses,

desires and emotions. Reid and Ware felt that this distinction® -

/{ N O . ; «

was important in ogdergggfdistinguish control of one's'self from
sQntrol of others or the environment. This \qubscale results in a

Q“sc%ie of»O to 8, with high scores repfesenfjng an external h
locus, Locus of‘csnfrol hés been used previously to measure
ineffectiveness-in,anoréxia nervosa, with:extefnality being
associated with greater levels of depfessisﬁ and ﬂigher
kgestraint (Hood, Moore & Garner, 1982). Other reseafcﬁers have

, reported a positive relationship between this scsle and body

size overestimationi(Pierloot & Houben, 1978). e

" Bating Habits Questionnaire (Restraint Scale)

This is a scale developed to reflect the degree of
E ~conscious restraint exerted over weight and eating related

’behavior (Herman & Mack, 1975). It consists of 10 items scored
ﬁ% from 0 to 3 or 0 to 4. Examples are: "How often are you

dieting?" or "Do you give too much time and thought to food?",

with possible responses of "never" to "always". The responses

are totalled for a possible score of 0 to 35. Aithough usuaIly

used to divide normal subjects, by«é'medipn split, into high or

low restraint individuals, this is less practicslffor'eatihg

disorder patients, who tend to score significantly higher.than
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normals on this stale, with bulimics scorlng higher than
restricters (Polivy, 1978) ThlS is not unexpected, given the
chronic dieting béhav1or of these patients.

This d1men51on has been found to be associated w1th

-counterregulatory behav1or (overeatlng) in normal and obese

subjects (Ruderman & Wilson, 1979). Polivy and Herman (1976)
found that depressed patients‘classified:as'restfained on this

scale gained weight while depressed;\whiie those classified as

wm\gnrestfained patients lost %e}ght.

~

\

L
\‘5

d

The Tennessee Self Concept Scale (TSCS)

& ¥

The Tennessee Self Concept Scale was developed as a

multi-dimensional measure of an- individual's view of him or

herself (Fitts, 19651. It consists of 100 self descriptive
. - L S ' . ‘
statements’, is self administered and applicable to a wide range

‘ef individualegregafdless of level of adjustment or pathology.

The multi- d1mens1onal nature of the scale refers to the

d1v151on of . self concgpt 1nto Identlty, Self-?atlsfactlon _and

[y

Behavior, and to Phy51cal Moral, Personal, Family and Social

Self Concept. TheVVariability score reflects consistency.in self

@ -

s

concept, while the Self criticism score reflects openness and
capacity for healthy self criticism. Other scales were derived -

empirically to differentiate groups manifeeting a particular

1

lpsychopathology, and include the De%ensfveness, General-.

Maladjustment, Psych051s, Personallty Dlsorder and Neur051s

64



~scales., Fitts and others have suggested that an individﬁ%}'s
self perception is an {mportaht concept in gainingﬁa éoméiet?’
understanding of Eis or her level of adjustment or o -
‘fpsychopatﬁology. Low self-esteem or feelings'of ineffectiVégéss
have been cited as a prediéposing or maintaining factor in a
anofexia (Bruch, 1962; Garner & Garfinkel, 1983). The author is
not aware of any -studies which have used the TSCS to examine

self concept and its relationship to other variables in eating

disorders.

Self Assessment Questionnaire (SAQ)

This scalerwas designed for use in the\curfenf study. It
consists of self ratings from 1 to 10 on five‘characteristicsf
.competence, assertiveness,'confidence, control and social
'skills. These ratings were usedwprimégily as the basis-of the
self contro& manipulation, so tha% the positive or pegative
feedback was relative to the indivii:jigs self-assessment. Each

item was considered separately.

Person Perception Scale

»

This scalé was developed for use in the current study, as a

means of directly measuring weight related stereotypes. It

—

consisted of three copies of a rating scale, each accompahied by

ey

a different photggiaph. L T o IR

g
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The Rating Scale: The rating scale consisted of 12 bipolar

ﬁ‘" ! ;

adjectives, such as cold-warm, not in control in control and
weak-strong, with the numbers 1 to 5«between L

1

P

Stimulus PhotographsTiThe photographs which subjects were
asked to rate on the above dimen51ons con51sted of women of
three different apparent weights (underwdight, normal

overweight). The models for”the photographs were average weigpt/
volunteers dressed 1nipla1n black. clothing. When posing for the
photographs.theyfwere asked to stand with arms at their sides,
and to dispiay no variation~in facial expression; They were
‘standing two metres in front of a video monitor, facingvt:e
distorting;video camera described earlier. The image on the
screen was distorted such that the dlstortion was 20% below

e

~accurate, zero, and 20% above an accurate image..A photograph
.

was\thenrtaken of this image from & pecond monitor in a darkened

observation room. Thus, each of the ihree volunteers was

photographed at three difrerentﬂapparent sizes.

In selecting theﬁthree‘photographs for each subject to
rate, the order of presentation of the model and the size of-the
model was balanced. Thus, each subject'made.12 ratings;each on 3
photographs of women vafying in apparent weight, The scale was
ppesented as an attempt to dnderstand people's attitudes and
beliefs about others. The Person'Perception Scale and stimulus

photographs are presented in the Appendiees.
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III. Prdcedure - ‘ ‘ :

~.

Eat1ng disorder subjects were tested in @ lab at"
- Shaughnessy.Hospltal, while control SUbJects were tested 1n a
similar setting at Simon Fraser Un1ver51ty. |

During thekigitial telephone‘contact, shpjects‘were o ;)
informed of the purpose of the study, the time!feqUirementai and
therexperimental précedure; Subjects who expressed a‘yillingness
to participate were asked for their nailing addreﬁs,,and the
guestionnaire package was Senteto them, with a self=addreseed,
stampéd,return'envelope. If this package was not returned within
10 days, the individual was telepnoned and reminded of the

study. A consent form was included in this package fot the

-

subject s 51gnature, along W1th a descrlptlon of thekstudy
‘ Subjects were also informed durlng the 1n1t1al contact that
they wopld be asked:to fast atter 8:00 p.m., the even1ng priot to
testing, that testing would take place between 10;00 a.m.;and'. o
2}00,p.m.} and that they would be asked to wear a leotard\fot"
the body'image meaSutes, and to eat lunch‘during'the procedUre.
When thé quest1onna1re package was retnrned the A
; exper1menter ain contacted the part1c1pant to arrange testlng v
‘Fat the earllest aéallable date. It was necessary to obtain the
guestionnaires before arranging the;testing,'as the self control,
‘~ffeedback was purportediy based'on subjecté' sgd‘esfdn”tneéé”*"’
questlonnalres. ' -
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-The subject was met at‘the.testing location, her weight and
height measured, and she was shown:to afrocm to change into the -

leotard. < , . -

¥

- .. The body image procedure was explained to the subject and
the initial measure was taken. Following'this meésﬁre, the
subject was given the _feedback, as follows:

"I'd like to take a few.minutes befdre we go on to talk
to you about some of the questionnaires you completed.

Do you remember this one (Subjecy was shown the SAQ, on
which she had rated heyxself onéfgrious dimensions)? What
we did was compare the ratings®>you gave yourself with
your actual scores on these tests ‘or sub-tests. So we

" have an objective score for you for each of " these ,
characteristics. We consider that you're fairly accurate
if you score within plus or minus one point of where you
rated yourself. When we compared your scores with your
self-ratings, you are actually pretty accurate on your _
~ratings for most of these dimensions. The only one that .
you were fairly inaccurate on was this one, to do with .
self control. The test that measures this has to do with
how much contrgl you:feel you have over your impulses,
feelings and behaviors in general. While you though you
would rank about x, in fact your results:place you at

///(/about x, two p01nts higher (or lower, depending on- the

condltlon) than you thought you would be. This suggested
that you have more (less) control over yourself than you
intially thought. As I mentioned, your other ratings

were very close to your scores; quite accurakte.
The'sﬁbject was .then informed that "I'd like to ledwye the rest

5

of your test results for now, but if you have any questions N
we'll be able to discuss them later.

) The second body - image measure was taken.

Subjects’were then told that as they héd been 1nformed ve
would break for lunch The rationale for prov1d1ng lunch was as

follows: (1) "Since we ask people not to eat after 8:00 p.m, the
A

night before, and to sklp breakfast, we decided it would be a

good idea to prov1de lunch" (2) "Also, since lunch was included

L)
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in the procedure, we would like you to eat somethlng, but want
you to feel free to eat as little -or as much{as you - wish".

o Participants were shown to another room where the lunch{ é
selection of twelve guarter sandwiches and orange juice, had
been prepated. They were told that they would bé left in privacy
to eat, ahdfthe experimenter would return in about-20 minutes to
complete testing. - s |

After 20 minutes, the experimenter knocked on the deor, and
1nqu1red whether the subject had suff1c1ent time, and Qeturned
w1th her to the testing room next door. The final body image
measure was.taken, and subjedts changed back into their own
‘clothes. | |

Part1c1pants were then debriefed as to the nature of the
study, 1nclud1ng the false feedback. The - experlmenter answered
any further questions they had about the investigation. They

were thanked. for their part1c1pat10n. Control subjects were pa1d

$7.00 at thlS t1me for this participation.
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i.;Subjecf‘Chafactefist}cs ; o | , .
_ Deﬁdgraphig characteristics of subjects are shown in Table

1. Although the'méénrage of bulimic subjects was slightly higher
tbgn/fﬁgzﬁof anorexics and cbﬁtrols, none of the differences was -
/significant. Reported as a percentage of stahdard weight fdf |
height, restricfers weighed éignifiqantly iess that bulimics and
controls'(g <f;001), who did‘not &iffer; |

~ Age atﬂéhset of illness did not differ in the eating
disorder groups. The buiimiqurbup had been iii for longer, on
average (6.3 years) that the restricter group (3.6 years;

F(1,30) = 6.18, p < .01). R

N\

Combination of Frontal and Profile Measures
. ‘ ' TT—

Following initial analyées‘on frontal and profile measufes
separaﬁe{y,‘it was decided to combine(averagé) these into one
body image disfortion measure (B). Thus, the majority of
analyses were computed 6n the cqmbined measure (as ber Fre&san,
Thbmag, SolYémr& Miles, 1983). The B’S¢ores were first analysed
in a repeated measures andlysis of variance format, with two
between subjects factors, diagnostic group (re§;ricters,
bulimics, dontrois), and self-control feedback condition
(positi&e;or negative); and-pne within subjects4factor;’body*

image distortion (B). This prelimina}y analysis indicated

71



Table 1: Demographic characteristics of subjects by group.

Restricters Bulimics Controls
e n=22 ~ n=20 ' n=26
Age M 22.6 25.4 (  23.2
SD 6.3 5.2 ‘ 4.4
Weight M 16.5 60.4 58.7
(kg.) SD 6.9 8.5 4.4
Percentage M 73.7 94.6 96.0
of standard SD 7.3 9.0 , 3.8
weight
Age at M 19.0 19.0
onset of SD 5.4 5.6
illness - '
Duration M 3.6* 6.3%
. of illness  SD 3.1 3.8

*F(1,40) = 6.18, p < .01 >

AN
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differences in B over time. Further, since an analysis of

covariance with calories-consumed as a covariate proved ’!
: = |

significant, it was decided that the-:data were best examined by

==

also addresses the issue of substantial within group

/"'_\

variability.

focusing primarily on difference scores. Use of change scorel

Change scores were calculated by subtracting the'initiékq

score (B1) from the post-feedback score (B2); and the ﬂ ?
. . |

post-feedback score (B2) from the post-prandial score (BB)# The

first score represents the effect of the self-control f TN

manipulation, while the second’represents the effect of eaking a

Il

meal. Einally, B1 was subtrécted from B?? this score‘rgprééents
tpe total change in body image distortion irom'initial le%el\to
post-prandial level. These scores will be feferred to as éc1,*
BC2 and BC3 respectively. ' -

Subsequent analyses on BC scores utilized the two;wéy

analysis of variance model, with diagnostic group (restricters, .,
» Zone : .

bulimics and controls) and feedback condition (positive or

»

n?gative) as the factors. Where significant effects occurred,

F

pairwise comparisons were made. _

Following the rationalé'butlined by Larzelere and Mulaik
(1977), a multistage Bonférroﬁi procedure yas»uséd for multiple
comparisons. This procedﬁre involves first determining the error
rate per compariéon (EC), based on the familywise error ;dte of -

A

.05, divided By the number of comparisons_tb be made.



%\ - ‘. . . V A

To apply the multistaée’Bonferroni procedure, each

comparison‘iSjmad{ using‘the,EC, the testwise significance
level. If none of thezcomparisons is.significant‘at'thisilevel,
the procedure is stopped, and the null hypothesis is retained.
If the null hypothesis is not retained on k tests, the secigc—
stage involves resetting the significance level for the s L;
remaining tests, to the fam11yw1se error rate diVided by the,—
remaining number of comparisons. Again if none of the 7
comparisons are751gn1f1cant, the procedure is stopped. If one or -
more of the null hypotheses is rejected, one continues by

computing a new EC, and so on until none of the comparisons is

si%nificant.

Initial Estimates of Body Size

Although no specific_hypdtheses were made with'tegard to

group,differences in body image measures, a greater degree of

overestimation was expected to’ occur in the eating disorder

<

groups. This was,not the case. Restricting, bulimic and control
subjects all overestimated their body size, with no 51gn1f1cant'

group ‘differences on e1ther frontal profile orvcombined

measures. This was true of the post-feedback and pcst—prandial

>

‘measures as well as the initial measure. Mean scores for B! are

reported in Table 2, and illusttatedxin Figures'l and 2,



Table 2: Mean Body Imgge Scores; Bt, B2, B3*;

. BI1 "BI2 BI3
Restricters
Positive(n=9)
M 102.74 102,57 101.82
SD 4.24 3.90 4.99
' Negative(n=9) .
< M 104.68 101.68 103.55
sD 7.33 7.12 6.75
Bulimics
Positive(n=9)
M 103.12 103,34 101.08
© sD 4.27 4,10 - 4.03
Negative(n=115 :
M 105.33 104.14 104.08
gD 6.97 6.62 6.36
Controls
- Positive(n=13) : / :
M 102.26 102.03 101.52
sb’ 3.65 2.10 3.18
Negative(n=13)
. M 102,38 101.95 99.92
sb 3.95 4.09 6.25
perception = 100

*Expressed as a percentage; accurate
. -t - .

z
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‘Table 3, with the analysis of  variance in Table 4. The results

other words, the feedback given, by, chance} ran counter to their

Analysis of Change Scores _ -

e

The means and standard deviations for BC1 are reported in

of this analysis suggest that there was no immediate effect of

-

self-control‘feedback on B. FUr;Rerranalysis of the psychometric
test data, however, indicated that by chance, randombassignment
of subjects to feedback conditionsnresulted in a significant
difference (by feedback‘condition and group)‘ih self-esteem and
self—control perceptions, such that the positfve feedbackxgroups
(restr1cters and bulimig ) were lower in self esteem and’ higher

on a "lack of control" dimension than the negatlve feedback

groups. (These psychometr1c data w1ll be d1scussed later. ) In

“

- ~

pre ex1st1ng beliefs. Th1s may account for the failure of the
self—control manipulation to produce an 1mmed1ate 51gn1f1cant

effect on B. Mean change'lBC1i BC2) for pos1t1ve and negatlve

feedback cond1t1ons are 1llustrated 1n Figures 3 and 4.

Some Support fo;fth1S:1nterpreta§gon is derived from an'f
analysis of variance on’ the second change score, BC2, which - ~
reflects the‘combined effect'of feedback condition plus eating a

meal. The means and standard dev1at1ons are presented in Table

5, with the analys1s of var1ance in Table 6 There was a

”sign1f1cant main effect for group,(F(z 58) = 2. 97 p <f}011;‘and

.a 51gn1f1cant group by condition 1nteractlon (F(2 58) = 4,27, p

< .05). Collapsed across cond1t1ons, B scorpes in the restr1cter



~Table 3: Body Image Change Foflowing'Feedback(BC})',r f S

Cohdition : Restricters Bhlimics , Controls

Positive M - 0.17 - + 0.24 -~ 0.23 e
% . SD 2.05 " . 4.14 i 2.34 '

n 9 - 13

\ .

Negative M - 3.02 -1.19 - 0.42

SD 3.61 , 5.37 ' 3.42

n 9 11 13-

Table 4: Analysis of Variance for BCI:
Group by Feedback Condition.

EY . _ — . R - B P, L . . [

Sum of : Mean -~

- Source Squares . df Sguare ° F P
Group - °  18.9918 . 2 = 9.4959 ~ 0.71  0.4945
Condition - "34.4088 1 34.4088 2.58 0.1134
GXC ' 18.9183 2 . 9.4591 0.71 .0.4958 -
Error =  772.5786 .58  13.3203 .

,,.\a )

e
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Figure 3: Change in Body Image Distortion: .
- BC1 (Post-Feedback).
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Table 5: Body Image Changgggollowing_Meal (BC2).

p)

<

.. : S, . . ,

Condition Restricters Bulimics ' . Controls

Positive M - 0.75 - 2.25 - - 0.51

SD 1.79 1.89 .1.88

n 9 S 13

Negative M + 1.89 =-0.05 - 2.03

~-'SD 3.67 : 2.20 3.58

9 11 13

Table 6: Analysis of Variance for BC2;
' Group by Feedback Condition.

Sum of Mean .
Source Squares df Square . F P
Group 41,7964 2 20.8982 2.97 0.0592 ’
Condition 19.0419 1 19.0420 2.71 0.1054
G XC , 60.0393 2 - 30.0197 . 4.27 0.0187
Error 408.1463 58 7.0370
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group increased post-prandially (M = ;Sf) while‘scores in the

bulimic(M = .15). and control groups decreased (M = .27).

Restr1cter§§fece1v1ng negative feedback showed an increase
%
in B following g'meal (M = +1.89), while control subjects showed

‘ |
a decrease (M = -2.03). Bulimics in the positive condition

tended to show a decrease in B after eating, relative to

restricters and control subjects. Following pairwise comparlsons

\\\

employlng the Bonferron1 correction (reported 1n Table 7)., a-

51gn1f1cant difference was found betwee restrictersg (M = +1.89)
and controls (M = -2.035)'in the negative feedback rondition;
(t(2,58) = -3.42, g < 0012), ‘When the Bonferroni correctlon was

disregarded, the reetrlcter p051t1ve and negative condltlons
differed, such that an increase in d1stort10n(occurred in the
negative feedback condition (M = +1.89), compgred to a decrease
in the positive feedback. condition (M = -0.75; £(2,58) = 2.11, p
< .038). Similarly, a tendeecy toward sighificance occurred

between the bulimic positive(M = +0.59) and hegative(M = +2.25)
) 4

feedback conditions {t = -1.84, p < .07), and between the -

Ny =
bulimic (M = +0.59) and\sgptrol (M = +2703) _negative conditions
(t(2,58) = -1.82, p < .07).\\\\, B T~

~
~_.

An analysis of variance was conducted on BC3. Thfé*anelysis

showed no significant main effects or interactions. The means\\<\

and analysis of variance are presented in Tables- 8 and 9.
Because of the large initial variance in body image

measures, the effect of initial scores were investigated as a

possible covariate of chehge*scores. Initial level of B proves

83!
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Table 7: Pairwise Comparisons Among Means for BC2.

1

Mean '
Comparison Difference t df p
&

Restricter Positive/ :
Restricter Negative -2.64 ~2.11 58 .0388 )

[ ) . o
Restricter Positive/ .
Restricter Negative -1.51 -1.20 58 .2335
Restricter Positive/
Control Positive .24 0.21 58 .8365 . /Li :
Restricter Negaive/
Bulimic Negative -1,95 .64 58 .1067
Restr1cter Negative/
Control Negative 3 -3.93 -3.42 58 .0012%
Bulimic Negative/ ‘ -
Control Negative .98 .82 58 .0743
BuIimi;nﬁegative/ T
Bulimic™ ositive —2.20\ .84 58 .0706

NS

Bulimic Positive/ \\\ -
Control Positive 1.74 1.52 58 . 1349

_ *p < .05

i
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Table 8:

>

=

Body Image Change Following Feedback
and Meal (BC3).

85

Condition ‘Restricters Bulimics Controls
Positive M - 0.92 - 2,03 - 0.74
sD 2.72 4.53 2.22
n.- 9 9 13
Regative M ~ 1.13 - 1.25 - 2.45
sD 3.75 4.75 5.65
n 9 [ 13
W "("{,
Table 9: Analysis of Variance for BC3;
.. Group by Feedback Condition.
sum of ~ Mean
Source Squares df Square _ F P
~ Group 4.5592¢ 2 2.2796  0.13  0.8773
Condition 2.2563 1 2.2563 0.13 0.7199
‘G X C 18.1382 " 2 9.0691 0.52 0.5962 -
Error 1008.1200 58 17.3814

~_



to be a significant covariate for BC1 and BC3, as can be seen in
Table 10. However, B1 is not a significant covariate for BC2,
and the group by feedback interaction for this variable is

retained. -

2
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Analysis of Covariance for BC1, BCZ,L;;gg

Table 10:
with B! as Covariate.
' Sum of Mean
‘Source Squares - df Square F p
" BC1 (B2 - B1) )

Group - 15.6748 2 7.8374 0.72  0.491
Condition 16.5957 1 16.5957 1.52 0.222
G X C 11.8948 2 5.9474 0.55 0.582
Covariate(B1) 151.7002 1 151.7002 3.93 0.004 -
Error ’ 620.8783 57 10.8926 ‘ A

BC2 (B3 - B2)
Group 40.7147 2 20.3573 2.85 0.065
Condition 17.1220 1- 17.1720 2.41 0.126
G X C - 57.6463 2  28.8231 4.04 0.022
Covariate(B1) 1.5696 1 1.5696 0.22 0.640
Error -406.5766 57 7.1329

BC3 (B3 - BI1)

\

Group o 9.8453 2 4.9226 0.32 0.729
Condition 0.0049 1 0.0049 0,00 0.955
G X C 28.0188 2 14.0094 . 0.90 0.41
Covariate(B1) 122.4077 1 122,4077 7.88 0.006
Error 885.7122 7 15.5388
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II. Caloric Consumption

-~

With the only instructions regarding the meal being "to eat
as much.as you wish"; and the amount consumed varying widel§,
caloric consumption was treated as a dependent variable. A group

o

by ‘feedback ccnditi?n,analysighof variance was performéd, Gﬁicp
indicated a signifiéant g%oupﬁéffect. Controis consgmed mozf
caiories (M = 416) than‘bﬁlimics (M = 243), who in turn consumed
" more than restricters (M =.139). This was true fdr both positive
and negative feedback conditions. Théte was no sigﬁificé%t/
effect of feedback condition, and no interaction. Thésevresults

‘are presented in Tables 11, 12 and 13.

Restraint and Consumption -

-
Ll

The relationship between scores on the restraint scale and
eating behavior was of considerable interest. Accordingly,,
correlations between restraint séores and calories cohsumed were
calculated for the three groups‘separately. While a negative
correlation between the two‘vériables was found for restricters
(r = -0.21) 'and controls (r = -0.31), a positive correlation
resulted for bulimics (r = +0.20). While none, of thé;e
correlations was significant per se, the differences between the

correlations for restricters and bulimics and between controls

and bulimics was significant; (p < .005).
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Table

11: Mean Estimated Calories Consumed:
_ by Group and Feedback Condition.
4
Condition Restricters "Bulimics . Controls
Positive M 162.2 247.4 409.2
SD 160. 1 106.2° 80.2
n 9 9 13
Negative M 116.6 240.0 424.6
s 25.1 144.2 ~94.5
n 9 11 13
Table 12: Analysis of Variance on Calories;Consumed:
Group by Feedback Condition. : '
Sum of Mean
Source Squares df Square F., p
Group 867586.906 2 433793.453 30.94 0.000
Condition 2447.282 1 2447.282 0.17 0.677
G XC 9889.851 2 4994.925 0.35 0.704
Error 813281.162 58 14022.089
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;» Table 13: Pairwise Comparisons on Calories Consumed

s fby Group.

- Méan 3
Comparison Difference t ] df P
13 . |
k¥ . ‘ .
"Restricter/Bulimic -103.91 -2.75 61 0.0878%
Restricter/Control ~277.48 -7.78 61 0.0000%
Bulimic/Control ” -173.57 -5.02 61 0.0000%

*p < .05

\

Body Image Distortion and Caloric Consumption

3

In view of the ekpected relétionship between body image and
consumption, an analysis of covariance was performed on
calories, with initial body?image scores as the covariéte.‘This’
anélysis is reported in Table 14. The effect of initial degree
of distortion as a covariate of differences in calories consumed
approached significance (F(1,57) = 3.52, p < .06) suggesting a
possible relationship between initial;body size perception and

eating behavior.
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\
. \
Table 14:  Analysis of Covariance for Calories
- with Bl as Covariate. Y
Sum of / Mean | .
Source Squares df %guare F ig P
Group 796060.6259 2 398030.3129 29.62 0.000
Condition 336.7518 1 336.7518 0.03 0.874,
GXC 7167.4185 2 3583.7097 0.27 0.766
Covariate(B1) 47348.6478 1 47348.6478 3.52 0.065
Error 765932.5145 57  13437.4125 .
= /’/
— / ‘
] /
/
/

25

R

N

R 2
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III. Factor Amalysis on Psychometric Data

The relationship among body image, self concept, self

control and other indicators of eating and weidht related

attitudes was of major interest in the current study. As a méénq
of data reduction, a principal components analysis of the
personality and clinical data was performed. The data on all
subjects (n=68) was included in the ‘analysis.

Included in the principal components analjsis were the

*

fiftelen subscales of the Tennessee Self Concept Scale, the eight

subscales of the Eating Disorders Inéenlory, the Eating Habits

[

Questionnaire (Restraint Scale), the Beck Depression Inventory,

the I-E Score and subscale, Personal Self Control,and the five
: » \
self ratings on.the Self Agsessment Questionnaire; 32 variables
% ‘ : .
in all. ‘ '

The eigenvalues for each factor in the initial principal
components analysis are presented %??Tableé15. A number of
! , . "o PR .

possible solutions were examined, applying a obliﬁue quartimin

rotation. The three factor solution was retained as the most

>

logical for interpretation; the factor loadings for this

solution are presented in Table 16,

On Factor 1, 10 of the self-esteem Subsgales from the.

Tennessee Self Concept Scale had positive loadings in excess of

%

.7, with more moderate loadings for two more subscales. Moderatqj

i

positive loadings were also obtained for the self-ratings of

s
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Table 15: Eigenvalues for Principal Components
't ~ Analysis on Psychometric Data.

o

, ' Cuhulative proportioﬁ
Factor - Variance explained of total variance

t
|

)

16.736093 ‘" 523003 »

.
2 2.822805 ' 4611216
3 2.096200 . 676722
4 1.383500 L g 1.719956
5 1.107826 ", .754576
6 .988384 .785463
7 .806516 - . .810666
8 .745880 & 833975
9 .641968 » .854037
10 .557729 “.  .871466
11 .509623 - .887391;¢
12 . .456805 .901667
13 .384255 .913675
14 .379829 « .925544° e
15 .370658 ©.937127 .
16} S .293503 . .946299 5
17 b : .254730 .954260 .
18 ‘ .241413 .961804
19 .209065 . .968337
20 .185435 .974132
21 .155374 .978987
22 .128695 .983009
23 .104325 .986269
24 } .100163 .988399;
25 .088303 . .992159
26 .058276 .993980
27 .053706 = .995658
28 .046139 _ ©.997100
29 o . .044317 .998485
30 v : .028214 .999367
31. Lk .018934 \\yffggggsa
32 ’ .001336 1.006000
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"Table 16: Factor Analysis on Psychometric Data:
Sorted Rbétated . Factor Loadings.
L

T

W

Factor 1 Factor 2\‘ Factor 3

s
oy

.962 .015 059

Identity* . ,
Family self concept* T - ,945 .245. . .068
Behavior* - .890 -.040 - -.100
General maladjustment* -  .880 -,195 .102
Personality disorder* .826° .169 =.241
Social self concept¥* .775 ~-.147 . 196
Moral self concept i L7700 172 o=.321
Neurot1c1sm* oy o .770 -.269 .-.060
Acceptance* Sy . 728 ~-.270 . 141
- Defensiveness* - .698 -.135 -.234
Personal self concept* .664 -.377 =14
Physical self concept* - .596 -.369 -:150
Beck Depression Inventory = -.579 .425 - -.027
Competence*** .548 -.193 . . 146
Ineffectiveness*¥*; —-.542 .477 041
: Locus of Control - =.507 -.018 .47
Perfectionism** , .259 . <153 ‘ .010
Desire 'for Thinness** -.126 .665 . .457
" Body Dissatisfaction** - -.048 - .663 .400
Variability* . e -.121 .594 L7
Confidence*** oy 391 -.588 ~ .205
Maturity Fearg** : -.184 .542 -J112
Assertiveness*** ©.287 —.534 .248
Interpersonal Distrust** -.436 © 517 -.082
Bulimia*¥ -.197 .119 .722
Personal Self Control = -.471 -.148 .680
Self Criticism*- ' -.144" .152° - .589
Restraint . B -.274 - . .455 ‘ .518
'Psychot1c1sm* . -.289 .014 -.518
Interoceptive Awareness* -.404 .463 .379
In control*** .443 -.250 -.356

‘Socially skilled*** .487  -.268 .395

* Tennessee Self Concept Scale i :
** Eating Disorders. Inventory . ) of
*** Self Assessment Questlonnalre (self ratlngs)

-
14
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competence and social skills, -and sélf-control. Negative
Vloadingg_resulted for the Beck Depression Inventory, the
Ineffectiveness Scale of the Eating Disorders Inventory, and the
Internal-External Locus of Control Scale. Since Factor 1 wasﬂ
primarily comprised of éelf—esteem items, it was termed the Self

- . : d'(
° Esteem Factor. - . o ; ]

L Sl
The second factor consisted mainljf%?!geven sub-scales from
7E5e*Epii'with,q§ %Sighest loadings attributed to Perfectionism,
Dési;g for‘ThinHeséiand Body Dissatisfaction. Maturity Fears;
'Inferpersoﬂal Distrust and Ihteroceptive Awareness had moderate
loadings on this factor, as did Ineffectiveness, and fhe
(ﬂestréint Sca;e, wi£h~smalier,‘negative loadings for
self-ratﬁ%gs of assertiveness and.confidence; This factor
‘ ;
clearly seems to reflect, gng was accordihgly labelled, an
Eating Pathology'Factor. |
The highest load{ngsvon Factér 3 were attained by the
Bulimia sub-scale of‘the EDI, ahz’the self-control measure on
the I-E Scale (.71 ané ;68 respectively). Self-criticism, Locus
of Control, and}Restraiﬁt also had moderate positive loadings on
this factor, with a negative’loading for Psychoticism (TSCS).
- This factor was labelled a Lack of Control Factor.
As noted above, the,fotation applied was not orthogonal;
thus Factor 1 and Factor 2 were significantly negatively

correlated (r = +0.49, p < ,001). Correlations between factors

are shown in Table 16a.



Table 16a: Factor Correlations for Rotated Factors.

Factor 1 Factor 2 Factor 3
%
Factor 1 1.0
Self Concept
 Factor 2 , -.469 1.0
Eating Pathology
Factor 3 . -.198 . 101 1.0

Lack of Cbntrol
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Group Comparisons on Factors

£

To determine whether there were any-differences in - the

above factors by group or feedback condition, a two-way analysis

of variance was performed on factor score group means. Results
are shown in Tables 17 to 19, |

. There was a significant gréup méin effect and group by
condition interaction for Factor 1, the Self Concept Factor.
Collapseéd over conditions, restricters and bulimics both scored
significantly lower on tﬁis factor than controls. Applying the
multistagé Bonferroni, restricters (M = -0.76) scoreﬁ \\5
signifiéantly“lower than bulimics (M = -0.188, t(2,64) = -2.43,
p < .01%). Pairwise comparisons of féctor score means by group
are’summarized in Table 20.

Pairwise comparisons, reported in Tables 21 to 23,
indicated that restricters in the positive feedback_condition (M
= -1.12) scored significantly. lower on the self esteem féctor
than control subjects (M = +0.97; t(2,57) = -6.72, é <‘.p000).

. . /

(Higher scores indicate higher self-esteem). This also Held true

for bulimic (M = +0.45) versus control subjects (M = +0.57)in

the positive condition (t(2,57) = -4.57, p < .0000) Sihilarly;
in the negative feedback condition,restricterg (M = -0.38)

scored significantly lower on this factor than contfols (M =
+0.57; t(2,57) = -2.95, p < .004). While restrictg?s in the
positive condition had lower self esteem factorrécores (M =
~1.12) than restricters in the negative condition (M = -0.38),

™
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Personality Factor Score Means and v .
Analysis of Variance: Group by Feedback Condition

" .Factor 1:

Means and Standard Deviations

Self concept.

©

Bulimics

Condition - Restricters Controls
Positive M - 1.119 - 0.450 0.969 .
SD . 0.593 0.619 0.608
n S S 13
Negative M - 0.379 0.010 0.570
SD 0.929 0.864 0.670
n ‘ 8 11 13
:‘:;
Analysis of Variance
Sum of Mean ~
Source Squares df Square F P
Group 25,7030 2 12.8515 . 25.06 0.000
Condition 1.0826 1 1.0826 2.11 0.151
G;X C 3.8935 2 1.9468 3.80 0.028
E%for 29.2304 - 57 0.5128
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Table 18: Personality Factor Score Means and
Analysis of Variance: Group by Feedback Condltlongj
Factor 2: Eating Pathology. ~

. 1%
ﬁ;ﬂ&\\ Means and.Standard Dev1é%1ons

CSEB%éioh Rgstricters Bulimics * Controls
RN
. - 14 . .
Positive M 0.736 - .0.364, - 0.842
8D 0.540° ' 0.696 -, 0.377
n .S - 9 13
‘g E s
Negative M 0.779 ©0.404 - 1,096
J sb .018 0.827 Y 0.300
n 8 ‘4] 13

Analysis of Variance

[

Sum of . N Mean
Source Squares df Square F o)
~ Group ' 36.6814 2 - 18.3407 45,31 0.000
Condition 0.0492 1 0.0492 0.12 0.728
GXC 0.3305 2 0.1653 0.41 0.666
Error . 23.0743 57 0.4048
. §§
¢
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Table 19:- Personaiity Factor Score Means‘and , _
Analysis of Variance? Group by Feedback Condition,
Factor 3: Self Control. ,

Means and Standard Deviations

Céndition . Anorexic Bulimic Control
Positive ™M - 0.287 {4 1.352 - 0.735
. sb 1,271 . - 0.500 . 0.632

n 9 9 13

Negative M - 0.715 - 0.477 - 0.231
‘ SD . 0.565 0.812 .403

n : 8 11 13

5 . . r.

S

Analysis of Variance

Sum of Mean
~Source Squares . df Square F P
Group 23.3316 2 11.6658 21.80 0.000
Condition 3.1845 1 3.1845 5.95 0.017
GXC 7.8917 2 3.9458 7.37 0.001
Error ) 30.5033 57 0.5351
- .

1 0 0 ,,‘:“i,"
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. Table 20: Pairwise Comparisons of Personallty

Factor Scores by Group.

Mean

, Comparison _ Différence t at p
Factor 1
Restricter/Bulimic -~ 0.58 - 2.43 64 0.0180%
Restricter/Control = =~ 1.54 - 6.82 64 0.0000%*
Bulimic/Control ' - 0.95 - 4.18 64 0.0000%
£ : Factor 2 J
. . //»
Restricter/Bulimic 0.50 2.47 64. 0.0160*
- Restricter/Control - 1.76 9.28 64 0.0000%*
¢+ Restricter/Control 1.26 6.58 . 64 0.0000%
P}\¥
Factor 3
Restricter/Bulimic - 1.07 - 4.25 64 0.0001*
Restridter/Cog§rol ‘ 0.39 1.64 64 0.1058
Bulimic/Contrg 1.45 5.08 64 0.0000*
*p < .05
1
L
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Table 21: Pairwiseféomparisons Among Personality »
Factor Score Means, by Group and Feedback Condition
Factor 1. ‘ :

Mean

Comparison + Difference t W:T: p
Restricter Positive/ S o )
Restricter Negative 0.7¢ 2.12 57 .0380

. \ L ' & .
Restricter Positive/ . :
Bulimic Positive - 0.67 - 1.98 57 .0526
Restricter Positive/-  ° - |
Control Positive - 2,09 . = 6.72 57 - ,0000%*
Restricter Negative/ 7 )
Bulimic Negative - - 0.39 - 1.17 57  .2465
Restricter Negative/ . ,
Control Negative - 0.95., . - 2.95 57 .0046*
L T W
'
Bulimic Negative/ ' :
Control Negative - 0.56 - 4,91 57 .0616 o
. /,
«Bulimic Negative/ S ,
Bulimic Positive C0.46 —1,43 57 .1580 /
I . A
. \\ ' e oy 3 \zn//
.~ Bulimic Positive/ . e ,
: Control Positive - 1.42 - 4.57 . 57 - .0006%
p < .057 /
/
) R // ’ R
/:l
Lowl 102



/' .
Table 22: Pairwise Comparisons -Among Personallfy

re

Factor Score Means, by Grqup and Feedback Condltlon

Factor 2.
Yo
—
o Mean ) LN
Comparison Difference t df p 7
Restricter Positive/ S ﬂ\\\—\\\\\\~
Restricter Negative 0.04 0.14 57 .8888 ’
Restricter Positive/
Bulimic Positive 0.37 1.26 57 .2210
Restricter Positive/ .
Control Positive 1.58 5.72 57 .0000%*
_Restricter Negative/ : 4 P :
Bulimic Negative 1.83 6.64 57 .0000* -
Restrigter Negatlve/ . ' ,
Control Negative 1.87 6.57 57 .0000*
Bulimic Negative/ :
Control Negative 1.25 4,78 57 .0000* -.
Bufimic Negative/ R
Bulimic Positive 0.04 0.14 57 .8911
/
Bulimic Positive/
Control Positive 1.21 4,37 57 L0001 %

*p < .05
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Table 23: Pairwise Comparisons Among Personality -

: Factor Scoré Means, by Group and Feedback Condition
Factor 3. . '

S Mean
Comparison™ Difference t dat D
" - _
v r.r e -
. ‘a; £ "
Restricter Positive/ o
Restricter Negative - 1.00 - 2.82 57 .0066%*
Restricter Positive/ .
Bulimic Positive - 1.06 - 3.09 58 .0031*
Restri&;er Positive/ a ;
Control” Positive - 1.02 3.22 57 ©.0021%
Restricter Negative/ . }
Bulimic Negative - 1.18 T 3.51 57 .0009%*
L;Restricter'Negative/ - .
Control Negative - 0.48 - 1.47 57 .1470
Bulimic Negative/ R A
Control Negative 0.71 2.36 57 .0215%
Bulimic Negative/rr

Bulimic Positive - 0.87 - 2071 587 .0090%

Bulimic Positive/ , :
Control Positive 2.09 6.58 57 .0000*

*p < .05 -
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this was significant when the Bonferroni correction was
disregarded (t(2,57) = 2.12, p < .03). Bulimic subjects in the
positive condition had lower mean self esteem factor scores than

those in the negative condition, but this-difference was not

significant.

The analysis of variance for Factor 2, the eating paté;%agy
factor, is presgnted in Table 18, There was a main effect for
group, Qith the highest scores obtained on this factor by
restricters (M = 0.833), followed by bulimiés‘(ﬁ = 0.332). This
difference was significant (t(2,64) = 2.7, p < .01). Higher
scores indf?éte a h;gher degree of pathoiogy. Restricters (M =
+0.83) scored signifi;antly higher than:controls (M = -0.928;
t(2,64) = 9728, p < :0000), as did bulimics (M = 6%332, t(2,64)
=36.55, p < ,OOOO)T\Sairwise comparisons on Factor 2, shown 1in
Table 22, indicated do difference$ between positive and negative
feedbaqk conditions for the eating disorder groups.

The patgern;Tor Factor 3, the Lack Qf Control factor, was
somewhat similar to Factor 1. There was a main effect for group
(F(2,57) = 21.8 p < .0000), a main effect for condition (5(1;57)
= 5,95, p < .01), and a group by condition interactionr(§(2,57)
= 7.37, p < {001). Pairwise comparisons indicated that the group
main effect resulted from a significant differencevbeﬁween
restricters (M = -1.68) and bulimics(M = +0.89) (t(2,64) =
-4.55, p < .0001), and between bulimics (M = +0.89) and controls.

(M = -0.55; t(2,64) = 4.18, p <.0000, df = 2,64). High factor 3

scores reflect a greater degree of concern or conflict with
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self—éontrol.
Pairwise comparisons on factor 3 are summarized in Table

23. The most important- findtng here was that restricters in the ‘/,/

positive condition (g'= #0.33) scored significantly bigher fhan

restricters in the ﬁegative condition (M = -0.65; E(éﬂS?) =

-2.83, p < .0066). Finélly,tépplyingrfhe multistage Bonferroni, S

this was als6 true for the bulimic neéative(g = +0.51) and ﬁ

positive groups (M = 1.37; t(2,57) = -2.71, p < .009).

;
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IV. Use of Factors in Body Image Distortion Analyses

21

B

Because of the small sample size#and the dfstfibufion of -

]

scores resulting. in some empty cells, the factor séores could
not be used as a grouping variable. In any case, this would havé
. }

been'confounded, as notedg with feedback condltlon (Yo) would“”
) +

8. . o
have been inappropriatg. Thus, group by condition analyses of &
& . <

covariance were performed on each of the change scores,

examghing each factor as a potentlal covariate ofﬂBC scores. ;,ﬁ'

These analyses are summar;zed in Tables 24 to 26. None of the

! y

factor .scores was a significant covagiaﬁe of change in body

’

X . -
&k : . ‘

image. L : : ' o/
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‘Table 24: Analysis of Covariance on BC1
: with Personality Factors as Covariates.
‘ : Sum of Mean
Source Squares af Square F P
Group 24,4015 2 12.2007 0.87 0.426
Condition "18.2881 1 18.2881 1.30 -0.259
GXC 6.7868 2 3.3934 0.24 0.786
Covariates
Factor 1 6.1143 1 6.1143 0.43 0.512
Factor 2 2.8503 1 2.8503 0.20 0.654
Factor 3 5,0825 1 5.0825 0.36 0.550
All 10.5799 3 3.5266 0.25 " 0.860
Error 760.9230 54 14.0911 '
Table 25: Analysis of Covariance on BC2 :
with Personality Factors as Covariates.
Sum of Mean
Source Sgquares daf Square F P
Group 18.1650 2 9.0825 1.23 0.299
Condition 21.04%26 1 - 21.0426 2.86 0.096 -
G XC 50.0883 "2 25.0441  3.40 0.040
Covariates : , v
Factor 1 3.5455 1 3.5455  0.48 0.490
Factor 2 0.0201 1 0.0201. 0.00 0,958
Factor 3 0.0362 1 - 0.0362 0.00 0.944
All - 3.8959 3 1.2986 0.18 0.912
- EBrror-, 1397.8002 54 7.3666
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Table 26: Analysis of Covariance on BC3
‘with Personality Factors as Covariates.

Sum of Mean

Source ' Squares af Square " F P
Group 10.8924 2 5.4462 0.30 0.742
Condition 0.0965 1 0.0965 0.01 0.942
G X C 30.1224 2 15,0612 0.83 0.442
‘Covariates - ' » i
-Factor 1 18.9720 1 18.9720 1.04 0.312
"Factor 2 3.3496 1 3.3496 0.18 0.669
Factor 3 4.2607 1 4.2607 0.23 0.630
All 22.0841 3 7.3613 0.40 0.750
Error 983,7 80» 54 18.2181
AV
—
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V. Factor Analysis on Stereotype Data

The other major focus of the current study was to determine
‘whether there is a weight stereotype (i.e. "thin is competent™).
If so, would it be held more strongly in restricters and
bulimics than in normal weight controls, and would it'function
as a mediator of the relationship ﬁetween self-control feedback
and body image disturbance?

Pfeliminafy_analyses were performed on the stereotype
scores _in order to determine the Best way of combining the data.
Tﬁe daté consisted of ratings betwen 1 and 5 on 12
characteristics, for. 3 photograéhs of apparently different size
women, i.e. a total of 36 ratings by each subject. This data was
subjectéd to a principal components analysis, in a number of
different combinations, with the ‘same pattern of results
appearing repeatedly.

\For the analysis presented here for interpretatioﬁ, the
ratings of the fat photographs Qere subtracted from the average
of the ratiﬁss of the thin and ﬁormal photographs. This step was
taken since there was not a large discrepancy between the thin
and normal photos.

N The eigenvalues from the principal components analysis are

4

presented in Table 27. Of the various solutions attempted, the

mos?ilogiéaa was the two-factor solution; any further factors

A4d not provide a clearly interpretable pattern.
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Eigenvalues for Principal Components

Table 27:
Analysis on Stereotype Data.
. Cumulative Proportion
Factor Variance Explained of Total Variance
1 4.939465 .411622
2 2.411067 .615044
3 1.182201 .7133563
4 .639602 .766863
5 .619770 .818510
6 .559857 .865165
7 — .385747. .897311
8 .339338 . 925589
9 .284661 .949311
10 .263086 .971234
11 .215444 : .989188
12 . 129743 1.000000




£

The two-factor solution, which was subjected to an oblique-
quartimin rotation, is presented in Table 28. In control,
stroAg, confident, assertive, and competent all had high
loadings on Factor 1, all above .8, except for the last which
was .69. Lower positive loadings were obtained for intelligent
and socially skilled. The first stereotype factor was labelled a
genéral cémpetence factor. |
| _Factor 2 consisted of high positive loadings for friendl&,
likeab;g and warm (.92, .86, .75), with moderate loadings for

attractive and happy (.59, .53). Intelligent and socially

“skilled also had low loadings on this factor. Factor 2 was named

a likeability factor. Since the rotation was not orthogonal, the

two factors were significantly correlated (r(67) = 0.27, p <

.05), as might be expected.

Group Cpmparisons on Stereotype Factors

High factor scores indicate a larger discrepancy between
ratings of thin/normal versus fat stimuli, thus greater

adherence to weight stereotypes. A one way ahalysis.of variance

was performed on Factor 1 group means, which indicated a

significant effect for group (F(2,64) = 4.48, p < .01). This
analysis is‘bresented in Table 29, along with group means.
Pairwise comparisons indicate that restricters (M = +0.50)
scored higher than bulimics (M = -0.31; t(2,64) = 2.76, p <

.007). Applying the Bonferroni(correction, the difference

112



Sorted

Factor Analysis on Photograph Ratings:*
Rotated Factor Loadings.

Characteristic Factor 1 Factor
In control _.864 .056 -
Strong .855 -.093
Confident .853 -.052
Assertive -.845 -.201
Competent .694 w127
Friendly -.131 ..928
Likeable -.13 .861
Warm -.030 .795
Attractive .246 .595
Happy .448 .536
Intelligent .482 .258
Socially Skilled .473 .352
* Factor 1 and Factor 2 r = .27,p < .05
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between restricters (M.= +0.508) and controls (ﬁ = -0.171) was
also significant (t(2,64) = 2.43, p < .017). There was no -
significant.difference on this factor between bulimics and

controls,

Y

As with the factors derived from the psychometric data, it

was important to know whether the stereotype factors differed by
feedback condition. Accordingly, a two way analysis of variance

was cdqﬁucted, whichishowéd no effect for condition, and no

T

interaction. This analysis: is preséntéd in Table 30.

s
€

One way and two way analyses of variance wefe conducted on
Factor 2 (likeability), with no differencesfbetweeé or within

groups on this factor. These analyses are presented in Table 31..

114



:
. ‘ |
Table 29: Stereotype Factor Scores* Means anf :
Standard Deviations, Factor Analys s and Pa1rw1se
Comparisons. 1 :

: ]

Means and Standard Deviatibns

Restricters Bulimics Controls
e 0.508 - 0.311 -lo.171 4
SD .008 0.946 0 907 -
‘n 21 20 i 26
. |
Analysis of Variance by Grioup
|
|
Sum of Mean 1 ‘
Squares daf Square 'F p
Between 8.1102 2 4.0551 4.48 0.015
Within 57.8897 - 64 0.9045
Total 65.9999 66
Pairwise Comparisons
Mean -

Difference t df p
Restricter/Bulimic, .82 2.76 64 .0076%*
Restricter/Control , .68 2.43 64 © .0179%
Bu11m1c/Control - .14 , . - 0.50 64 .6204

pd
*p < .05 P
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Table 30: Analysis of Varfance onmStereotype
' Factor Scores: Factor 1; Group by Condition.

: Sum of Mean

Source Squares daf Square - F P
Group 8.31037 2 4.1551 4.84 .010
. Condition 0.34001 1 “0.34101 -~ 0.40 .530
G XC 1.98 2 0.99105 1.15 .320
Error 48.93929 58 0.85858
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Analyses of Variance on Stereotype

.- Factor Scores: Factor 2.
by Group
, -Sum of Mean
Source Squares at Square F P
Between 1.18447 2 0.5723  0.56 7910
Within 64.8552 64 1.0134
Total 65.9999 66
Group by Condition
: Sum of Mean ,
Source Sunres af Square F. P
1
) L
. Group i 1.2787 2 0.6393 0.57 .566
Condition 0.0461 1 0.0461 0.04 .839
G X C 0.3761 2 0.1880 0.17 .844
Error: 63.3893 57 1.1120




VI. Stereotype Factors and Body Image

An analysis of g¢ovariance on BC scores (group by conditibn)
was conducted with Factor 1. and Factor 2 as covariates. Theée
analyses -are summarized in Tables 32 to 34. Neither of the

stereotype factors was a significant covariate of changg‘in body

image distortion.
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®
N

Analysis of Covariance on BC1

with Stereotype Factors 1 and 2 as Covariates.

Mean

, Sum of
Source Squares df Square F P
Group 13.0353 2 6.5176 0.47 0.629
Condition 33.7412 1 33.7412 2.41 0.126
G X C 20.2777 2 10.1388 0.72 0.488
Covariates
Factor 1 2.1052 1 2.1052 0.15 0.699
Factor 2 0.0022 1 0.0022 0.00 0.990
All - 2.2897 2 1.1448 0.08 0.921
Error 769.2133 5 13.9857
Table 33: Analysis of Covariance on BC2 ,
with Stereotype Factors 1 and 2 as Covariates.
Sum of ~ Mean
Source Squares df Square - F P
Group 56.4994 2 28.2497 3.97 0.024
Condition 24.4538 1 24.4538 3.43 0.069
G X C B 58.7195 2 29.3597 4.12 0.021
Covariates - - S i
Factor 1 9.4519 1 9.4519 1.33 0.254
Factor 2 0.0227 1 0.0227 0.00 0.955
All 9.8765 2 4.9382 0.69 0.504
‘Error 391.8197 5 7+1239 '




W

Table

34: Analysis of Covariance on BC3 .
with Stereotype Factors 1 and 2 as Covariates.
o Sum of o Mean
Source Squares df Square F P
s /‘
Group 15,8620 2 7.9310  0.44  0.644
- Condition 0,7458 1 0.7458 0.04 0.839
G X C 12.5094 6.2547 0.35 0.706
Covariates :
Factor 1 '20.4787 1 20.4787 1.14 . 0.289
Factor 2 0.0107 1 0.0107 0.00 0.980
All 21.6475 2 10.8237 0.60° 0.549
Error 984.2146 55

17.8948
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VII. Correlations Between Factor Scores and Dependent Measures

w0

Pérsonality Factor’Scores“

" Correlations wére computed between §actors 1,2 and 3 and
BC Scores, separately by group. These are presented in Table 35.
None of the correlations between factor scores and BC scoreslwas
‘significant'when‘the Bonferroni correction. was applied, - \
correcting for 9 cbrre}ations within-eachjgroup. When this

" correction was disregarded, a higher degree of overestimation on
body image measures 1 and é was related to higher scoréé on
Factor 2 (eating pathology) in the restricter group (QZ{%.OZ),
This correlation was not significant for B3. There was no =4

significant correlation between Factor 1 or 2 and BC in the
: . _ y

>

bulimic or contrdl groups. Factor 3 (control) was negatively ‘ ~
corre}ated with B1 in the bulimic group, but this did not reach

significance.

;;I-:a‘pe::

Stereotype Factor Scores

<

Correlations between Factor 1 (competence) and B Scores.
indicated that higher scores on this factor were ,related to a

greater degree of distortion on measures 1 and 2 for restricters
. ) o ' # '
.- (r = +.62, p < .01; £ =+.56, p < .01). This correlation

v ) -~

*”‘\1. 2 1



Table 35: Correlati?ns Among Personality Factor Scores* and B.

G

Bt B2 B3
‘Resfricters :

’ Factor 1 -0.312 -0.218 -0.243
Factor 2 - +0.512%* +0.543%*% +0.475
Factor 3 -0.024 +0.055 -0.059

Bulimics . . -
Factor 1 +0.096 0 +0.127 ~+0,176
Factor 2 -0.004 - =0.007 +0.051

. Factor 3 -0.401 -0.195 - +0.347
B - -

Controls ) . : .
Factor -1 +0.114 -0.070 -0.028
Factor 2 : +0.049 - +0.180 +0.233
Factor 3 : +0. 12 +0.113 -0.015

* Factor 1 Self Esteem
Factor 2 Eating Pathology . . o
. Factor 3 Lack of Control : B g
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apEEEpched sighificance. The correlation between Factor 2' 7
(likeability) and body image was not significant for any of the
groups. None of thé ;ofrélations between steréotype factors and
body image reached significance for bdlimic or control groups.

These figures are .presented in Table 36.

7
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Table 36: Correlations Among Stereotype Factor Scores* and B.

B1 B2 B3

Restricters '

Factor 1 +0.628% +0.566%* +0.410

Factor. 2 +0.398 ' 0.095 +0.011
Bulimics ' —

Factor 1 +0.031 ) +0.063 -0.072

Factor 2 _ -=-0.096 -0.351 - +0.293 -

{

Controls o » |

Factor 1 +0.118 -9.077 -0.042

Factor 2 +0.098 +0.075 +0.142
* Factor 1 Competence

Factor 2 Likeability
2/7 -
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VIII. Repeated Measures Analysis of Covariance

In regard to the personality'factors, Factor 1 and Factor 2
(self esteem and eating pathology) were correlated with B for
restricters. Factor 3 was related to B for bulimics, although
not at a statistically significant level. Calories consumed was
a significant covariate for B3. Hence, it was decided to use
these factors-in combination as covariates .in a repeated
measures analysis of variance. This analysis is presented in
Table 37, with adjusted cell means in Table 38. The combined
effect of these covariates was significant, indicating that
these variables; self esteem, eating pathology and calories
consumed were significant covariates of aﬁy changes in body
rimage distortion scores. The effect of time, in fact, was no
longer significant, suggesting that changes could be explained
by these variables. ’

Although, as noted, the resulting two way analysis‘on
adjusted cell means did not reach significance, the pattern is
more apparent when seen in graphic form, as in Figures 5 and 6.
Restricters and bylimics receiving negative feedback initially
improved in their body image perceptions, showing less
distortiir but after eating returned to their initial level,
while controls continued to improve. Restrictergﬁand bulimics
receiving positive feedback did not alter in their perception‘of

-

‘body image, even after ‘eating. While control subjects receiving
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Table 37: . Repeated Measures Analysis of | /

’ of Covariance on B1, B2, B3; With Self Esteem
Factor, Pathology Factor, and Calories as
Covariates.

Sum of Mean
Source ‘Squares df Square F p
Group 58.02618 2 29,0130 .48 0.620
Condition 44.67016 1 44,6701 .74 0.393
G X C 48.36815 2 —24.1840 .40 0.671
Covariates 343.39228 1 343.3922 5.70 0.020
Error (1) 3375.73808 56 60.2810

ime 21.58825 2 10.7941 1.69 0.190

X G 16.30065 -4 4.0751 .64 0.627

X C 19.57298 2 9.7864 1.53 0.221

XGXC 32.94947 4 8.2373 1.29 0.279

ovariates 2.71149 1 2.7114 42 0.516

rror (2) 723.64235 113 6.4039 .

-
;
. )
126



Table 38: Mean Body ‘Image Scores* BT, B2, B3;
Adjusted for Covariates: Self Esteem Factor,
Pathology Factor, Calories. '

BI 1 BI2 - BI3

Restricters _
Positive(n=8) : ' -
| 102.36 102.19 « 102.08
Negative(n=9) - -
105.12 101.98 104.69
Bulimics R\‘
Positive(n=9) 2?
102.74 102.96 101.68
Negative(n=11)
, 104.95 . 103.76 104.65
Controls
Positive(n=13) ‘
101.88 101.65 102.76
Negative(n=13)
102.00 101.57 , 101.22

*Expressed as a percentage; accurate perception = 100
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Figure 5: Adjusted Means for Bi, B2, B3;
Covariates: Self-Esteem Factor, Eating
Pathology Factor, Calories.
Restricters, Bulimics and Controls;
Positive Feedback Condition.

105 *
104 | - Restricters
X — — - —X
% 103 Bulimics
102 Controls
101
100

B1 - B2 B3
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‘Figure 6:

“105

104

% 103
102

101

100

Adjusted Means for B!, B2, B3;
Covariates: Self-Esteem Factor, Eating
Pathology Factor, Caiories.
Restricters, Bulimics and Controls;
Negative Feedback Condition.

) / . Bulimics

[}

B1 : B2 B3
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positive feedback appeared to increase in body image distortion
somewhat after eating, relative to those receiving negative

feedback, the difference was not significant. B
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. D. Discussion
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I. A Note of CGaution

There were a number of features of the current studvahich
must be. considered as a context for interpréting the results.

Firstly, the sample size should be 1arger) in order to draw
stronger conclusions. Herver, given the strict diagnostic

criteria necessarily adhered to in the study, the number of

_patienté willing to volunteer for such research, and the time

&

constraints of an’individual'researchef, the sample sizes
reflect the number of subjects available for participétion over
a one-year period. = ~ . ' -

‘secondly, eatiﬁg disorder patients referred to Shaughneéél
Hospi£al'may be more chronic than those usually reported in the
literature. Also, the current sample seems to reflecf a somewhat
unusual patternLof’5ymptomatology, with the restricting
anorexics displaying more pathology than the bulimic patiehts?
The reverse is generally reported. This raises a question about
the generalizapility of the current results.

Thirdly, the sémple represented herein may havg been more
heterogeneous with respeét to age than usual, with a range of 14
to 32. Ideally, although a narrower age‘rang; would have been
preferred, it is not known whefhgr this may hdve influenced the

results, and again, it simply reflects the composition of the

available population.
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II. Body Size Overestimation

The present study did not find that overestimation of body
size was un;ahe o individuals with eating disorders. Normal

" weight controls :bérestimated to a similar degree, which is in
~accordance with the findings of Strober et al. (1979).

The effectlof the self control'manip@lation éﬁ body image
perception was not: immediately evident, in that the predicted
effeét did not occur. As reported earlier, the random assignment
of subjects to feedback condition resulted in restricfers
assigned to the positive condition scoring lower on a self
esteem factor than those in the negative condition. Although
this difference did no£~rEEéﬁ;§i§hificance under the strict
Bonferroni correction, it may have been sufficient to weaken the
manipulation, The direétion'of the difference waé the same for
the bulimic subject groupé,.although the difference was not
significant.

At least as importantly, subjects in the two feedback
conditions differed on the control factor. Restricters receiving
positive feedback scored significantly higher on this factor
" than those receiving negative feedback; tﬁis was also true for

the bulimic subjects when disfegarding the Bonferroni
correction.ﬂThis factor, comprised of séores on the bulimié
subscale of the EDI, the self control':subscale of the I-E scale,

the Restraint scale, and locus of cont;ol, seems to directly tap
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, e
subjects bellef structure about their lack of self-control ot
impulsivity. H;gher scores reflect greater concern with this
.dimension, hlgher restraint over eating behav1or;~and greatet
belief in an external locus of control.

In otherfwords,vagain by chance, the information givenftof
subjects ran directly counter £o their pre-existing levels of
belief in that very dimension. There is no way é@ knowing ‘
whether this was an important confound in the experiment, but it
seems likely that it weakened the effect of the manipulation.

In using such a manipulatién, which ie“likely to affect
self-esteem, it is necessary in‘the first place to walk a-fine
line between being ineffective, or being too “effective“; thus
detrimental to the participants, especially with a clinical
population. Thus, this confound 1s, at least, problematlc, and

should be con51dered in futurg studles as a dimension on,whlch
%
F , 13'- - T

4

it might be important to match Subjects.
The second major hypothesis of the study concerned the“‘
combined effect of the self-control manipu ation-plus eeting
food, on body image measﬁres. ‘In examlnlng the changes in body
image.distortion follczing the meal, it seems‘plau51ble that
whatever effect the man;pulatlon had, it was delayed. The only
significant difference, considering the Bonferroni correction,
was between restricters a\q controls receiving negative
feedback. Following.negative feedback; plus eating a meal,

restricters’ perception of their body size increased, while that

) - p -
of controls decreased, regardless of feedﬁéck. I1f the Bonferroni

3 -

L=
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correctioﬁ”igtdis;egarded,_a significant dgfference was fognd
between posiéive and negative conditions for restricterslgéuch
that ﬁegative feedback, as noted, resultedfin an increaéé‘in

distortion, while positive feedback resulted in a decrease.

A diffenent”pattern)occurs in the bulimic group, with a

decrease in distortion fdllowiﬁ§ positive feedback, relative to

no change agFer negative feedback. This difference did not’ reach

EY

significance; but suggests a differential sensitiviﬁy to
positive or negétive evélﬁation.inrthese~two'pa£ient'groups,

~with restricters igqgring éositive but'respon&ipg to negative
imformation ébout themselves, and bulimics responding favorably
to positive informafion, with'less_reaction to negative

‘information. = -’ ‘ 1 e .

‘While previous studies (Freeman et al.,‘1980; Garfinkel et .

"al., 1978) found no effect of eating a meal on body imagé
distortion, thg current study found that significant changes 6r
trenas occurred after the meal, ratper than direétly‘followihg

"the feedback; Thisiéuggests that the self control manipulatibh
exert63‘;n,influénée, but indirectly. It is proposed that the
results be ingerpretgdfin'terms‘of é "priming effect” of‘seit
control feedbéck or beliefs. ‘

It is possiﬁlé_that patieﬁts withrnegatiVe infofm@}ion

+ .

about their effectiveness or self-control approached eating with

these beliefs uppermost in their minds, feeling defeated in

‘advance at any attempts td4g§ert self-control.

¥

-~

\ o

poes



v

- \N

Restricters receiving negative feedback tendéd to eat_iess_'
than those réceiving positive feedback. Perhaps ﬁeéative beliefs
or feedback (to which thé anorectic iﬁdividual sélectively‘ \
attends) resulted’in her eating more than she wished (the actual
‘amount being inconsequential), lowered self esteeﬁ, énd, |
fncreaseé”sensitibity to body size, reflected inxgteateg
- distortion. Button et ai. discussed this "lowered threshold of;
qensitivity‘to body changes"(1977), whict has been suggeéted as
‘;HpOSSibie'mechaﬁism for body.size overestimation by Slad;
(1979). This hypothesis receivéd some support ﬁromAthe,finding
that restricters receiviné negativt feedback tended to(eat>less
that those teceiving positive feedback, i.e. they exercised more
restraint, which is just Qhat they must do to maintain or
exacerbate theirvsymptoms. After positive feedback, when
subjects ate more, their restraint was relaxed, and body imagé
‘distortion decreased; This was also supported by the negative
correlation found betweeg reétraint and caloric consumbtion in
restricter and coﬁtrol subjects, compared with a positive
correlation for bulimics. It must be emphasized that this
‘interpretation is spetulative, andbthat, as:noted, the .
differeﬁce in éonsumption(between eating disorder groups was not
significant. E |

The pogitive relationship between calofic&éonsumpticﬁ and
V'reétraintbinibulimics may simply be re{lectivé of their

impulsivity, and their binge/purge cycie.rlt may be that the

greater likelihood of actual lack of control in this group is )
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- accompanied by, or results in, a greater perceived need for
control. In fact, as noted by Polivy (1978), restraint scores
tend to be hiéher in bulimic 'subjects. In the current study,
they were slightly:higher. They also ate significantly more th;n,
anorectics. ' | q

The relationships among‘self esteem and body image were
investigated via‘data reduction by means of a principal\%
component$ analysis, Along with seiégal\self concept scéfes,
level of depression, perfectionism and ineffectiveness from tpe
EDI loaded on the self concept factor. |

As expected, th:”éaiing disordered subjects scored
significantly lower than controls on this factor, Qith
restricter SUbjectskscoring lowest. This sugéests that o
restricters set high standards for themselves (i.e.
Perfectionism), which they then feel incapable of fulfilling
(i.e.-Ineffectiveness). Negative mood is bound to -result from
thig perceived discrepancy. The tenaency to pérfec;ionism ana a
high need for achievement has been reported clinically. Factor
1, the self concept factor, was significantly correléted with
. Factor 2, comprised of subscales from the EDI, sélf"fatings'of
asseftiveness and confidence, andithe variability subscale of
the TSCS, reflecting conflict. Factor 2 seems to reflect‘a
dimension of pathology, which would be expected to be correlated
with self esteem. Interestingly, the third factor derived from

the data reduction (control concerns) was not highly correlated

with thé other two.
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It is not known why the restricters in the current sample
are lowef in self esteem and hiéher'in general pathology théh
the bulimics. It is usually reported in the literature (e.g.
Casper et al., 1980) that bulimic patients are more sérioUsly
disturbed that restricting anorexics, more resisfant to
treatment, and have a pooréf prognosis. It could be that the
partiéularrgroup of restricters referred to Shaughnessy Hospital-
is somewhat more disturbed than'is typically the case. Since \
Factor 2 was comprised mainly of EDI itéms, it was éxpectéd that
resfricters and bulimics wOuld score higher than cohtrols,
indicating considerably more desire for thinness,
dissatisfaction with bodyuwéight and size, ﬁigher need for
perfection, more maturity fears and greater interpersonalr
distrust. -

Control 'issues were a particular focus of thé current
study, and it is particularly noteworthy, first, that items
reflecting this issue clustered on Factor 3, and second, that it
. was essentially ﬁnrelated to self esteem or eating patholoéy!
Restricters and controls did not differ significantly on this
factor, inkfact restricters scored the lowest of all groups,
suggesting a highly éontrolled self-presentation. @ulimics
scored significantly higher that both restricters and controls,
indicating higher bulimié subscale scores, a(lower»perception of

personal self control, higher self criticism, and a greater

concern with weight and restraint of eating behavior. Total

locus of control scores (external), body dissatisfaction, desire
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for thinness, and moral self concept also contribute to thisi
factor. In all, it is suggestive of a high dégree‘of concern and
conflict relafed to self control issues.

When used as a covariate in an analysis of covariance, none ,
of the foregoing factors proves to be a significant covariaég of
éhange in body image distortion;'However, an examination of the
correlation between factor scoreé and individual body image
measurés suggests a pattern of relationship for restricters,
bulimics and controls. For restricters only, Factér 2, eating
pathology (on which restricters scored higher than bulimics) was
‘positively relatéd to body ima;e scores 1t and 2. This was not
the case for the remaining subject groups. Re-examining the
items on this factor, it appears that the highest loading’ftems,
perfectionism, desire for thinness, and body dissatisfaction,r
are mést responsible for this relationsﬁ}p. /)

The higher scores on factor 3 for bulimic% is in part due

|
to the bulimia subscale. This factor is slightiy more related to
.body image scores for bulimics, but negatively, i.e. higher
factor 3 scores are related to lower body image distortion.
Since the correlation is not significant, it is difficult to
i@terpret, but it is noteworthy that by body image measure 3,
the relationship has changed to a positive one (aftef eating).
It is possible that, in bulimic patients with an ekternal, low
self control orientation, the effect of eating was to increaée
their sensitivity tb body size, and increasertheir shbjective

size perception. The cognitive event responsible for this might
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bbe "Well; I've eaten all thatifood;'I‘ve lost control again; I'm
useless and fat"; |

Given thé’foregoing,_énd the finding that body size
overestimation did not dif}er for eating disorder and control
subjects, it seems likely that the meaning and the mechanism of
this overestimation differs in these individuals. For the eating
disorder groups, unlike the women with no eating diso;ders or
weight problems, overestimation is'intrgggtely connected with
low self esteem and pathological attitudes and behaviors
centering around eating behavior. Thus, while some level of
"inaccuracy of body size perception may be common in women, it
seems tb interaét with other factors, and function differently

in restricters and bulimics.
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III. Weight Stereotypes: Is Thin Competent?

The results of thefpresent investigation suggest that the
hypothesized weféht stereotype exists, albeit ip a somewhat
different form than anticipated. Although the ratings of the
apparently different—weight woméh did not strongly differentiate
thin qﬁd normal @eight, fat or overweight women are viewed as
less competent, strong, in control, intelligent, and socially
skilled than normal weight or thin women. Whenﬂall else is equal
(appearance, clothing, aftractiveness), thinner women are judged
more positively on these dimensions than fatter women. This ‘
certainly confirms what one might iﬁfér from the popular media,
television, films, magazines and beauty pageants. It also
confirms speculation regarding the connotations of achieving a
thin body size. Indeed it appéafs that body size 1is ;een as a
measure of achievemen? and worth in the sample studied herein.
It is interesting to ;ote that bulimics scored lower than
controls, with restricters scoring significantly higher than
controls (the festricter/cbntrol difference approaches
significance). In other words, stronger stereotypes regarding
thinness are held by anorectic patients. While there seems to be
a second stereotype related to greater likeabilityf warmth and
friendliness in thin women, this belief does not appear to vary

among groups, being held equally by restricters, bulimics and

normal weight controls.
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~ Adherence to a stereotyped belief about thinness and

competence did not function as a mediator of the relationship

between self control beliefs and body image distortion. However,

greater adherence to the stereotype is positively related to a

greater degree of body image'distortion for restricting

patfenfs. The more they believe in the positive value and
rewards associated with being thin, the more distorted their
perceptions of their body size.

This concurs with the relationship noted above regarding
the correlétion between eating pathology and body image
distortion. The more the.anorectic patient adheres to the
stereotype,;the more aigsatisfied she 1is with her body size, the

thinner she wishes to be, and the fatter she sees herself.

n
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Iv. Directigns for Future Reseach
;

Bruch (1978) has noted the importance of understanding the
anorexic's cognitive interpretation of events. The currenﬁ study
raisés some questions about the relationship among self-esﬁeem,
self control beliefs, body image and eating behavior in.
;norexics. In bulimics,'the battle for controil, and in
restricters the demonStfation of and need to maintain control
seem to be closely related to othér features of the disorder. It - -
is proposed that these beliefs or fears play a maintaining role
in the illness. h

Garner and Bemis (1982) have recentlf outlined a .cognitive
intervention approach to treatment of eating disorder patienés.
They note a number of common cognitive distorEiOns, including
all-or-none thinking, overgeneralization, and én over-emphasis
on body image and self control as indicators of self wofth.
Further detailed research is needed on these areas. Also, s‘a
continuation of. the current study, research is needed to
identify tﬁe specific events and beliefs in the lives of ®eating
disorder patients which trigger feelings of loss of control,
dieting or bingeing/vomitingvcycles.

The current findings point to the importance of addressing
issues of self-esteem and self-control in intervention programs.
Also, it is importat to encourage patients to critically examiné

ﬁhe validity of popular stereotypes about being thin, and
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attempt to discover other means of achieving a healthy self
image. Exploration of other avenues téiself worth might revolve
‘around realistically evaluafing interests, éptitudes and
abilities, identifying strengths, and setting gogls accordingly.

A previous study (Garfinkel eE“al., 1978) found4that
viewing one's image in a mirror did not alter body size

estimation in anorexics., However, the viewing was for only 10

<

seconds, and the éurrent reéearch”suggests that viewing of one's
image in a video monitor might be a useful meas of improving
body image perception, noted by Bruch to be a critical preéﬁrsor
of recovery in anorexia nervosa. In general, restricters and
bulimics tend to avoid mirrors, and often cover their bodies in
loose fitting clothing. It,wouid be interesting to inQestigate
whether rgbeated viewing of their own image, accompanied by
"cognitive restructuring" strategies; could result in more
accurate sélf-pefcéption. |

In conclusion, it is probably most informa£ive to view thé‘
current study as exploratory. It has served to raise more
qguestions for the researcher, rather Qhan_giving“definitive
answers, which in any case, are elusive in the field of eating
disorders. If the results herein contribute in some small way to
our theoretical and practical knowledge of anorexia and bulimia

nervosa, then Ehe researcher's goal haslbeen accomplished.

%
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E. Appendices
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Personality and Body Image

This study is designed to help us learh more about the relation-
ship between certain attitudes and beliefs people hold about themselves
and others, and somé personality characteristics. ' We are also interested
in how these factors are related to your body image, and thus will be
measuring your body image as part of the procedure. These measures will
require that you wear a leotard, which will be provided.

There are no right or wrong answers to the questions or ratings
asked of you, so please answer as you really believe. Your personal
responses or scores on any tests will remain completely confidential at
all times, since we are interested in how people respond on the average,
rather than in individual beliefs or attitudes. Approximately two hours
of your time will be required; one hour to complete the necessary
questionnaires (at home) and one hour in the lab to complete the body
image measures and discuss the questionnaire results.

Since we ask that you refrain from eating after 8:00 p.m. the
evening before, will be providing a lunch. As part of the procedure
-we would like you to eat some lunch, but want you to feel free to eat
~ as little or as much as you are comfortable with.

2

Consent Form

Having been asked by Patricia Hyatt of the Psychology Department
of Simon Fraser University to participate in the research progect
"Personality and Body Image", I understand the procedures to be used in
the study, and I understand that the procedures may be terminated at any
time, at my request, without affecting any on-going treatment program.h
I also understand that I may register any complaint I might have aboug
the study with the researcher named above, or with Roger Blackman, /
Chairman of the Psychology Department, Simon Fraser University. I may
obtain a copy of the results of this study, upon its completion, by
contacting Patricia Hyatt.
I agree to participate in the procedures ocutlined in the above
description of the study, during the period June, 1983 to June, 1984.

Shaughnessy Hospital / Simon Fraser University

DATE

NAME SIGNATURE

 WITNESS

-

(please remove one copy and retain for your information, sign and leave
the remaining copy in the booklet)}.
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Y EDI
! Y
I.D._
Age
' Pfesent Weight: Height:
. Highest Past Weight
(excluding pregnancy): . 1bs.
' ‘How long ago? *. months 7
How long did you weigh this? Amonths
Lowest Past Adult Weight: ) 1bs.
How long ago? months
How long did you weigh tﬁis? 7¥¥7;474monthsAﬂﬁggg,_Wgﬁnv,,_jv,,g,gg‘7AAa;f;,
what‘dé you consider your ideal weight?  1B3.
Aé; at which weight problem hegan (if any)
N Father's occupation ‘
Instructions: :
" This is a scale which measures a variety of attitudes, ¢

feelingsand behaviors. Some of the items relate to food _ _ - -
and eating. Others ask you about your feelings about yourself. ’
_ There are no tight or wrong answers to try very hard to be
. completely honest in your answers. Results are completely
confidential.. Read each question and place aﬁ (X) undér the
column which applies best for you. Please answer each
question very carefully. Thank you.

,s B

1

i
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o N 53
3‘5\\7‘;",56"&8'40
TS S e
()OO OO L
()Y O) () ) 2
(VO OO O 3
()OO0 OO 4
(O OO0 s
(€)X () ():() 6
OOOOOO 7.
() ()OO )y 8
O OOOOO o
() (), () () () () 11,
PO OO ) () vz
() () () )y () 13
() () (1 )y 14,
(YO 1)) () 15
() (Y)Y CyC) s,
() () ()Y C)Cy 17,
OO OO OO 18,
()OO OO0 1

(Y )y )y cy oy o)

()Y )Yy ey o)y cy Q)

Y CY ) () (Y ) 10, I feel ineffective as a person.

21.

22,

1

b

I eat sweets and carbohydrates without

feeling nervous.

| thlnk that_my stomach is too big.

I wish that I could return to the security-

of childhood.

Paak
I eat when I am upset. ,;g
1 stuff myself'With“féod.

I wish that I could be younger.

‘I think about dieting.

I get frightened when my feelings are

too strong.

I think that my thighs are too large.

fkfeel extremely guilty after overeating.

I think that my stomach is Just the
right size,

Only outstanding performance is good

enough in my family.

The hapyiest time in life is when
you are a child. '

I am open about my feelings,
I am terrified of gaining weight,
I trust others,

I feel alone in the world,

I feel satisfied with‘;he shape of my body.

”*/"1jj‘1fj‘1f)*1fj cCy oy iﬁr"'T’feéI*geﬁératiy’In‘tbntrot‘bf’things*%"*"”

in my Iife.

I get confused about what emotion

I am feeling.

I would rather be aﬂ adult than a child.
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| A o
oD 9 3
35 -§7 Qf. §§ ‘57 ié -
T Y S 9 QE ‘ | o ,
() () C) () C) () 23 Icancommnicate with others easily,
() () () () () () 24, T wish I were someone else.
()Y )Yy ¢) ) ¢) ) 25, I exaggerate or magnlfy the 1mportance
E of welght s
() () (') () () ¢« } 26, - I can clearly 1dentlfy what emotion
. I am feeling,
. - .
(Y)Y )Yy )y ) ) 27, I feel i?ﬁdequate,
() () )Y () () () 28, TIhave gone on eating binges where-
*\VL// . "I have felt that I could not’ stop
()Y C)Y )y ) ) )' 29, As a childy, I tried: verx hard to avoid °
: dlsappoxntlng my parents and teachers,
()Y (Y ()Y C) () 30, I have close relatzon§hips.
()Y ) ) (ﬂ) () () 31, I like the shape of my buttocks,
e — (3 Y L)) —32, -4—am~preeecup}edeithetheAde51reftohﬂ
o be thinner. a
()C) ()Y () () () 33 Idon't ‘know what's going on inside me.
() C) () () Y () 34, I have trouble expre551ng my emotioms
- ~ to others,
) Q) () () () () 35 The demands of adulthood are too great.
()C)Y ()Y () () C) 36. Ihate being less than best at things,
()Y o)y )y o)y ¢y )y 37, I‘feel secure abput myself.
()Y )Y C)Y C)Y () () 38, I think about bingeing fover-eating),
() () () ()Y () () 39, I feel happy that I am notr; child anymore,
() (X) () ( )A(Z) (] 4Q, I get confused as to whether or not
v I am hungry
() () t;) () () () 41, I have a low opinion of myself,
A ) ) €) £ )42, I feel that I can achieve my standards, -
L)Yy )y cy ¢) 43. My parents have expected excellence of me.
() (ﬂj ( ) () () () 44, I WOTTYy that my feellngs wxll get out

of control.

—
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45.

46,

47,

48,

~ .49,

.50,

51.

52,

53,

54,

- 55, -

56.

57,

58.

59,

60,

61,
62,
. 63,

64,

"I think that my buttocks are too large.

I th1nk that my hips are too big.

I eat moderately in front of others and
stuff myself when they're gone.

I feel bloated after eating a normal méal.

I feel that people are happiest when they
are chlldren.

If 1 gain a pound,~I worry that I will
keep gaining.

I feel that- I am a wor;hwhile'person.

When I am upset, I don't know 1f I am
sad, frlghtened or angry.

I feel that I must do things perfecfly,
or not do them at all,

I have the thought of trying to vomit in

.order to lose.welght

I need to keep people at a certain distance .
(feel uncomfortable if someone tries to
get too close). 7 .

I think that my thighs are just the
right size, .

I feel empty inside.

I can talk about personal thoughts
or feelings,

The best years of your life are when

L.

you become an adult,

T have feelings I can't quite.identify,
I eat or drink in secrecy,

I think that my hips are just the right size,
I have extremely high goals,

When I am upset, I worry that I will

_start eating.
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Beck Inventety>

On this questionnaire are groups of statements. Please
read each group of statements carefully. Then pick .
out the one statement in each group which best ‘
describes the way you have been feeling the : /
PAST WEEK, "INCLUDING TODAY. Circle the number

beside the statement you picked. If several

statements in the group seem to apply equally

well, circle each one. Be sure to read all the
‘statements in each group before making your chaoice,

=

do not feel sad.

1.01
1 1 feel sad.
\\v 2 I am sad-all the time and I can't snap out of it.
3 I am so §ad or unhappy that I can't stand it.
2,0 I am not "particularly discouraged about the future.
1 I feel discouraged about the future,
'2 I feel I have nothing to look forward to.
3 1 feel that the future 1is hopeless and that things
cannot improve. ~
3.0 I do not feel like a failure. - -
1 I feel I have failed more than the average pe:son.
2 As I look back on my life, all I can see is a lot
of failure. ' o
3 I feel I am a complete failure as a person.
4.0 I get as much satisfaction out of things as I used to. .
1 I don't enjoy things the way I used, to.
2 I don't get real satisfaction out of anything anymore.
3 1 am dissatisfied or bored with everything.
5.0 I don't feel particularly guilty.
1' I feel guilty a good part of the time.
2 I feel quite guilty most of the time.
3 I feel guilty all of the time.
6.0 I don't feel I am being punished.
1 1 feel 1 may be punished.
2 1 expect to be punished. - ,
3 1 feel I am being punished. , »
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don't feel disappointed in myself.
am disappointed in myself.

am disgusted with myself.

hate myself.

don't feel any worse than anybody else,

am critical of myself for my weaknesses or mistakes.
blame myself all the time for my faults.

blame myself for everything bad that happens.

don't have any thoughts of killing myself.
have thoughts of killing myself, but I would not
rry them out.

2 I would like to kill myself.
3 I would kill myself 1if I had the chance.

0 I don't cry any more than usual.

1 I cry more now than I used to.

2 I cry all the time now,. :

3 1 used to be able to cry, but now I can't even though
I want to.

0 I am no more irritated now than I ever was.

1 I get annoyed or irritated more QAbily than I used to.

2 1 feel irritated all the time now.

3 I don't get irritated at all by the things -that used
to irritate me. o R

0 I have not lost interést in other people.

1 I am less interested in other people than I used to be.

2 I have lost most of my interest in other people.

3 I have lost all of my interest in other people.

0 I make decisions about as well as I ever - could.

1 I put off making decisions more than I used to.

2 1 have greater difficulty in making decisions than
before.

3 I can't make decisions at all any more.

Nl--o_

I don't feel 1 look any worse than I used to.
I am worried that I am looking old or unattractive.
I feel that there are permanent chariges in my

appearance that make me look unattractive.
3 I believe that 1 look ugly. '
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15.0
1

2

s
16.

No—-O

21.0

I can work about as well as before.

It takes an extra effort to get started at doing
something.:

I have to push myself very hard to do anything,
I can't do any work at all. '

N >

I can sleep as well as uwsual.

I don't sleep as well as I used to.

I wake up 1-2 hours earlier than usual and find
it hard to get back to sleep.

I wake up several hours earlier tham I used to

and cannot get back to sleep.

don't get more tired than usual.

I
I get tired more easily than I used to.
I get tired from doing almost anything.
I am too tired to do anything. -
A
My appetite is no worse than usual. -
My appetite is not as good as it used to be.
My appetite is much worse now.
I have no appetite at all anymore.

haven't 16st much weight, if any lately.
have lost more than 5 pounds.

have lost more than 10 pounds.

have lost more than 15 pounds.

am purposely trying to lose weight by eating less.
es No —

M

I am no more worried about my health than usual.

I am worried about physical problems such as aches
and pains, or upset stomach, or constipation.

I am very worried about physical problems and

it's hard to think of much else.’

I am so worried about my physical problems that I
cannot think about anything else.

I have not noticed any recent change in my interest
in sex. -

I am less interésted in sqx than I used to be.

I am much less interested,in sex now.

I. have lost interest in sex completely. -

z
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Personal Beliefs Inventory

This is a questionnaire to find out the way in which
certain important events in our society affect different people.
Each item,consists of a pair of alternatives lettered a or b.
Please select the one statement of each pair (and only—one)—
which you most strongly believe to be the case as far as you're
concerned. Be sure to select the one you actually believe tp be
more true rather than the one you think you should choose or the
one you would like to be true. This is a measure of personal
belief: obviously there are no right or wrong answers.

Please answer these items carefullz but do not spend too
much time on any one item. Be sure to find an answer for every
choice. Circle the a or b beside the one you choose as the

statement more true L

In some instances you may discover that you believe both
statements or neither one. In such cases, be sure to select the
one you more strongly believe to be the case as far as you're
- concerned. Also try to respond to each item independently when
making your choice; do not be influenced by your previous
choices. ‘

l.(a):Children get into trouble because their parents
punish them to6o much.
(b) The trouble with most children nowadays is that
their parents are too easy with them.

LY

2.(a) Many of the unhappy things in people's livés are
partly due to bad luck. ,
(b) People's misfortunes. result from the mistakess
they make. - »

»
3.(a) One of the major reasons why we have wars 1is C
because people don't take enough interest -in-
politics.
(b) There will always be wars, no matter how hard
people try to prevent them.

4.(a) Even when there was nothing forcing me, I have
found that 1 will sometimes do things I really
did not want to do.
(b) I always. feel in control of what I am doing.
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5.(a) In the long run people get the respect they
deserve in this world. -
(b) Unfortunately, an individual's worth often passes
unrecognized no matter how hard he tries.

6.(a) The idea that teacheré are unfair to students is
nonsense. \
(b) Most students don't realize the extent to which
their grades are 1nf1uanced by accidental
happenings. \

|

7.(a) Without the right breaks one cannot be an
effective leader. ] v
(b) Capable people who fall to become leaders have
N not taken advantage of their opportunities.

8.(a) Sometimes I impulsively do things which at othef
times I definitely would not let myself do.
(b) I find that I can keep my impulses in control.

9.(g» No matter how hard you try some people just don't
like you.
"(b) People who can't get others to like them just
don't understand how to get along with others.

10.(a) Heredity plays the major role in determining
personallty.
(b) It is one's experiences in life which determine .
what they're like.

11.(a) T have often found that what is going to happen
will happen.
(b) Trusting to fate has never turned out as well
for me as making a decision to take a definite
course of action, :

12.(a) When I put my mind to it I can constrain my
emotions.
(b) There are moments when I cannot subdue my
emotions and keep them in check.
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13.(a) In the case of the well prepared student there
is rarely if ever such a thing as an unfair test.
(b) Many times exam questions tend to be so '
unrelated to course work that studying is really
useless. »

"14.(a) Becoming a success is a matter of hard work,
luck has little or nothing to do with it.

(b) Getting a good job depends mainly on being in
the right place at the right time.

15.(a) The average citizen can have¢ an influence in
government decisious.
(b) This world is run by the few people in power,
and there is not much the little guy can do
about it. ' :

16.(a) People cannot always hold back their personal
desires; they will behave out of impulse.
(b) If they want to, people can always control their
immediate wishes, and not let these motives
determine their total behavior.

17.(a) When I make plans, I am almost certain that I
can make them work. :
(b) It is ndt always wise to plan too far ahead
because-many things turn out to be a matter of
good or bad fortune anyway.

1 o

18.(a) There are certain people who are just no good.
(b) There is some good in everybody.

19.(a) In my case ;NLLkng what 1 want has llttle or ¢
- nothing to do with luck.
(b) Many times we might just .as wpll decide what to
do by flipping a coin.

20.(a) Although sometimes it is difficult, I can always
wilfully restrain my immediate behavior.
(b) Something 1 cannot do is have complete mastery
over all my behavioral tendencies.
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21.(a) Who gets to be the boss often depends on who was
lucky enough to be in the right place first.
(b) Getting people to do the right thing depends upon:
ability, luck has little or nothing to do with it.

22.(a) As far as world affairs are concerned, most of
us are the victims of forces we can neither
. understand nor control.
(b) By taking an active part in . political and social
affairs the people can control world events.

23.(a) Most people don't realize the extent to which
- their lives are controlled by accidental . ;
-happenings. : :
(b) There really is no such thing as gluck

24.(a) It is possible for me to behave in a manner very
different from the way I would want to behave.
(b) It would be very difficult for me to not have
mastery over the way I behave. :

25.(a) One should always be willing to admit mistakes.

(b) It is usually best to cover up one's mistakes.
: ' -8 .

26.(a) It is hard to know whether or not a person
really likes you.
(b) How many friends you have depends upon how nice ~
a person you are.

1

{

27.(a) In the long run the bad things that happen to us
are balanced by the good ones '
(b) Most misfortunes are the result of lack of
ability, ignorance, laziness, or all three.

28.(a) Self-regulation of one's behavior is\always
possible..
(b) I frequently find that when certain things happen
to me 1 cannot restrain my reaction.

29.(a) With enough effort we can wipe out political
' corruption. N -

(b) It is difficult for people to have much control
- over the things politicians do in office. :

-
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30.(a)

(b)

31.(a)

(b)
32.(a)
(b)
33.(a)

(b)

34.(a)

(b)

36.(a)
(b)

37.(a)

(b)

Sometimes T can't understand how teachers arrive
at the grades they give.

There 1is a direct connection between how hard

I study and the grades I get. ’

A good leader expects people to decide for ?

themselves what they should do.
A good leader makes it clear to everybody what
their jobs are. ’

When I make my mind up, I can always resist
temptation and keep control of my behavior.
Even if I try not to submit, I often find I
cannot control myself from some of the
enticements in life such as over—eating :
or drinking. ’ '

Many -times I-feel that I have little influence
over the things that happen to me.

It is impossible for -me to believe 'that chance
or luck plays an important role in my life.

People are lonely because they don't try to be
friendly. '

There's not much use in trying too hard to
please people, if they like you, they like you.

There 1is too much emphasis on athletics in high
school. '
Team sports are #n excellent way to build
character. )

What happens to me is my own doing. ‘
Sometimes I feel that I don't have enough control
over the direction my Iife is taking.

Most of the time I can't understand why
politicians behave the way they do.
In the long run the peopleare regsponsible for bad

government on a national as well as on a local

level.
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Eating Habits Questionnaire

Circle one answer for each question.

1.

10.

How often are you dieting? :
Never Rarely Sometimes . Usually Always

What is the maximum amount of weight (in pounds) you
have ever lost within one month?
0-4 5-9 10-14 15-19 ] 20+

What 1s your maximum weight gain‘ﬁithin a week?

0-1 1.1-2 2.1-3 3.1-5 5,14

In a typical week, how much does your weight
fluctuate?

0-1 1.1-2 C2.1-3 3.1-5 5.1+

Would a weight fluctuation of 5 lb. affect the way
you live your life? ‘ .
Not at all Slightly Moderately Very much

‘Do you eat sensibly in front of-others and splurge

alone? ,
Never Rarely Often Always

' Do you give too much time and thought to food?

Never Rarely Often Always

5

Do ?ou have feelings of guilt after overeating?
Never ) Rarely Often Always

How conscious are you of what you're eating?
Not at all ’ Slightly Moderately Extremely

How many pounds over your desired weight were you

at your maximum weight? :
0-1 1-5 ’ 6-10 11-20 21+
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‘'Self-Appraisal Questionnaire

The following items ask about what kind of person you think
you are. Each item consists of a pair of characteristics,
with the numbers 1 to 10 in between. For example: .

Not at all N o | Véry
Friendly 12 3 4 5 ) 7 8 9 10 Friendly

. Just cirede the number, from 1 to 10, that you thdnk
beq} describes you. We will be discussing the accuracy of your
your self-perceptions later, so please take your time in
considering your ratings. ' ‘

Not at all _ . ' . L ;b Very
Competent 1 2 3 4 5 6 7 8 9° 10 Competent

Not at altl : Veny'“
Asgsertive 1 2 3 4 5 6 7 8 9 10 Assertive

Not at all - Very :
Confident 1 2 3 4 5 6 7 8 9 10 Confident

Not at all ’ - » Very much
ql\i? Control 1 2 3 4 5 6 7 8 9 10 In Control

Not at all ‘ ’ Very

Socially 1 2 3 4 5 ) 7 8 9- 10 Socially

Skilled ) ' 7 : Skilled
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‘PersonAPerception Scale

We a;e trying to find out how people's attitudes aﬁd
beliefg aboutAofher people go together. This kind of research is
qometihes réferred,to as person percéptioﬁ, that is, how we
learn to pérceive'ot@ers. o~ >‘ . | _

!

We would like you to look at each of the [photographs in

this package, and rate each individuai‘onrthe éharacterstics

listed, There is a separate set of scales for each phot&grapht'

-

Don't worry or thipnk too much about why you have a

particular feeling or reaction - it's strict1§7sgbjective, with

no right or wrong answers., 'gxwould just -1like your initial

a

"

reaction. e
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Photograph A

~

Circle the appropriate number:

unassertive loe.sa2s50003.5 assertive

o~
@
wn

incompetent l.o.oss2...03.-..4,.-.5 competent
unhappy lo.o.2....3..,,4..,..5 happy

cold l..:2200:03552008.0.5,5 warm

3]
o
o
©
o
o
@
.
°
o~
B
o
°
wn

‘not in control 1.,.. in control
unattractive loseo2ecse3c0ssb40.,,.5 attractive
unintelligent l..,..2....3..%.4..,.5 intelligent
unfriendly l....2.¢0¢3.c..4....5 friendly
not socially poised loesss2c0003c0s.8.0..95 socially ®poised
weak l.ooo2cu200300-54....5 strong

unlikeable l..20200003200-8....5 likeable

not self-confident 1....2..:.3.:s.4....3 self-confident
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Circle the appropriate

unassertive

incompetent

unhappy

cold

not in control

unattractive

unintelligent
:

mgfriendly

not socially poised

wealk

unlikeable

not self-confident

1

0

i,

1

1

1

°

Photograph B

v 2.

NN

number:

163

assertive

competent

happy

warm ‘ .
in coﬁtrol

attractive

intelligent

A

friendly o
socially poised
strong

likeable

self-confident



A

Photograph C

Circle the appropriate number:
unassertive l.oos22cece300:58000.D assertive
incompetent l...:2..:+3cc5.4....5 competent
unhappy leeos2ccee3ccaolocesd happy
coid loveoZ2i0es3c0aobose.5 warm

2.000300.04...,.5 ig control

st
@
o
°
°

not im c¢ontrol
unattractive looseolececlecsoboanssd attractive

unintelliigent 1....2.¢¢.3¢00.4,....5 inteliligent

unfriendly l..002000:3000.b.0...5 friendly

not soclally poised l.coc20csce3ccocbos5005 socially poised

[

weak l.oselocos3docoobosasd strong
unlikeable l.c:v0200003000cbooood Likeable

not self-confident leooes2oooedaovaboess self-confident
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