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. ABSTRACT . 
-2 * t' 

\ 

The effect of positive or negative'self-control feedba$k on 
$6 # 

b h y  %age distortion and eating behavior was. investigated in - .  

' I  
I sqeventeen patients with anorexia nervosa (restricters), t;wenty 

patients with bulimia nervosa (bulimics) and twenty-six normal 
/ 

weiight controls. Subjects first fom~leted a numbez' of 
1 

/ 
psychometric measures, includ%ng a self concept pcale and 

i 
/ 

- 

P 
measures related to self-control behaeio'r. A 

A - 
measure wgs also included, which required 

, - 
L \* 

participants to rate phobgraphs ofdifferent sized women on a 
I .  

\ 
number oi dimensions. 1t was anticipated that weight stere~types 

might mediate the relationship between self-control Ieedback and 
t - 

, 
the dependent measures, b d y  image distoktion ,and eating 

* f  

behavior. 

Bod image disbortion was niegbured using a distorting vide?. Y 7 

camera technique prior to the feedback manipulation, following 
1 

i 'i 
\ -  

the fgedback and finally, following a tandard'meal. The 
i 
\ 

.feedback manipulat ion1 involved in•’ or&ng parti6ipants that their 
r I r\ 

'level of se1.f control, according to scqres on questionnaires &* 
\ F 

they had completed, was higher (positive cond-ition) or lower 

i (negative. condition)' than they had. indicated on a, self-rating 

scale. 
ii <.  
' e  

~nivarcate analyses indicated that self-control feedback 
A 

alone had ne,ef fect on body image distortion. However, •’@owing 

> -, 
the  ingestion'%^ food, restricte~s receiving negative feedback 

\ 

showed an inc~ease in body image distortion relative to 



/) 

controls, while bulimics receiving positive feedback showed a 
f_  

4 

decrease in body image distortion relative to restricters an@ 

-\ \c.ontrols. This is interpreted in t e q s  of a "priming effect" of 
PI- i 

feedback, wlfich renders eating disorder patients more 
\: \ 

to body chan&,$ewh vulnerable to size overestimation, 

eating a meal. 
t i, 

A princ'ipal components analgses of the psychome ,ric data . 

3 

i i' < -  

.:indicated that self $oncept, eating pathology and self cbntrol 
1 .  

. factors had different patterns of relationship to body size 

ovefestimation for restricters, bulimics andcontrols. A 

i 

principal components analysi,~ of the ~tereotype data suggested 
I 

? 

that all subjects aqhered to weight stereoiypes ascribing 
I - 

greater com@tence:a$f likeability to thin versus fat women. 
rS 1 

Hoyever, only in restricting anorexics were theseQtereotypes 
a 

p06itiv~ely related to body size overestimation. , ,  

7 

The results are discussed in terms of p.ossible maintaining 

vqriables in anorexia and bulimia nervos~&~ with some suggestions 
$ '  B 

h 

% as to the implications of these results for intervehtion 
4" 

programs. 

', t 
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recent years has been suggested by Crisp et al. (1976) and 

Duddle (1973). This is thought to be trug also, fort 
8 

"subclinical" cases, which though not fitting strict diagnostic 

criteria for anorexia' hervosa, disple unusuzh eating and weight 
i 

cqncerds (~utton & ~hitehouhe, !981 *~arner & ,  Garf inkel, 1979) . *  
Other studies, citing an incidence of .37 to 5.8 per 

100,000, have 'reported pn, increase in recent decades of the L 
€ 
i 

number of anorexics seeking treatment  ones, Fox, Babigian & 
%. 5 b. - I ,' 

C 

Hutton, l98Of ~ e n d e l T w $ l ,  Hailey & ~Bbigian, 1973; Thearider, 
t e ,  / 

1970).'1n a study of schbolgirls in England in the 70's; one new 
3 -; 

case in 250 pupils age 16.and over was identijiedj(crisp, ~alrn~r F 4 

& Kalucy, 1 9 7 6 ) ~  a similar; rate to that' reported. by Nylander in - Y - 
Sweden ( 197 17. 

.( 

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

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

of a milder korm of the-illneis, not included in such figures, 
? 

is also rising. f l y  



- \ 

The anorexia nervosa syndrome was first described by Mor on 
3- 

in 1694, and more recently by Gull (1873) and Lasegue (1874)'. 
P 
', 

, Gull described "anorexia which led to starvation ..., great i 

emaci-ation, and apparen't weakness . . ." with *"a peculiar 
$$it ' r rest$essness,- dif ficult, I was informed, t o  controi" (pp: 133, i 

2 

134). Using the term anorexia nervosa, he described anLinstance 
d 

of the illness whichsled to death apparently &e only to 

starvation. 

Independently, and co currentiy, Lasegue des~ribed i _ PL 
"hysterical anorexia" ii ~atient~hith "diminished appetite and 

+ 
the conviction that food wSli prove injuriousw (Lasegue, 1874, 

p. 145). Both phy<icians postu'lated a psychic basis for the 

iliness, and Lasegue speculated about the psychological 
\ t 

nces on appetite control He described intrafamily 
P 

v conflict, with the anorexia becoming "qhe sole object of 
1" 

preoccupation and conversation", and the pleas to eat more, 

which "excess-of insistence begets an excess of resistanc'e" (p. 
->- 

149). Gull, and later, Charcot, similarly recommended that 

patieats be c&ea for "by persons with moral control over them, 

relations anp friends beLng the worst attendants (p. 316). 

~ a s e ~ u e  recognized the anorexic's denial of illness in 

, their "state of quietude' - I might almost say a condition of 

contentment truly-pathological" (p. xx). Gull and Lasegue both 



P 

noted the absence of underlying physical disease inherent in a 
,- 

diagnosis of anorexia nervosa. Later, Janet ( 1 9 2 9 )  discussed the 
i 

propensity of such patients to exercise excessively, due, he 

thought, 20 a suppression of the feeling of fatigue. 
These initih descriptioqs of the classical anorexic 

B 

reflect many of the core symptoms used -in arriving a diagnosis + 
- 

of anorexia even today. 
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- 

effect, an avoidance of pubertal development, with its 

connotations of sexual'maturity and demands •’of autonomy and 

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

b 7  

assertion of independence; this struggle is thought to be rrf. 
> 

central to the illness by Bruck and others (Dally & Gomez, / / 

1979). To gain a better understanding of anorexia, Bruch points 

out the need to discover the personal mq$nings and : " i ~  
pl 1 

interpretations given by patients to events ahd things, such as 1 
a 

bodysize, food or parental arishes. Similarly, G9rner and Bemis 

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

development and maintenance of the disdrder. 

Sours ( 1973)  differentiates primary and :secondary 'features; 
4 

'primary signs include willful and deliberate restriction of food 

intake, presented by the patient as a lack of appetite. The 

"relentless pursuit of thinness" becomes uppermost in the 

patient's life ( p c h ;  1978;. p. ix). There is a "frenetic 
d 

effort, experienced with great pleasure, to establish control 

over the body and its instinctual life, a motive that is central .- . 

to the ilJnessW (.Sours, 1973, p. 423).  voidance of and 

obsession with food and eating are a gart of the syndrome 
-14 

(Russell, 1979). The anorexic hay like to cook for and feed 

others, collect recipes, or take gourmet cooking courses, yet 

avoids kating. Frequently seen are hyperactivity and increased 
L L 

energy. The patient may engage iAprolonged exercise, for 

example, running long distances or doing strenuous calisthenics 

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



- .  \. / 
school achievement, spending long hours studying,.h reflection , 

Ikof their perfectionism or high need for achievemen; (Bruch, 
\ 

..? 1978 ) ,  The o t ~ e r  primary symptoms include 'amenorrhea, which may 
X .  - i % .% - = 

'even occur befor-e the eating disorder is evident, and in some 

cases,- bulimia, or binge eating (Bemis, 1978;  Bruch, 1973;. 

, Sdurs, 1 9 7 3 ) .  Secondary symptoms of anorexia nervosa, acc0ording 
-* 6 

\ to Sours, are manipulation of the environment, with refusal to 

eat as the means, distryst of those around'the patient, and 

sadness and built stemming from ambivalence about he,r illness. 

A similar distinction between prCmary or typical and 
1 

secondary or atypical anorexia is mad& by   all^ and Gomez 
( 1 9 7 9 ) .  Their criteria for anorexia include: 

m 

1 .  Active refusal by the patient to eat enough to 
maintain a normal weigh-t, and/or determined sustained 
efforts to prevent ingested food from being absorbed., . 
2. Loss of at least 10% of previous'body weight, 
3. Amenorrhea of at least three months duratrion  h hen 
menstruation has previously been regular. I f  
menstruation has Se%n, irregular, with gaps of" wo or R more months, the peribd of 'amenorrhea, must be jsbx months i 

or more. 8 \ i 
4. The patient's age & onset should be between 1, and 
3 5  years. But we recognize that atypical anorexia 1 

nervosa can occur at any time after this. --- 
5.  There must be no sign of organic disease which q g h t  
account f ~ r  weight loss, serious affective digorder, or 
schizophrenia. (p.12) I !, % 

'i 

Secondary anorexia nervosa differs from the above i? that 

.weight loss is not strictly a resuit of the pursuit of thinness, 

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

environment, paralleling the view of Sours. Body image and body . 
concept disturbances are not predominant. Other features may .*. 

differ from the typical pattern, e.g. age of onset is later than 



usual, amenorrhea may occyr later, appetite is more like to be 
t 

genuinely absent, whereas primary anorexics will admit to 

feelings of hunger. Dally et al. described primary anorexia 

nervosa as a "disorder of maturation, sparked off by puberty", 
1 

whereas in secondary anorexia nervosa, "weight loss is secondary 

to neurotic conflicts and difficulties in someone with a more- h 

/ 
developed persdnality" (p.19). The prognosis may be equally poor 

in both forms. 

Other features which are central in anorexia include 

distorted body image and perceptual disturbances ( ~ a r f  inkel, 

1994; Slade & Russell, 1973; Strober, Goldenberg, Green & Saxon, 

1979), lowered libido, denial of illness, resistance to 
" 

treatment, and unpleasant feelings of guilt after eating (Bruch, 

~;7 - -  ~EThough a fear of da=t and pursuit of thinness is evident * -  

in all anorectics, those who achieve their goal by food - .  

' restriction (restricters or abstainers) have been differentiated 

from those who binge eat and vomit or abuse laxatives to control 

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

Crisp, 1979; Beumont, 1977; Garfinkel, ploldofsky & 

1980). 
S 

Some recent researchers have suggested that bulimia nervosa 

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

subty%pe 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 disorder. Patients-who binge and/or 
- 

vomit have b+n found to differ from "dieters" or - "restrictersw 
-gf- - q, 

on several dimensio$s,and have a poorer prognosis(~eumont et 

al.,lq76; Russell, 1979; Strober et wl., 1979). Bulimic patients 

- display more imp;lsivity in areas such as alcohoi and drug use, 

stealing, self-mutilation and suic'ide (Casger et al., 1980; 

Hatsukami, Eckert, Mitchell & Pyle, 1984; Garfin*, Moldofsky & 
* 

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

premorbidly (Beumont pt al., 1976; Garfinkel et al. 1 9 8 0 ) ~  and + 

in • ’ a m ,  may be of ave&rge weight or above during their .i,llnes;sIi 
- \ 

- 
thus amenorrhea is less frequent' in these patients (Russell, 

1979). They have been described as experiencing more anxiety, 
-A -, - -. a 

guilt, depression and sleep disturbances, andpt the same time, 
3 r  

are more outgoing (Casper et al., 1980). ~i%id& effect of 
I 

vomiting, disturbed serum potassium levels, complicates- the 

picture further for bulimics  usse sell, 1979). 

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

Munos examined clinical reports, laboratory research, 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 
t 

field, sometimes with slight moqifications (e.g. Garfinkel et 

al., 198O), and are as follows: 
4 

A .  Age of onset prior to 25. 
B. Anorexia with accompanying weight loss of at least 
25% of original body weight. 
C. A distorted, implacable attitude towards eating, 
food, or weight that overrides hunger, admonitions, 
reassurance and threats; e.g4 ( 1 )  denial o! illness with 

P B 



i 

a failure tq recognize nutq%tional needs, (2) apparent 
enjoyment in losing weight, ith overt manifestation that 1 food refusal is a pleakurab e indulgence, ( 3 )  a desi,red ' 
body i m a g e ~ x t r e m e  thinness with overt evidence tihat 
it; is rewarding to the pathnt to''bchieve and maigtain-,, 

I 

4 
' r* this state: and (4) unusual hoarding or 

& food. % 

D: .No known medical iliness that could acco-r the" 
anorexia and weight loss. ' 

E. No other known psychiatric disorder with,particular 
ref2erence to primary affective disorder, schizophrenia, 
obsessive-compulsive and phobic neurosis.  he 
assumption is made that even though it'may aBpear phobjc, i 
br okessimal, food refus&l afone is not sufficient to 

Y .  

. qualify for obs6ssive-compulsive or phob+$c &*se. _ 

F. At least twwbf the following manifestations. ( 1  ) 
r -  ,t 

Amenorrhea ( 2 )  Lanuga ( 3 )  Bradycardia (persistent 1 C 

resting pulse of 60 or less) ( 4 )  Periods of overactivity 
(5) Episodes of bulimia ( 6 )  Vomiting lmay be *. 

'self-imposed) (p. 61). ;i 

g s, < 

In addition to' the symptom complex just described, the?=* .. 
a -, 

@b& i 
are numerous changes which occur due to st~ruation, and cad-be 

i $=%.. 

called se ondary symptoms. These include low blood pressure, 4 It- - 4 
slow pulse, low basal metabolism rate, hypothermla, anemi p qk ,. 
sleep disturbances, and accompanying n'euroendocrinol9gic~@ 

P 5 

disturbances and gastrointestinal symptoms (Bruch, :978; 
> 

I' 
, Russell, 1967; Sours, 1973). As noted, electrolyte disturbances 

,: 5 

are common in those who vomit or use purgatives to lake weaight; 

The Feighner et al. criteria include binge eating &. vomiting* .; 
$' 

as two possible manifestations of anojexia, but still under the*- 

diagnostic umbrell,@ of anorexia. .;- 
The Diagnostic and Statistical 34a/&al of the American 

1' 

Psychiatric Association, Second ~dition (DSM-11, A.P.A., 1968) 
= 6 

did not recognize anorexia nervosa as a geparate,diagnostic , 
t 

entity. It ~ o u l d  be diagnosed under "feeding disturbancesw, a 

subcategory of Section VII "Special Symptoms" not elsewhere c 

F 
&. 



cl=ssi4fied. In short, very little ,attention was giv6n to the 

d&~rder:~bs~ a d  I (A.P.A.; 1952)  had liste'd anorexia as an example 
A* . , -,* , 

of 'psychophysiologic gastrointestinal ~ - reaction. 

DSM 111 ( A . P . A . ,  1980)  lists anqrexia nervosa under 

, !'Disorders usually First ~ v i ~ e n t  in ~nfancy, Childhdod, or 
.I 

Adolescencew, along with other eating disorders such as bulimia 
1 6  

or pica. The diagnostic criteria include: 
- 

A.  Intense fear-of becoming obese, which does not 
diminish as weight loss progresses. a I 

B. Disturbance of body image', e.g. claiming to- "feel 
* 

fatw even when emaciated. 1 , 

C. Weight loss of at leastP25% of original, 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 tQmaintain body weight over a minimal normal 
weighL for age and height. 
E. No known physical illness that would account for the 
weigh& loss. (p. 69)  

-* && 
Although included with disorders first evident in 

adolescence, DSM III notes that age of onset can ranhe from 
- P e, 

prepuberty to khe early 30s. Associkted features are mentioned,, 
- 

which have alreadf been discussed, such as binge eating, i 

I 

vomiting, food obsessions, amenorrhea, and other physical 

symptoms. -:- 

BulTrnia is considered in DSM I11 as a separate diagnostic 
I 

category, --- not due to anorexia nervosa. It is-cqmprised of -". - 
episodic. binge eating accompanied by weight fluctuations, 1 

I 

restrictive'diets, vomiting, and use of cathartics and 

diuretics. The patient is aware of h#r abnormal eating-pattern, 

and fearful of not being able to control it. The binge episodes 

are followed by depressed mood and self-deprecating thoughts. 

1 1  



C F' 
Bulimia is differentiated from anorexia nervosa by less extreme 

,,-' 
7 

weight fluctuations which are not life-threatening. The 

precipitating problem with both disorders seems to be fear of 

becoming fat. There is a preoccupation with food, weight and 

body image in both illnesses, with accompanying mood 
, 

disturbances (schlesier-stropp, 1 9 8 4 ) .  The clinical 

presentation, complicating factors and prognosis differ to an 

exfent.,that they cannot be c~nsidered~~identical disorders. Thus, 
. . 

the current study will adopt the aproach of" Russell ( 1 9 7 9 )  in 

considering bulimia nervo-3a a variant of anorexia nervosa, and 

will separate the two diagnostic groups, which will henceforth 
a ,- 

be referred to as restriqters and bulimics. The term 'anorexics' .f 
will be used to refer to both anorexia and bullimia nervosa, as 

the, distinction between restricters and vomi'kers has not always 

been made in the literature; 
- I-. 



l3II. ~amily Factors in Anorexia Nervosa . = 

A number of factors relating to family background or - 

w dynamics have been hypothesized as contributing if actors to \ 

anorexia nervosa. Garfinkel and Garner ( 1 9 8 2 )  suggested that the 

role of the family may interact with individual factors in 
1 -  

predisposing certain individuals ta the disorder. The main 
& 

difkiculty with research on this i s ~ u e  is in distinguishing 
,/ C 

predisposing or causal phenomena frob the results of dealing 

with such an illness in the family ov'er an extended period of 
\ 

, 
time. Since m w t  family studies have been restrospective, 

results can only be seen as suggestive, with longitudinal 
L 

studies with high risk populations a goal for the future. 

Until recently, social class was thought to be-a factor in 

anorexia nervosa, with a greater incidence in middle or upper 
r 

class families (crisp,' Palmer & Kalucy, 1 9 7 6 ) .  This may have 
I 

been due to a differential emphasis in th6se families on values - 

and attitudes regarding body weight or achievement.(~arfinkel & 
\ 

Garner, 1982)'. More recently, possibly reflecting a more 
L' 

wide-spread adherence to such values, anorexia appears to be 

more equally distributed among social classes (Theander, 1 9 7 0 ) .  

The familial cont.ribution to anorexia nervosa has been 

examined in terms of a genetic component. Because of the 
\ 

\ dif f icultg in separating genetic from environdental factors, and 
- I 

the low incidence of the disorder, no conclusi~ns can yet be 
. @, G' 



drawn. Twin studies, inkel and Garner (1982) are 
1 

--% 

l- , - - -  rare, but suggest a higher concordance for&-- -- 
- 

dizygotic twins. 

Some authors have suggested that there is a higher degree 

of general pathology or conflict in the families of anorexics 

(Kalucy, Crisp & ~arding, 1977) Marital separations and ongo'ing 

conflict were noted more frequently in families of anorectics 

compared with controls by Kay, ~chapira and Brandon p( 19671, * .  

while- disturbed family relat'ions or d'isharmony were found to be 

related to outcome in a follow-up study conducted by Morgan and 

Russell (1975); this studyidid noqinclude 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 ~ o m e z  (1979) found nsone 

predominant pattern of personalibies or relationships $mong 

patients' families. They noted, however, a considerablesdegree 

of disharmony, 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, Harding 

and McGuinness (1974) that parrental psychopathology, 

particularly matern'al depression and anxiety, increase after the 

anorexic patient gains weight, implying a protective influence 

of tke illness for the parents. 

Dally and Gornez also described the "special prominence" 

food was given in th~families of 25% ofstheir patients (e.g. 

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



*% 

* ,-", 
> 

-- ---- --- 
- -A 

child's diet, or unusual food tads i n  family 
-- - _ _ _- ___I--~------- 

-* members. Although conflict over 
I - 

2 = e  
infancy, in Their samp;e, such f?'eed?n\ difiicuXties occur in 50% . - 
of children. - 

s 
* In examinfng family influences in nervosa, it is 

J - 
4 

important to consider the rojde of the conveying 
P 

cultural- values and beliefd about weight, achievement concerns, i 

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

' and Garner ( 1 9 8 2 )  reported other food or weight concerns in the 

families o f  anorexics; e.g. weight fluctuations, underweight, 

obesity, a preoccupation with food, or an overconcern with 

* exereise' and self-control. The anorexic's concern with 
I 

pe'rformanc~, perfection, and appearance have been cited in a 

number of clinial. reports ( ~ a l i ~ ,  1969 ) .  

In conjunct ian with this parental conveyance of weight and 
S 

achievement related attitudes, recent systems approaches to 

studying family interactions have noted a certain 

ove~protectiveness o r  overinvolvem~nt in families of anorexics. 

The patient's psychological and physiological well-king becomes : 
L 

- - -  

the family's main focus of concern, resulting in interpersonal 

and intrapersona'l conflict around autonomy, competence and self 

control (Minuchin, Rosman & Barker, 1978 ) .  Bruch ( 1 9 7 3 )  - - and 
- 

Selvini Palazzoli ( 1974)  have p61'nied to the'se conflicts as 

possible sources of the anorexic's feelings of ineffectiveness 

and body image disturbances. A pred~minance of self control 

concerns in anorexia and bulimia has been noted previously. 



S 
found that they were more likely to have peqfectionist traits, 

P 

and to report that their family relationships were happy, and ' 

very close. As with other factors, it is impossible to 

determine, as yet, whether such patterns serve as predisposing 
:/ 

or maintaining factors in the illness, or in what way they may 
7 

interact with individual yariables. 



IV. Anorexia ~ervjsa and Depression 

4 It has been noted by several. researchers that there may be 

A a relationship betweenanorexia nervosa and affective illness. 

One recent 5-year follow-up of 26 patients hospitalized for 

anorexia in adolescence found only one patient still possiblyL . - 4' 
anorexic, although other eating problem$ were evident, e.g. 

obesity, food fads, compulsive eating (Cantwell, Sturgenburger, 

+ Burroughs, Salkin & Green, 1977). Using diagnoses based on 
- 

parent and patient reports, it was found that a high oercentage 

of patients manifested depressive symptomatology, both pre- and 
3 

post-morbidly; this was even greater at,the time of follow-up. 

The most common symptoms were dysphoric-mood, vegetative 

symptoms, suicidal ideation and feelingg of worthlessness. There 
\ 

were several certain or probable diagnosbs of affective 

disorder. Further, there was a highersthan expected family 

history of affective disorders, especially among the mothers of 

these patients. Other studies have reported a high incidence of, 
-. 

depressive symptomatology in anorexia patients, either $nitially 

or on follow-up . (Dally, 1969; Kay & Leigh, 1954; Morgan & 

\ 
Russell, 1975; Theander, 1970). 

* 

In considering these findings, it is possible to take the 

view that, in accordance with most diagnostic criteria  ally & 

Gomez, 1979; Feighner et al., 1972), a diagnosis of anorexia 

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



may be difficult to determine in some cases what is primary, and 

the diagnosis becomes equivocal (Crisp, Hsu, Harding & 

Hartshorn, 1980). On the other hand, it may be, a; Cantwell et 

al. suggested, that some cases of anorexia are a variant of 

affective disorder. 

A recent family history study found a risk for affective 

disorder in relatives of patients with anorexi3 and bulimia 
i 

similar to that found in families of bipolar disorder patients. 
i .  

On finding a higher prevalence of affective disorxqai in families 

of anorectic patients, Hudson, Pope, Jonas ;& Yurgelun-Todd 

(1983) note that environmental causes (distress generated by 
0.  

coping with illness in the family) cannot be discounted in favor 

of genetic explanations. The risk in families of eating disorder 

patients was, however, greater than that for families of 

patients with schizophrenia or borderline personality dis~rder. 

There does appear to be a consensus that anorexic patients 

frequently manifest depressive symptoms. , The vegetative symptoms 
, 

usu-ally associated with depression, sdch as changes in appetite, 

and weight loss or gain, may become central to the adolescent 

female who is alkeady concerned with issues of body image, and a 
/ 

vicious cycle may ensue: dody image doubts, low self-eiteem, 

loss of appetite, more focus on body image, etc. (cantwell et 

al., 1977; Fairburn & Cooper, 1984). This does nOt necessarily 

assume, however, that anorexia is a variant of affective 

illness, or as some have suggested, that they can be equated. 
C 

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



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

poor nutritipnal status  a as per & Davis, 1977-: Strober, 1980). 

  not her explanation is that some of the underlying 
1. 

mechanisms miy be iimilar in the two disordeis. For example, 
t? 

feelings of helplessn,ess have beenscited as an etiological 
t 

factor in depcession (Seligman, 1973)+, whereas a sense of 

ineffectiveness - is thought to be central in the genesis of 

anorexia nervosa (Bruch, 1 9 7 3 ) .  'b 

*- 

:1 It is possible that similar genetic or other predisposing 
\ 

factors may be behind the higher prevalence of major .. affective 

disorder in families of anarectics and bulimics, with the final- 
e. 

G 

pathological outcome depending on other predisposing or 

precipitating factors, such"as individual differences. C 



, V. Anorexia Nervosa and Other Eating Disorders 
L 

Several researchers have drawn parallels between the 

underlying psychological and behavioral components of anorexia 

and obesity (Bruch, 1973; Garner, Garfinkel, Stancer & 

Moldofsky, 1976; Orbach, 1978). Orbach (1978) described obesity -+ 
2 

as an eating compulsion out of control, and anorexia as an 

eating compulsion under control. This compulsion is 
?. 

characterized by a disconnection between eating and 

physiological indicators o i  hunger, feelings or fears of being 

out of control around food, and self-recriminations about this 

and about m e ' s  body. A great deal of energy is devoted to 

thinking and worrying about food and weight, for example, ,' 

scouring magazines for diet information. Orbach discusses both 

disorders as, in part, a rejection of societal pressures to N 

slim, feminine, and sexy, by refusing to adopt the norm 
1 

altogether, or by exaggerating, and thus, ultimately rejecting 

Support for khe obesity-anorexia connection comes from the 

finding that anorexics are often obese premorbidly (Crisp et 

al., 1980). Similarities have been shown between the two groups 

in terms of body'image distortions, perceptual disturbances, and 
-- 

reactions to internal (ph&@ogical) versus external (cognitive s 

--% 
\ 

or emotional) cues about eating and body weight (Garner et al., 
1 

1976; Russell, Campbell & Slade, 1975; silverstone & Russell, 
, 
I \ 



Crisp ( 1 9 6 7 )  sees anorexia as a weight phobia, in contrast 

to'a feeding disorder, and emphasizes the importance of the 

relationship between weight increase and psychosexual \ 
s- 

mzfturation, and adolescent/ mother issues such as .independent 
e- % 

Accordingly, this weight phobia takes the form of fear even of 
9 --' 

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 particularly .evident 

in bulimia nervosa, where the binge-purge cycle has a 

particularly addictive quality. 

Perhaps the only difference between obese and bulimic 

patients is that bulimics have learned to vomit to eliminate 

calories. This was proposed by Beumont ( 1 9 7 7 )  who found bulimics 

T e n  had a history of obesity. 



VI. Body Image and Body ~wa.reness 

Body Image 
4 

Pefceptual disturbances common in anorexia nervosa are 
- 

commonly reported in the areas of visceral sensations, emotional 

responses, and body image-(Bruch, 1973). Body image is thought 

to encompass an individual's feelings and thoughts about, and 

mental image of, her body, and is not always consistent with 
d 

objective reality, as seen in the phantom limb phenomenon (Kolb, 

1975). This has also been demonstrated by clinical and research 

,. reports of anorexia patients who are not only unconcerned-with, 

their extreme thinness, but indeed actively pursue i t  as an 

ideal state,--and deny their emaciation. 

As with some other features of anorexia nervosa, it is not 

known whether body .image disturbances are a determinant or a 

byproduct of the illness (Askevold, 1975; Slade & Russell, 

1973). Strober et al. (1979) see problems in body image 

formation as primary, rendering anorexics "vulnerable to their 

manifest pathology, which is itself activated by maturational 

conflicts unique to adolescence" (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 result of weight gain. Bruch (1973, p. 90) considers a 



- 
realistic body image to be a prerequisite for recovery, snd 

. 
\ 

W s  that the basis for body -image and affective and visceral - .  
\ 

misperce&ions is an overall sense o? ineffectiveness, which 

must be addre-ssed in psychotherapy. Bruch describes anorexic 

patients as not feeling "...in control of their behavior, needs, " 

and impulses, as not owning their bodies, as not having a centep 
Q 

/ - 

of gravity within themselves."(p. 5 5 ) .  Similarly, ~oskind-~odghg-~ 

(1976) noted that an anorexic's "distorted body image was linked 

to a complete lack of con•’ idence in her own-ability to control 
C / 

her behavior" (p. 348). 

Meth~ds of examining body image experimentally have 

included distorting mirror (Traub & Orbach, . 1964) and photograph 

(Glucksman &.Hirsch, 1969) techniques, a caliper device, the 

Image Marking P~ocedure (Askevold, 1975) or visual - size 
- 

estimation apparatus (Garner, Garfinkel, Stancer & Moldofsky, 

1976), and self-report or projective measures (Stunkard & 

Mendelson, 1967)':~ Initial stydies (e.g. Slade & kussefl, 1973) 
b 

found that anorexics tended to overestimate their body_size, 

whereas normals did not.; that weight gain led to greater 

accuracy; and that degree of overestimation was related to poor 
4 

prognosis. 
- * 

Data from recent studies is much more equivocal and . 

complex. Using a visual size estimation apparatus, Button, 

Fransella and Slade (1977) and Crisp and Kalucy (1974) found ' 

. that anorexics and normal females did not differ in the degree 

of overestimation of body parts (face, chest, waist, h'ips and 



t - .  .a 
- .  . E 

- 

stomach-depth). ~ u t f ~ n  et al. found no greater accuracy in the 
I 

anorexic group after weight gain, and found that vomiters 
d -, . 

differed *+ significantly from non-bomiters, in that2they 
€ *  

overestimated more. Crisp and 'Kalucy--noted that "as improvement 
ri 

in body size estimation was associated with good outcome. 
'I ,- 

Interestingly, Buton et al. also found-a significant 
> 

correlation between proportion of weight gain in the first few 

days of hospitalization and body perception indices. They 
2 '& 

suggest this may be a function of extremely low level of , I 

% 
7 - 6> 

pre-hospitalization food intake, combined with dversensitivity 
r- 

to undesiged body 'changes and anxiety abput initial weight gain, - I. 
- 

A P 

- even in-small amounts. 
'-.Y *- 

While Strober et al, (1979) found more overestimation of -- 7 

body size in amorexics than in controJs, the difference was not 8 
- 

significant. kowever, anorexics reported significantly more 

feelings of eistrangement from &e body, insensitivity to body =*,* 

8, 

e 

sensat ions, ahd poor body boundaries. These differences remained 

into the post acute phase of illness, and along wi-th - more severe 

distortions, were associated with vomiting or bulimia. These 

findings are consistent with other reports oE . a . relationship 
4 

between bulimia, degree of overest imat iongo•’ body '~ize-,~severit~ 

of weight phobia, denial of kllness, level' of maladjustment, and - 

lowered threshold of sensktivity to body changes (Button, 

Fransella & Slade, 1977; Casper, Eckert, Halm> Goldberg I 
f 

c 

Davis, 19'80; Garfinkel, Moldofsky & Gqrner, P979;.Slade1 1977; 
d 

* * "'$ - &.. 3% 

Slaile & Russell, 1973). . 
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order to attain some control over bodily functioning. 
AX 

A study using both a distorting photograph technique and a 

visual size estimation apparatus to measure body image found 

that both obese and anorexic subjects differed from control 

groups on the former (general) measure, but not on the latter, a 

measure of specific body regions (~arner, Garf inkel, Stancer &'  -=. 

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

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

other half were more similar to control subjects, suggesting two 

distinct patient subgroups. Garner et al. related these findings , 

to various personality measures, and found anorexics to be more 
9 

, i?troverted t-han the other groups. This concurs with the 

findings of smart', Beumont and George ( 1976) who-reported higher - 
+_ 

neuroticism, anxiety and independence scores, with more 

introversion and obsessional features in anorexics, as compared 
5 

with normals. -.I 
4 

Examining the differences between overland 

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

neuroticism on the Eysenck Personality Inventory and degree of 

lack of self-htrol on the locus of-control scale (a sub-scale 

on the Rotter I-E scale dealing with control over impulses, 

desires and emotions) were positively related to overestimation 
'\ 

\ in anorexics. For obese-subjects, total I-E scores were related 
'! 
I 
i to overestimation. It 2 s  suggested that their overt self-control 

0 

is a defense against pervasive feelings of ineffectiveness. The 

7 , -  . question arises of whether the overestimator group contained 



more bulimic patients. Other studies have reported that bulimia 

is related to greater overestimation, more pathology and poorer 

prognosis (~utton, qransella C Slade, 1977; Freeman, Thomas, - 
I 

-I 

Selyom & Miles, 198P). 

Research on perceptual disturbances in the obese has 

related body image to self esteem and mood. Stunkard and -. 

Mendelson (l"967) described a circular relationship between body 

image disturbances, esteem-lowering experiences and depressed * 

mood. They be-lieve, however, that once a di%tortion in body 

image becomes established' in the obese, weight loss alone will 

i not reverse it..They found three factors which predisposed obese , 

individuals to the de~elopment~of a distorted body image; these 

" were onset of obesity durimg ,childhood or adolescence, presence 

of emotional disturbances (not sufficient alone), and negative 

feedback about their obesity from others.-Extrapolating from 

these findings to anorexia nervosa, onset of the disorder is 

typically. during childhood or adolescence, emot iona'l 

disturbances are present (e.9.. family or intrapersonal 

conflict), and there is usually considerable censure and 
3 

pressure from parents and s to eat normally and gain 

weight. Also, clinical reports often- ite a negative remark \ 
I 

about body size or weight by a parent or friend as a 

precipitator of the disorder. In a further study, ~tunkard and 

Burt ( 1 9 6 7 )  reported that formerly obe*se sindividuals who 

experienced body image problems differed from those who did not 

'in that they lost weight during late adolescence for cosmetic 



reasons (as opposid to naturally, or for health reasons), in 

response to external pressure and teasing about their obesity. 

Even at normal weight, these individuals were unduly sensitive 

to and preoccupied wi'th their physical appearance. The 

derogato'ry views and comments of parents and.friends had 

apparently been incorporated into their stable self-image. Crisp 
1 

and ~ a l i c ~  (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 experiential sense. 

A recent study has demonstrated the same stability in 

visual self-perception and interoceptive disturbances in 
. 

/ 

anorexics (Garf inkel,  oldi if sky 6 Garner, 1979 ) .  using S- 

distort ing photograph tech<ique and a sucrose satiety aversion 

test, Garfinkel et al. found that body size overestimation and 
.. . 

absence'of (normal) ~aversian to,sucrose satiety remained after 

weight change, one year after initial testing. \ 

? \ 
\ 

Body Awareness 
C 

It has been suggested that misperceptions of hunger, 

satiety, fatigue and sexual feelings are related to disturbances 

in body image (Bruch, 1973). Obese and anorexic subjects have 

been reported as less accur te t-han normal weight subjects in B 
perceiving or labelling hungqr and other sensations. (Coddington 

& Bruch, 1970 ) .  Garfinkel (1974) found that, while anorexics and 



,normals did 'not differ in their physiological perceptions of 

hunger,, their perceptions o'f fullness or satiety were quite 

i 
different. This may account for their claims of 'feeling bloated 

ii after eating a small amount, and their fear of unable to 

stop if they 'eat so much as bne bite of food. In bonjunction 
0 - + 

with sensations of hunger, anorex-ics were more -likely to report 

negative mood states (tenyon, irritability, depression), .. stro'ng 
&- 

(VS. no, mild or' moderate) urges to ebt, ana preoccupaGion with 

thoughts of food. They.did not differ on various gastric, mouth 
i 

and throat, or general physical sensations; both groups 
\ 

perceived hunger as a sense of gastric emptiness. On satiety, 

anorexics experienced either no gastric sensations or bloating 

rather than fullness, more frequently still experienced a - 
negative mood  state, and although not statistically significant, 

< .  

were more likely to report continuing preoccupation with 

thoughts of food (Garfinkel, 1 9 7 4 ) .  As noted above, anorexics do 

- not experience a'n aversion to sucrose satiety, also suggesting 

that they are less responsive to internal satiety cues, or that 

such cues become misinterpreted cognitively (Garf inkel, 

Moldofsky & Garner, 1979 ) .  
. +- 

Garfinkel et al. suggest thatmone treatment goal for 

anorexics may be to provide the pitient with a cognitive set for 

acceptance of bodily m i ~ ~ ~ ~ c e ~ t i o n s ,  to encourage the patient's 
I C 

acceptahce oi her body regardless of how she perceives it. 

Freeman et al. ( 1984)  reported that dissatisfaction with body 
. , 

image was the most potent predictor of relapse in patients with 

- 
7 

29 , i 



="t -: =% 

bulimianervosa. Similarly , Fransella and Crisp ( 1979 )  

described a patient who finally maintained her weight gain, only 

after beginning to attach less importance to normal body weight. 
e 

Using a repertory grid technique, they found quite different 
4 ,  

conceptualizations of weight in normals and anorexics, whereas 

the constructs used by normal and neurotic women did not differ. 

For anorexics, being fatter than they were, being sexually 

attractive, ideal self and ideal weight, formed a cluster, which 

offers support for the view that anorexia i5 a way of avoiding 

sexual maturity. Fransella and Crisp offered several - 

explanations for the hexpected positive correlation between . . -. 

self at normal weight and ideal wei.ght: it may have been-a 

chance finding, the patients may have been lying, they may have 

persuaded themselves of its truth, ipr they may have been 

subscribing to the "if only" hypothe-sis .(allowjng them to 
, , 

maintain the status quo). Anothgr explanation might be that 

there is a difference in how these constructs are utilized by 

dieters and bulimics. These subgroups were 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 leve1,aware of the validity of the 

normaa1/ideal weight concurrence. In other words; the underlying * 
cognit'ions and-perceptions o f  dieters hay be more realistic or 

less subject to distortion at the outset. Fransel1a.-(1970)." 
7 

.i 

discussed the a re1ationship:between ~nceptual rigidity and 

poor outcome in the obese. They sugge' that greater conceptual 
- Y i  



flexibility 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 considered 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 change, using a repertory'grid 

technique. They found that evaluation of the self was highly 

polarized, from "bad" to "good" during weight loss, then back to 

"badw during weight gain. These changes in self-construal 

occurred prior to regaining weight oviding further support 

for the .view that cognitive changes are essential 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 ldse 140 lbs., which was 

maintained at a 5 year follow-up. 

In conclusion, it seems that body size overestimation i s ,  

not exclusive to anorexics, but occurs in obese and even norma,l 

weight and pregnant females (Button, Fransella+& Slade, 1977; 
-?- =r 

Crisp & Kalucy, 1973; Slade, 1977; ~tunkard & Mendelson, 1967). 

From the foregoing review, it appears there is a relationship 

"etween degree of body image disturbance and denial of illness, 

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

7-2. accuracy is associated '. with an increase in weight (Slade & 

Russell, 1 9 7 3 ) ~  or unrelateg to weight gain (Button et al., 



1 9 7 7 ) .  Supporting this relationship, a recent study reported a ^ - 
d 

correlation between greater accuracy of body size estimate and 

actual width of body parts  en-~ovim, Whitehead & crisp, 1 9 7 9 ) .  

This lack of accuracy at lower weights and body widths may be a 

contributor to the maintenance of anorexia. Actual changes in 

# body size are misperceived as weight ioss occurs: thus, dieting 

continues. Further, the mental image or internal representation 

may take some time to alter, following significant weight gain 

or loss. 

A number of issues remain unresolved in body awareness 

T - ~  research. The relationship between body image, other aspects of 
> 

body awareness such as perception of physiological and affective 

sensations and personality variables remains unclear. The 

relationship of these variables to self control and what Bruch 

has termed the anorexic's overall sense of ineffectiveness 

Y requires further elucidation. Finaly, the role'of body image in 
8 

the genesis, course and treatment of anorexia warrants further 

examination. 
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determine an individual's weight, how close it is to set-point, 

and her- eating patterns. Being constantly far below set-point 
7 

will make an individual mqre susceptible to external controls. 

B Individual differences in eating behavior would then be expected 

independent of actual weight. 
F 

Wooley (1972) found that both low and high calorie 

"preload" drinks which gpeared to be high calorie led to a 

greater experience of fullness and to less food intake at a 

subsequent' experimental meal of sandwiches. While it was thought 

that normal subjects might be superior to the obese in caloric 

regulation, there were, in fact, no differences between the two 

L, rl groups. Wooley also found that subjects ate a large amount after, 

the preload, and were inaccurate (low) in their estimates of 7 
e 5 

>/ 
- 

this amount. She felt this was be,cause the-sandwiches were cut 

in quarter&, so that subjects were unable to cognitively monitor 
, 

-- 79. 

the amount, resul<ing in a failure of intake regulation. 

Most individuals "restrain" their eating behavior in 

response to social situations and the cultural ideal of thinness 
i F 

(Garner, Garfinkel, SchwartzF& Thompson, 1980). In consideration 

of this pheno$enon, and furthering the resea'rch on internal and 

external cues, Herman and Mack (1975) coined the term, 
C 

a 

restraint. In their initial study, they examined the 

consequences of experimentaly "removingw restraint. They 
, . 

expected that typically highly restrained eaters (e.g. chronic 

dieters) would be more -sesponsive to external cues and eat more 

ice cream once their restraint had been removed by a preload 



milkshake (amounting to a physiological or cognitive release of 

appetite control). Unrestrained eaters would still respond 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. Restraihed 

eaters are defined as those who monitor and carefully control 

their weight and food consumption, whereas unrestrained eaters 

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, concern with food and eeting, and 

weight history. . * 

Low restraint subjects are those typically th ght to be k 
"normal", i.e. guided by internal regulation of food htake, 

whereas high restraint subjects react to external cues, \ 
especially once restraint is removed. Eating behavior in the 

Herman and Mack study seemed to be determined by degree of 

deprivation in relation to set-point, rather than degree 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) a&er a fasting 

period, in obese and normal subjects (~ibscher, 1974;  cited in 

Herman & Polivy, 1975). t 

I t  should be noted here that the internal-external 
Q 

distinction as a framework for explaining obesity has been 
1 

questioned recently (Rodin, 1981). Indeed, in her review of this 
\ 



area, Rodin concludes,that there is no em.pirica1 support for 

such an extreme polarization on this dimension. External cues 

may influence internal physiological states, and vice versa, 

internal cues may. in•’ luence external' cue salience or L. 

responsivity. For the purposes of the current research, it is 

. accepted that the tko interact in complex ways, as Rodin 
a 

suggested.. 

Recent research on the res'traint dimension has attempted to 

clarify the initial findings. In addition to external cues, it 

has been hypothesized that the osese an&or restrained eater may 
J .r 

\ 

, respond to negative affective stimuli, e.g. anxiety, with 

.eating, if attractive food is made available. This was supported 

by McKenna (19-72) who, conversely,' found that anxiety inhibited 

normals' eating. When .~erman and Polivy (1975) conducted a 

similar study, they confirmed McKenna's results. After an 

anxiet'y manipulation (anticipation of painful electric shock), - *  

unrestrained eaters ate significantly less, whereas restrained 
\ 

ate more. While anxiety was found to facilitate eating, 

behavior did not in turn decrease anxiety levels, as 

~ c ~ % n a  had predicted. In their conclusion, Herman- and Polivy 

descrkbed anxiety as a "disruptor of beh~viors" (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, 

P whereas unrestrained sub ects lost weight, suggesting a L 
relationship between emotionality and eeing. Slochower (1976) 

R d -  

\ 
"3 
C 

- 

L 

36 



also found that obese subjects ate more when they could not 

identify or label a state of high arousal (false heart rate 

feedback), in constrast to normal weight subjects, iho ate less. 

0bes; subjects did not eat more when the rap'id heart+ rate 

feedback was explained as a result of>noisy.conditions in the 

lab. Slochower, unlike Herman and Polivy, found that obese 

subjects experienced significant affect reduction following 

&ting. In general, obese subjects were more responsive to the 

Jxpeiimental manipulation (i .e. to externai cues), while normal r +T. 

weight subjects ate as a function of their own arousal and level a 

of hunger (this study did not employ the concept of restraint). 

Slochower'suggests that the obese individual may identify 

various internal or emotional sensations as a cue for eating, 
c 

perhaps a response learned in childood (the psychosoma.tic 
G 

hypothesis of overeating; Kaplan & Kaplan, 1957 1 .   he result of 
& 

-% * 

responding to distress in a child with food mayhe a genera; 

inability to correctly differentiate emotional states and hunger 
+ * 

sensations. Further, even when aware of her eating response, to 

arousal, the obese individual may continue to overeat, having 
1 

^ I  

learned its stress reducing properti,e+Further exper,imental - * ,  

support for the notion of greater emotional resonsiveness in the , 
obese is derived from a,study reporting more extreme ratings of 

- 

positive and negative tiffective stimuli by obese males than 

normal weight males (Pliner, Meyer & Blackstein, 1974) .  

In view of the relatisnship between obesity and emotional 



similarities be+%w,wee0 obese and restrained eaters,$ one 
h . . . ,  " 

predict the same hyperresponsiveness in normal %biight 
- . ~ 

- 

would 

restrained, 

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

Indeed, a recent study fouhd that dieters were more extreme 

emotional responders, as were the obese in the above study 

,(Polivy, Herman & Warsh, 1978) .  ~ a f  feine-ind'uced arousal ;educed. . 
% 

the emotional responsiveness of restrained subjects and 
,' 

increased the resonsiveness of unrestrainedsubjects. Polivy et .. 

al. discussed their findings in terms of t-lationship 

between internal arougal and external stimuli . This study 
reiterated the importance of the links among emotions, arousal 

L 

level, eating and weight control. 
I 

Examining the similarities between the obese and, restraine.d 
0 

eater,'and the "normal" and unrestrained eater, Hibschqr gnd 
i. '4 t 

Herman (1977) hypothesized that dieting, rather than obesity, 

would be the best predictor of so-called "obese" 

characteristics. Using the original restraint paradigm, subjects 

were given a milkshake preload, then an "ice cream tast( test!. 3' 

J 
As expected, an interaction was fbundLbetween size of preload 

and dieting status. Similarly, restraint, rather than weight per 
d 

se, was associated with level of free fatty' acids.  hid study - .  
also looked at a group of underweight subjects. .The underweaght 

subjects were similar in behavior to obese subjects, but again, 
# I  * 

restraint was the better Also, it would appear that 

underweight was poorly defined in the study, with normal weight 
r - 

being defined as 0 - 14% over matched population mean weight, - - 4 



and underweight anything below that. In regartd to the findings 

concerning FFA levels, which may, at times, result fzom stress 

or arousal, the-authors postalate that food deprivation may, 

itself, be a source of stress. Regardless, the phenomenon is 
- 

found in dieters and, it would seem, only artifactually in the 
I - 

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

Cognitive monitorip* and stimulus salience were studied by 

Cblliiis ,( 1978) , who found that restrained eaters who were asked 

to monitor their intake ate more M&Ms when asked to rate food 
1- 

pictures than when asked to rate scenbry pictures. The food cue 

was thought to act as an external stimulus which,encouraged them 

to eat more. Other studies have found thak thinking about food 

increased-obese subjects' tendency to eat (Ross, 1970; cited in 
a . 2, 

Pliner, 1973; Tom & Rucker, 1975). Such cues, whether external. 

(e.g. pictures or the sight of food) or!internal (e.g. self 

statements,' fantasies) may result in a kind of "cognitive 
- * - t 

breakdown" of/restraint, as the preload milkshake (Herhan & ' 

Mack, 1975; Hibscher & Herman, 1977) resulted in an actual 

breakdown of restiaint. This brings to mind the often heard 

complaint or fear of the anorectic individual: "I'm afraid tdat . a s 

..if I have. just one bite, I'll gain weight, or won' t be able to 

.stopw. Further, it is likely that thinking about food and eating 

brings about certain physiological responses, e.g. symptoms of * 

anxiety. This physiological arousal may then be responded to, 
- 

like anxiety, with eating, creating a vicious circle, It is 

conceivable that cognit5ons related to food and eating, such as 
3 



negative thoughts about weight or body image, which also provoke 

anxiety, may result in a similar cognitive breakdown of 

restraint. . 

It has been suggested by others (Herman & Polivy, 1975; 
1 - 

Slochow&, 1976)- that stress or anxiety interferes with 
c i -  

self-contro9. Herman, Polivy, Pliner and Threlkeld X1978) 

related cognitive- externality to elevated arousal levels, and 

disinhibition' of supphssed eating. In relation to this, ~olivi 

and Herman (1976) found that alcohol disinhibited restra'int in 

dieters, but,,only when they were aware they had consumed 

alcohol, illustrating the, importance of cognitive labelling. 
r' 

This <s similar to the cognitive effect of an apparently high . 

oalorie drink on eating. 
---., 

Conversely, a furtxir study looked at the conditions which j 
- i 

might encourage the retention of sdf-control or restraint 

(Herman & Polivy, 1979). The manipulation used to encourage , I  

. self -control was the simple presence of' an observer. tfbserved / 
/ *  

restrained eaters ate less than unrestrakined eaters following~a' 

--large preload, but ate more, like the unrestgained eaters, 

following % small preload. In other'words, the presence of the 
- 

observer caused subjects to behave similarly to unrestrained, - - 

normal eaters. When the observer was removed, restrained eaters 

returned to their counterregulatory pattern. The external - factor , 

d 

(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 
- 

- - 

J 



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 

. .  . . consumpti-on was directly related to amount eaten; and subjects 

who observed a "dieting" model consumed less (Polivy, Herman, 

Younger & ~rskine, 1 9 7 9 ) .  When exposed tos a nondieting model, 

restrained eaters (who initially maintained restraint) were morg 

likely to overeat nuts in the second part of the experiment. . 
:-4 This was found to be associated with inaccurate monitoring'of 

intake. Since restrained subjects in 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 

anxiety increased, in restrained eaters who knew they were being 
e' 

d-served by a non-dieting, unrestrained eater. (Both models ate 

8 quarter sandwiches; they simply identified themselves 

differently). Again, this study emphasizes the importance of 

cognitive mo Yoring , agd 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 

C *cream after consuming a drink described as high calorie, than 

after a drink described as low calorie, although in fact the 

caloric content of the drinks was the same. This hqld 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 



determining factor. Like Polivy and her colleagues, these 

authors suggest that cognitive restructuring'strategies are . - 

crucial to weight control programs, especially when abinge eating 
4 

is a problem. f * 

In regard to restraint and set-point, it seems that 

anorectic patients, at least behaviorally, should be highly. p 

restrained, while probably far below their biological set-point. 

A study by Polivy (#78>qported that anorexics ;cored 

significantly higher than normals on the restraint scale, with 
6 
bulimics higher than dieters. Polivy examinedPthis result in 

more detail, and identified what she called motivaiion to diet 
0 

and to eat. She found that both dieters and bingers felt an - 

intrinsic motivation to diet, but that in addition, bingers felt 

an external motivation, i.e. they felt forced to diet. On the 

whole, both groups felt less intrinsic motivation to eat than 

normals, with-the least internal motivation to eat in bingers. 

Extrinsic motivation to eat was higher than in normals for both 

groups, and highest in the dieters. Bingers especially then, 

feel forced to eat and forced to diet.'Anorexics have apparently 

lost, not the experience of hunger, but the intrinsic desire to 

eat. Although this pattern may-appears confusing and needs 
L. 

'I furqer elaboration, it must be even more confusing to the . 
1 

individual experiEncing such conflicting motives. 

As outlined previously, some writers have discussed the 
% .  

relationship between anorexia and depressive illness, and the 

prevalence of depressive symptomatology in anorexia. The 



oft-described symptoms of appetite and weight loss are 

manifested in both disorders. it is unclear what form the 

connecti.oh takes, but one study noted that depressed mood ' -- 

increased in hospitalized anorexics when weight decreased 

(~mdur, Tucker , <petre & ~arkhus, 1969) .  Weight increase, t p n ,  

* may be associated with general symptom exacerbation, w?ichj is 

paradoxicallgiven the anorexic's overvaluation of weight loss. A s 

recent study examining restraint, clinical depression, and 
I 

t 
*.- 

weight change may have relevance for anorexia and weight change. 

Polivy and Herman ( 1 9 7 5 )  reported that depressed patients 

classified^as restrained gained weight in conjunction with their 
1 

, depression, whg@s unrestrained patients lost weight. It may be 
b- , -  -1, . 

hypothesiied that restrained eaters experience feeli4ngs of loss 

of\control with depression, which would lead to overeating. One /-f 

'\ \ 

" might speculate that the same phenomenon occws in 

binge, and that restricters, who are somewhat less restraine 'e_ 
(Polivy, 1978)  would be'able to maintain control and lose weight 

(2s found by Amdur et al., 1969; these authors did not discuss 

bulimics). 

It is not known whether a temporal or causal relationship 

, exists bqtween 1oss.of contra1 (breakoown of restraint), 

depressed.mood, and weight change, but it appears that they are 

correlated. Polivy and Herman suggest that the anxiety component 

of depression may be a factor in disrupting self-control 

behavior.   he^ concluded that "weight changes bear a complex but 
systematic relation to emotional distress and well-being" ( p .  -. 



- 
3 3 8 ) .  Clearly cognitive, social and emotional factors play an 

important role in eating behavior. From the above review, it 

B might be concluded that for some individuals food, eating, and 

related cognitions and behaviors are affect-laden. This may be .- 

partly related to cultural norms of health, figure and fashion, 

to early learning experiences within the family 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 becomes evident 

that decisions concerning food intake and. body size may have 

"implications for perception and self-perception of 'character'" 

(Qerman & Kozlowski, 1979). Control over eating may, in some 

a cases, become the c,entral component of self-esteem. 



: .  

VII. Social Factors in Anorexia Nervosa 

+ 

Sociocultural factors may exacerbate the anorexic's 

manifest pathology. According to the 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 
d- 

in our-culture are moving toward a thinner "ideal womanw 

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

of the contradictory finding that average weights for women have 

'increased somewhat in recent years, according to recent 
-.be 

Metropolitan Li-fe 1*surapce Company actuarial figures. These 

authors and others have suggested that such unrealistic ' 

standards may be linked to an increasing incidence of anorexia 

nervosa. 

Perusal of any magazine stand or book store today will 

reveal a plethora of articles and "how-tow books on weight loss, 

exercise, and achievement of the "perfectw body, with the 
d 

implied promise of greatv happiness, success in career and 

relationships, and a better life. Advertisements in particular . 

link beauty and slimness with the portrayal of success and 

competence fo; women. This may be one of the reasons that 
I" 

thinness has traditionally 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 ascribd to the woman who can deny nourishment to 



b 

loseeweight or stay slim. The slim woman is seen as 
- 7 

self-denying, and her will power is envied and respected. 

Part of this emphasis on appearance in women stems from 

traditional role expectations for women., whose status and 

security have often depended on her perceivgd attractiveness to 

males. Recognition, rewards and perceived self-worth have been 

less related to actual skills, values or competenc.ies for women 

t'han for men. More recently, following the, influence of the 

the results 

changes may 

compete and 

work place, 

traditional 

women's movement, there has been some shift in this focus, but 
' I '", 

have +ndt always been benef icgl. In some ways, these 

be detrimental. While women are now more .able to 

achieve along with their male counterparts in the 

they are'still expected to maintain their \ 

feminine roles of wife, mother, lovc. and homemaker. 

The messages and demands are.clear and mixed: be competent, be 

competitive, achieve, be slim, be attractive, be nurturing. 

Slimness has become associated with and a symbol of, competence 

in women. Boskind-Lodahl views anorectic symptoms as a result of 
. . 

a struggle to please others and validate one's own self mrth. 

Garner and Garfinkel ( 1 9 8 0 )  noted higher .levels of 

anorectic symptoms, including fear of fat and amenorrhea, in 
es 

women in high achievement settings where there was implicit 

pressure to be thin (dance or modelling schools). They suggest 

that cultural pressures for thinness may interact with certain 

predisposing factors (family, personality; biochemistry) to 

function as precipitating or maintainifig var-iables in yulnerable 
6 



teenagers. The resulting weight loss, which 3 s  reinforced by 

society, then leads to other symptoms (delayed gastric emptying. 

depression, anxiety, perceptual and cognitive disturbances) 

which perpetuate the illness. Weight loss, per se, rather than 

thinness, becom,es the goal. As Garfinkel ( 1 9 8 1 )  notes, 

adolescent girls may "believe weight control is equal to 

self-control and this is equal to beauty and success"-(p. 2 2 1 ) .  

Herman and Kozlowski ( 1 9 7 9 )  have suggested a possible 

relationship betwen perceptions of "characterw and body size. Of 

course, these standards of thinness and the emphasis on dieting 

and keeping fit are frequently held by normal weight girls and 

women. However, it is possible that, given the anorexic's 

preoccupation with weight,. figure and diet, she is more easily 

influenced by such expectations, and these standards are more 

central to her sglf-image. The normal individual would derives 

her self-esteem and feelings of competence in ways other than 

striving for bodily 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 bearerg", the families of anorexic patients 
i 

convey societal standards. crisp and Fransella ( 1972) have not+ 

an undue emph3sis in these families on the importance of size, 

weight and eatihg habits, with weight control being symbolic of --Lk 

well-being and self-control. Kalucy, Crisp and - ~ a r d i n ~  ( 1977) ' 

believe that such issues are us& as a means of intxeract-ing and 
- - -  - - - -- 

communicating, are part of the genesi$ of the disorder, and are 



indicative ,' . range 



VIII. Summary 

A number-of the individual, familial and sociocultural 

factors considered in the foregoing review converge to provide a 

context for viewing certain features of eating disorders. 

Bruch ( 1 9 7 3 )  and Boskind-Lodahl ( 1 9 7 0 )  have noted the 

 anorexic,,'^ lack of inner-directedness and sense of 

ineffectiveness, evident in a disturbance of body image and 

interoceptive awareness. Such patients are frequently unaware of . 

or inaccurate in interpreting internal signalS such as hunger, 
-_ 

satiety, or emotional states. These signals, which normally 

function as cues for adaptiye behavior, apparently trigger a 

fear of loss of control, so are cues for control-seeking 

behaviors in anorexics and bulimics. 

Interactions and communications in the families of 

anorexics are often coloured by conflicts over autonomy and 
0 

independence. The vehicle for this communication seems td center 

on food, weight, self-control and achievement related issues. 

These individual and family factors which .serve to magnify or 

distort-the importance of self-control through bodily control 

receive validation through sociocultural norms and expectations. 
" ' ' .'+ 

Socia.1 restraint is expected in regard to eating behavior and- 

i dieting. Social stereotypes about weight and attractiveness have 

. - - ----- connotations - - of competence and self-control. 



'k 

C1 

1n an. individual, especially a prepubertal girl coping'with 
c - 

-a  .growi&j awareness of her %ody and sexuality, with changing 
*> 

family andasocial role demands, it is not Surprising that the 

con•’ lict ,.fiinds expression via a strug4le for bodily -. 
i 

\ 

self-co"?ol. fi 

P 

It is suggested that this predominant need for control, as 

a central component of self esteem, operates as a maintaining 

variable in the disorder. A study by Fransella and Crisp (19.70) 

reported the relatedness for obese w'omen, of self-esteem and 
. -< \- 

2 
wgight. They demonstrated that an evaluative switch from good to 

bad preceded weight gain. This would suggest that negative self 
r 

evaluations resulted in subjects1 foregoing ,their attempts to 
=? ,- 
diet, and reverting to former "overeating," patterns. Similarly 

.'~ransella and Crisp (1979) reported that anorexic patients 

maintained weight gain only after they stopped seeing body 

weight as an important issue, i.e. when their thinking was 
3 

-4 
longer "totaly dominated by thoughts of ... weight" (Crisp 
Fransella, 1972). 

, '  

The interaction between self control and self esteem may '. 
func-tion in the following way: Because of her high standards for 

0 * 
achievement and competence, and low self esteem, many intfa and 

inter-personal events may be seen as failure experiences by the 

anorexic patient. These events probably cover a wide range, such 

as criticism from others, disagreements with , family members, 

? feelings of social inadequacy, or viewing herself i n  a mirror 

1 and not liking what she sees. Such events will serve as further 



evidence of her inability fo function adeguately, and reinforce 
- 

L 

her negative self image. It is proposed that ansrexics and A- 

bulimics respond to such feelings with lowered mood and self 
4 

esteem, characteristic behaviors related to food ancl eating,and 

by "feeling fat". - 

It is hypothesized that the restricting anorexic responds 

to this failure, and "fat fee ing" by engaging in dieting to - A 
re-affirm her sense of se1f;control. The bulimic responds by, 

A 

initially bingeing, since she has.lost all feelings of control 

anyway, and subsequently, to allay her feeliags of guilt, 

anxiety and self-recriminations. vomiting. This .allows her, at 
- - 

least temporarily, to believe she-hag re-established control 

over her situation,. 

It is not known whether this sequence of events in regard 

to negative information or .failure &perience& is reversed in 

regard to positive experiences, i.e. whether the anorexic is 
Q 

more likely to eat normally and the bulimic more likely to avoid 
D 

4 

bingeing, but it seems likely. 



Overview of the Present Study I 
3 - P 

The current study was proposed as an a logy to the above 

'+?? sequence of events. Anorexics and bulimics wer presented with - 
' -3 negative in•’ ormation about themselves ( $, f ailqre>xperience), ta* 

+. 

investj-gate whkther it would cause the restricter to restrief 
'\ 

= and the bulimic to overeat when presented with the opportunity 

' 1 -  to eat.  h he effect on "feelsings .of fatness" was also examined by 4 - 
measuring the amount of body.image distortion prior to and - 4 

- 

following the feedback. " 

A group of anorexics, group of bulimics and a group of - 
control subjects completed a number of psychometric 'inventories, C 

I I 

: \ e  

including a self-contrdl membure.. 9 - a self esteem in~entory, a 
- -- "- :3 a =_1 

depression scale. the ~ a t h g  Disorders inventory a~id the 

Restraint scale. ~n addition, part-icipants - r&ed themselves on a 

number of pertinent dimensions includlng competence and 
'I 

- 

self-control. Finally, a- a stereotype measurk was completed (~hese 
v 

measures are described on pp 59 - 66). -3 
2 , 

After comp&tion of these questionnaires, subjectst'met 
- 

individually witbthe experimenter. An i'm&,t&k body image 

measure was taken, using the distorting camerq technique. 
- 

b 
Posit:ive or negative feedback regarding their level of self 

control was given to each subject, relative to her own prior - 

self rating.-A second body image measure was taken, after which 
-e - 

the subject was taken to another room for a prepared meaI. The. 



B 

amount consumed was surreptitiobsly monitored. Finally, body 

image was measured again. 

The purpose of the study was to explore the following 

questions: 
t 

1. I f  body image-distortion is linked to the anorexic's 

sense of, ineffectiveness or lac-k of control, does fe;dback about 

%er level of control affect body image and eating behavior? 
9 

2.4hat are the relationsh-ips among self-contro1,body image 

distortion and self esteem in anorexics, bulimics and normalr 

weight women? 

' 3. Do people adhere to tereotypes about weight and 
- 7 

If so, do they differ for women with e'ating-- 

disorders compared to normal women? 
t 

4. Does -this stereotype influence .or mediate the 

relationships among self control feelings, eating behavior and 

body image distort ion? 

The following specific hypotheses were tested: 
I 

$k 1. Anorexics and bulim cs were expected to respond . -- 

dif'f erent ially to positive or negative self -control feedback, 

, relative-to control subjects. Sensitivity to external . 
i. 

information about their lbv& o•’ self-control was expected to 
c , a" 

result in a decrease in bodi image: distortion follivng positive 

feedback and an increase in body image distortipn following 

,negative feedback. No specific prediction was ma& regarding the 

difference between anorexics am3 bulimim. 
- 

,- 4 



2. $This feedback was expected to have an feet on food 

consudption, with anprexics receiving positive feedbac.k expected 

to eat more that anorexics receiving negative feedback.- Bulimics 
P 

receiving positive feedback were expected to eat less than 

bulimics 

expected 

would be 

external 

receiving negative feedback. Type of feedback was not 

to affect caloric consumption for control subjects, who 
- 6 -  ?- 

expec ed to eat in response to internal 'rather than F 
\ I 

3. kood intake following self-control feedback was expected 
\ 
\.\\ 

to be a saspificant factor in change in body image, :or anorexic 

and bulimic 'subjeccts. 
'\ 

4. A relakionship was predicted between self esteem 
0 

varia-hles and body image distortion in anorexics and bulimics, 

with more distortion being associated with lower self esteem. 

Similarly, higher scores on the Eating Disorders Inventory was 

expected to be related to distortion. \ 

- 

5. A stereotype about in the nature of "thin is 

competent" was predicted for al\~subjects, but this was expected 
\ 

to be stronger for the eating disorder groups. It was-also 
i 

expected that degree of adherence to stereotypes about 
\ 

"thinnessw or "fatness" would be related $0 degree of body image 

distortion for anoregic and bulimic patient* but not for normal 

weight control- subjects. \ 
\ \  

\ 



B. Method 

Three groups of subjects, comprised of patients with 

anorexia nervosa (restricters), patients with bulimia nervosa 
'\ 

9 

(bulimics) and normal weight controls, were tested. Subjects 

completed a standard questionnare battery, to be described 

below. An initial body image distortion measure (B1) was 

followed by the feedback manipulation regarding level of 

self-control. A subsequent body image distortion measure (B2) 

was followed by a standard meal and a final body image 
1 

distortion measure (B3). 



I. Subjects 

Eatinq Disorder Subjects 

The initial request for participants for tQe 'patient groups. 

was made via a brief consent form included in a standard test 
' . , .  .: _ 

battery given to new eating diso7rder pati,ents in the Behavi-or . 

Therapy Services of 'Shaughnessy Hospital between' August; 1983 

I \. 1 P 

and June, B, 4 984.  B 
The 98 patients who returned these and met the necessary 

(i 

diagnostic criteria were telephoned by khe experimenter. During 

this contact, the parameters of the' stu'dy berg outlined, 
a, 

participation requested, and address obtained for mailing of the 

psychometric assessment package. Of the 55 patients (28  . I 

1 .  . - 
anorexics and 31 bulimics)- who agreed to participate in the ,'- 

-, - 
study, 6 anorexics grid 1 1  bulimics failed to return the 

psychometric data. Of these, 4 anorexics declined to participate" 

in the lab p6rtion of the st8dy.involving the body image 

measures and meal, leaving 18 anorexics and 20  bulimics who 

completed .the body image measures. -- 

Anorexia nervosa patients (~estricters) 
\ "-. 

Of the 22 s&jects who used dieting as their only weight 

control method, 15 met the m o d i i f i e ~ - ~ ~ ~ ~  I 1 1  criteria for 
* _ 

anorexia nervosa, with percen-tage of average weight ranging 





requests for participants in a research study were received from 
I 

H 

39 women. Of these, 6 failed to complete the psychometric data, 

and 7 had to be eliminated due. to not fulfilling the weight 

requirements; in all cases they were 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 .  
- .. 



11. Materials and Measures 

Body Image Distortion Measure. 

Using the distdrting video camera technique described in 

Freeman, Thomas, soIyom and Hunter ( 1 9 8 4 ) ,  body image measures 

were obtained for each subject. 

This procedure assesses perception of body size using a 

modified video camera which permits a horizontal distortion 
N 

ranging from .8 to 1.4 times the actual size. 
I 

The subject, standing 2 metres away from two connected 

video monitors placed at eye level, sees a frontal view of 

herself in one monitor;and a profile view of herself when she 

turns to face the other monitor. The experimenter holds a 
r- 

control box which varies the image on the monitor from thinner 

to fatter. The subject is asked to say "stopw when the image on 

the screen appears t6 be her actual size. The method of limits 
5 

is used, such that on each frontal and profile measure the first 
t - and third trials start from the thinnest image, and the second 

and fourth start from the fattest image. 

The distorting effect, essentially variations in the breath 
j 

O o f  the lines comprising the television image, results from i 

I 

varying the voltage; thus the reading on a voltmeter attached to 
I 

7 i the camera and video screen reflects degree of distortio . This' , 
j 



voltmeter has been calibrated to correspond to the amount of 
- 

distortion of an object on screen, with a 100 mm. line being 

used for the calibration (Freeman et al,, 1984, 
S 

. 411741 2 ) , ~ .  

The amount of distortion is re$ from a connected to 

the camera, and, recorded by the experimenter. the Slade 

and Russell (1973) procedure, each estimate in a score 

derived from the ratio of perceived size to real size x 100, 

with 100 representin an-accurate estimate. Scores over or under . '9 
100 represent over and under estimation, accordingly. A score is 

B 

derived for each frontal and profile measure, and the four are 

averaged to result in gne profile and one frontal estimate of 

body size, at each time of measurement. 

Standard ~ e a 1  

The standard meal consisted f three sandwiches cut in . 
quarter portions, and a glass of range juicee The caloric 

content of the food was estimated as fo~lows': 

........ cheese and lettuce 295 calories 

tuna ....................... 320 calories 
egg .................... -320 calories 

orange juice ............... 80 calories .. 
These sandwiches were chosen because of their variety, 

their roughly equivalent caloric content, and because of a 

'Caloric content was estimated by Ms. Ramona Josefson, 
Dietician, Shaughnessy Hospital Foqd Services 



frequent tendency of 

sandwiches Here made 

anorexics and bulimis to avoid meat. All -- 

with whole wheat bread. 

The number of quarter sandwiches(or portion thereof) and , 

the proportion of orange juice consumed by each subject was 

recorded at the end of each testing session, and number of - 

calories calculated. 

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 ED1 is a 64-item self report measure designed to assess 

common attitudinal and behavioral dimensions in anorexia and 

bulimia nervosa (Garner, Olmstead & Polivy, 1983). The ED1 
s. .&+ ' 

consists of eight subscales which meakure ( 1 ) Drive for 

thinness, (2) Bulimia, ( 3 )  Body dissatisfaction, ( 4 )  

Ineffectiveness, (5) Perfectionism, ( 6 )  Interpersonal distrust, 

/--- 
(7) Lack of interoceptive awareness, and (8) Maturity fears. 

Each.subscale consists of 6 to 10 statements reflecting that 
i 

, di'mension, rated on a 6 point soale from "nevern to "always". 
b 

The measure was found to succbssf ully differentiate anorexia 
/ 

nervosa patients from obese andprmal weight women. Further, a 



group of recovered anorexics scorgs in the range of normal 

women. C 

3 

The Beck Depression Inventory (BDI) 

This inventpry was developed as a self report quantitative 

measure of level of depression (~eck, Ward, Mendelson, Mock & 

Erbaugh, 1961) .  It contains 21 multiple-choice format items 

reflecting affective, s.omatic, cognitive and motivational 

symptoms typical of depression, which are summed to yield a 

total score of 0 - 63. The initial study established its 

validity with a clinical population, and subsequent studiw have 

applied the BDI in a university population (~umberry, Oliver & 
\r 

> v 

The Personal Beliefs Inventory (Internal-External Locus of 

The original I-E Scale was a 29-item (6 of these were 
- 

filler items) forced choice inventory designed to assess an 

individual's general expectancies of control over qne'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. 



The version used in this'study was ane developed by Reid 

and Ware (1974) and includesfln 8-item self control subscale, 

- reflecting beliefs about pe<ceived control over one's impulses, . 
9 

desires and emotions. Reid and Ware •’el% that this distinction" 
,f , =K>, b 

was important in ~rder~twdistinguish control of one's self from 
A 

control of others or the environment. This ubscale results-in a 5 '?*+ t 

tr, 

scdre of 0 to 8, with high scores representing an external 

lacus, Locus of control has been used previously to measure 

ineffectiveness in anorexia nervosa, with externality being 

associated with -greater levels of depression and higher 

,restraint (Hood, Moore & Garner, 1982). Other researchers have .- A 

reported a positive relationship between this scale and b6&y 
-Pa ,+ 

size overestimation (Pierloot & Houben, 1978). 
\ 

%, 
Eating .Habits Questionnaire (Restraint Scale) 

- - 

This is a scale developed to reflect the degfee of 

conscious restraint exerted over weight and eating related 

behavior (~erman & Mack, 1975). It consists of 10 items scored 

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. Although usually 

used to divide normal subjeCts, by a median split, into high or 

low restraint individuals, this is less practical for eating 

disorder patients, who tend to score significantly higher than 



normals on this scale, with bulimics scoring higher than 

restricters (Polivy, 1978). This is not unexpected, given the 
v 

chronic dieting behavior of these patients. 

This dimension has been found to be associated with 
>- 
-r- 

counterregulatory bghavior (overeating) in normal and obese 
> - 

sqbjects (Ruderman & Wilson, 1979). Polivy and Herman (1976) 

found that depressed p.atients classified as- restrained on this 

scale ga'ined weight while depressed, whi-le those classified as 

f -prestrained patients lost 
\ Yght 1 

e 

. 
'. *.' ' The Tennessee Self Concept Scale (TSCS) 

=, 

The Tennessee Self Concept Scale was developed as a 
'4- 

multi-dimensional measuSe of Q an individual's view of him or 

herself (Fitts, 1965%. It consists of 100-self descriptive 

\- 1 

statements, is self administered and applicable to a wide range 

of individual$* regardless of level of adjustment or pathology. 

The multi-dimensional nature of the -scale refers to the 

4 
b division of-_self - concept,into Identity, Self. atisfaction,. and 7 L 

Behavior, and =to Physical, Moral, Personal, Family and Social 

Self Cqncept. The ~ariabili't~ score reflects consistency in self' 
, \ 

concept, while the Self criticism score reflects openness and 
. . 

- 

capacity for healthy self criticism. Other Scales were derived 
/- 

. 
empirically to differentiate gr~.ups manifesting a particular 

I 

psychopat hologg , and i nc lude khe Bek~sLve~ess, Gene~aZ 

Maladjustment, ~sychosis, Personality Disorder and Neurosis - 





C ,  
- 

The Rating Scale: The rating scale consisted of 12 bipolar - 
,'k 

adjectLives, such as cold-warm, n o t  in control-in control, and 

weak-strong, with the numbers 1 to 5 between. i 
'+ 

-. * 
stimulus ~ h o t o ~ r a ~ h s ? ~ ~ h e  photographs which subjects were 

\ 

9 

asked to rate on the above dimensions consisted of women of 
I /' 

_/" . 

three different apparent weights (underw ight, normal, $, 
/ - / / ' 

overweight). The models for the photographs were average weig)& - 
I 

- 

volunteers dressed in-plain black..clothing, When posing for the 

photographs they were asked to stand with arms at their sides, 

and to display no variation in facial expression. They were 
-F a 

standing two metres in front of a video monitor, facing the 

distorting video camera described earlier. The image on the' 
1 -  

screen was distorted such that the distortion was 20% below 
G' 

- 

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

was then-taken of this image from a" econd monitor in a darkened 

observation room. Thus, each of the hree volunteers was 
- 

photographed at three different apparent sizes. 
Y . In selecting the.%hree photographs for each subject to 

rate, the order of presentation of the model and the size of,the 

model was balanced. Thus, eaoh subject made 12 ratings-each on 3 

photographs of women d y i n g  in apparent weight, The scale was 

presented as an attempt to uhderstand people's attitudes and - 
4 

beliefs about others, The person Perception Scale and stimulus 
R 

photographs are presented in the Appendices. 
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The subject 

- height measured, 

leotard. 6 

- 

was met at?the.testing location, her weight and 

and she was shown to a' room to change into f he 

- 
.% The. body image procedure yas explained to the subject and 

the initial measure was taken. ~ollowing this m&'sure, 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 quest-ionnaireq you completed. 
Do you remember this one was shown the SAQlBon 

L- - which she had rated dimensions)? What 
, - we did was compare 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 

a +  

self control. The test that measures this has to do wfth 
how much contrql you-feel1 y6u have over your impulses, 
feelings and behaviors in general. While you though you 3 

would rank about x, in fact your results place you at 
out x, two points higher (or lower, depending on the 

condition) 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 accura e. Y 

The Abject was then informed that "I'd like to l&e the rest 
5 

of your test results for now, but if you,have any questions 

we'll be able to discuss them later. 
P 

The second body image measure was taken. 
' _ 9 Subjects werk, then told that, I as they had been informed, we 

would break for lunch. The rationale for providing lunch was as 

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

night before, and.to  ski^ breakfast, we decided it would be a 

good idea to provide lunchn. (2) "Also, since lunch was included 
- 

II 

68 . 
a 



f 

..% 

in the procedure, we would like you to eat something, but want 
-7 

- 

you to feel free to eat-as little or as much as geu wish". 

Participants were shown to another room where the lunch, a 

selection of twelve quarter sandwiches and orange juice, had 

been prepared. They were told that they would bd left in privacy 
/ 

to eat, andthe experimenter would return in about 20 minutes to 

complete testing. 

After 20 minutes, the experimenter knocked on the door, and . 
- < 

inquired whether the subject had sufficient time, and returned 
- i 

i 

with her to the testing room next door. The final body'image 

measure was taken, and subjects changed back info their own 

clot-hes. 

Participants were then debriefed as to the nature of the 
8 - 

study, including the false feedback. The experimenter answered 

any further questions they had about the investigation. They 

were thanked for their participation. Control subjects were paid 

$7.00 at this time for this participation. 



.C. Results 
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Table - 1 : Demographic chaTacteristics of subjects by group. 

~estr'icters Bulimics, Controls 
c n=22 n=20 n=26 

Weight 
(kg.) 

Percentage 
of standacd 
weight 

Age at 
onset of 
illness 

~uration 
\ of illness 
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Table - 2: Mean Body P m ~ e - s o r e s ;  Bl, B2,'B3*; 

BI 1 'BI 2 BI 3 

Restricters 

~ositive(n=9) - 

M 102.74 102.57 101.82 
sii - 4.24 3.90 4.99 

Bulimics 
f Positive(n=9) 

r M 103.12 103.34 101.08 
SE 4.27 4.10 - 4.03 - 

Controls a , /  

. Positive(n=13) . .. 

~egative(n=13) 

3 '  

M 102.38 101.95 99.92 
sii - 3.95 4.09 6.25 

*Expressed as a percentage; accurate perception = 100 
- t- 

5 



Figure - 1.: Body Image Measures; B1, B2, B3; 
Restricters; Bulimics and Controls: 
Positive Feedback Condition. 

Restricters 
It-- - - - u  

Bulimics 
e-------------Q 

Controls 



Body Image Measures; I31 , B2, ' B 3 ;  
Restricters, Bulimics and Controls: 
~egative Feedback Condition. 

'Figure 

hf Bulimics -, 
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Table - 3: Body Image 'change 

co*dition ~estricter; Bulimics Controls 

Positive 

Negat ive  

 able - 4: Analysis of Variance to r  BCI: 
Grougf by Feedback Con&t ion. 

Sum of Mean ' , 
Source Squares . df SquAre " F P 

Group 
Condition - "  

G X C  "8.9183 2 . 9.4591 0.71 ~ 0.4958 
>*-, 772.5786 %58 13.3203 



Figure 3: - 

Bulimics 

I 
Controls 

Negative - Posi t-i ve 
Feedback - Feedback 

4 



,' 
Change in Body Image Distortion: 
BC1 (Post-PrandiaJ,') . Figure 4:' - 

Restricters 

m-  
Bulimics 

Controls 

~ e g a t i v e  positive 
Feedback Feedback 

- 



Table 

B 

5: Body - Image 

0 
- 

Meal (BC2). 
a 

- 

Condition ~est2icters Bulimics ' Controls 

Positive 

Negat ive 

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

Sum of Mean 
Source Squares df Square . F P 

Group 
Condition 
G X C  
Error 



.group increased post-prandially (M - = .'57) while scores in the 
* 
J :  bulimic (M - = -1.15) and control groups"&creased (M - = -1.27). 

Restrictenrs@6ceiving v negative feedback khowed an increase 
xr 

in B follo;ing $ meal ( M  - = + 1  .89), while control bubjects showed 

a decrease (M - = -2.03). ~ulimics in the positive condition . 

i tended to show a decrease in B after eating, relativ; to 
- 

restricters and control subjects. Following pairwise comparisons '. 
employing the Bonferroni correction (reported in Table 7), a 

l.. --. - significant difference was found betwee restricters (M = +1.89) 9 ... "" - 
and controls (M - = -2.035) in the negatiive feedback ~ondition; 

(t(2,58) - = -3.42. q < .0012). When the Bonferroni correction wgs 
\ 5 

disregarded, the re~tricter pdsitive and negative condifioqs 
t 

differed, such that an increase in distortion /pccurred-.in the - 
\ *  . . 

negative feedback condition (M - = +1.89), compa'red to a'dekrease 

in the positive feedback\condition CM - = -0.75; - tt(2,58) = 2.11, E 

< .038). Similarly, a tendency toward significance occurred 

between fhe . . bulimic  positive(^ - = +0.59) and &egative(~ - = +2.25) 
B . . 

feedback conditions tt - = -1.84, < .07), and between the 
, - '. % 

bulimic (M - = +0.59) an-ntrol (M - = +%)_negative conditions 
.. l... 

\ . 
( ~ ( 2 ~ 5 8 )  = -1.82, E < .07). 1 ;I 

1 "  
\ ,. 

An analysis of variance wap conducted on BC3. This walysis 

showed no significant main effects or interactions. The mean> 
"\.- L 

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 change scores. Initial level of B proves 



Table 7: Pairwise Comparisons Among Means for BC2. - 

Mean . . 
Comparison Difference t df P 

Restricter positive/ 
Resf ricter Negative -2.64 -2.1 1 58 .0388 

I C 

Restricter Positive/ 
Restricter Negative - 1  .51 -1.20 58 .2335 

~estr'icter Positive/ 
Control Positive .24 0.21 58 .8345 

\ 
- 

Restricter Negaive/ 
Bulimic Negative -1.95 -1.64 58 - .I067 

Control Negat'ive -3.93 -3.42 58 . 00 12* 

L 

n Bulimic Negative/ 
1 \. 

1 -. Control Neg4tive -1.98 -1.82 58 .0743 
\ 

Bulimic Negative/ 
Bulimic'4?qyive -2.20 -1.84 58 .0706 

\ 
\ 

'\ 

1, 

Bu1,imic ~ o s i  t ive/ 
Control Positive . 1.74 1.52 58 .I349 

, 



Table - 8: Body Image Change Following Feedback 
and Meal ( B c ~ ) .  

Condition Restricters Bulimics Controls 

Positive 

-P 

\ 

Negative M - 1.13 - 1.25 , - 2 .45  
sE - 3 . 7 5  4 .75  5.65 
n 9 1 1  13 

Table - 9: Analysis of V&riance for BC3; 
Group by Feedback Condition. 

.7 

Source 
sum ofc Mean 

Squares df Square 

Group 
Condition 
;i G X C  
Error 



to be a significant covariate for BC1 and B C 3 ,  as can be seen in 

Table 1 0 .  However, B1 is.not a significant covariate for B C 2 ,  

and the group by feedback interaction for this variable is 

retained. , 



d 

Table - 10: Analysis of Covariance for BC1, BC2, 
with B1 as Covariate. 

Sum of Mean 
Source Squares df Square F P 

Group 15.6748 
Condition 16.5957 
G X C  1 1.8948 
Covariate(B1) 151.7002 
Error 620.8783 

Group 40.7147 
Condition 17.1220 
G X C  57.6463 
~ovariate(~1) 1.5696 
Error 406.5766 

Group 9.8453 
= Condition 0.0049 

G X C  28.0188 
Covariate(~1r 122.4077 
Error 885.7122 



11. 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 varriable. A group = 

?.' . 
by ;feedback candi tion analysis of variance was performed. ihich 

I k * 

indicated a significant group -effect. Controls consumed more 
6 

calories (M = 416) than bulimics (M = 243). who in turn consumed - - 

more than restricters (M =-139). This was true for both positive - 
and negative feedback conditions. There was no signif icaLt 

effect of feedback condition, and no interaction. These results 

are presented in Tables 11, 12 and 13. - 

Restraint and Consumption - 
E 

The relationship between scores on the restraint scale and 

eating behavior was of considerable interest. Accordingly, 

correlations between restraint scores and calories consumed were 

calculated for the three groups separately. While a negative 

correlation between the two variables was found for restricters 

( r  = -0.21) and controls (r = -0.31)~ a positive correlation - 
s 

resulted for bulimics (r = +0.20). While none.of these - 

correlations was significant per se, the differences between the 

correlations for restricters and bulimics and between controls 

and bulimics was significant; (E < .005). 



% Table - 11: Mean Estimated Calories Consumed* 
by Group and Feedback Condition. 

t 

~2ndition Restricters " ~ u l  imics Controls 

Positive 
- - ~ ~  

M 162.2 247.4  $ 409..2 
sD - 160.1  106.2'-  80 .2  
n 9 9 13 

f 

Negative - M 116.6  240 .0  424.6  
SD - 125.1 144.2  94 .5  
n 9 1 1  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 X C 9889.851 2 4994.925 0.35 0 .704 
Error 813281 .162  58  14022 .089  



Table 13: Pairwise Comparisons on Calories Consumed - 
by Group. 

t 

Mean A 

Compa r i son Difference t P 

BuLimic/Control - 1 7 3 . 5 7  -5 .02  6 1 0. 0000*  

Body Image Distortion and Caloric ~onsump'tion 

In view of the expected relationship betaween body image and 

consumption, an analysis of covariance was performed cm 

calories, with initial bodyrimage scores as the covariate. This 

analysis 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 ,  Q < . 0 6 )  suggesting a - 
possible relationship between initial: body size percept ion and 

eating behavior. 



\ 
'% 

Table 14: Analysis of Covariance f o ~  Calories - 
with B1 as Covariate. ',, 

1, , 
/ \ 

tr :* 
/ 

Sum of Mean \ 
Source Squares S uare 9 P 

Group 796060.6259 2 398030.3129 29.62 0.000 
$ Condition 336.7518 1 336.7518 0.03 0.874 

G X C  7167.4195 2 3583.7097 0.27 0.766" 
~ovariate(B1) 47348.6478 1 47348.6478 3.52 0.065 
Error 765932.51 45 57 13437 .I4125 

i 1 



111. Factor Analysis on Psychometric Data 

The "relationship among body image, selfbconcept, self 

control and other indicators of eating and weight related - 
' .4 

attitudes was of major interest in the current study. As a meansb 

of data reduction, a principal components analysis of the 

personality and clinical data was peqformed. The data on all 

subjects (n=68) was included in the analysis. 

Included in the principal components analysis were the 
& 

fiftekn subscales of the Tennessee Self Concept Scale, the eight 

subscales of the Eating Disorders 1n"en"toryr the Eating Habits 
L 

Questionnaire (~estraint scale), the Beck Depression Inventory, 

the I-E Score and subscale, Personal Self Controlrand the five 
1 

self ratings on the Self A3sessment Questionnaire; 32 variables 
;.Q 

in all. \ 

The eigenvalues for eachp-factor in the in,itial principal , 

components analysis are presented Table. 15. A number of 
I 1' 

possible solutions were examined, applying a obl&&ue quartimin 
, 

rotation. The three factor solution was retained as the most 

logical for interpretation: the factor loadings for this 
4 

/ solution are presented in Table 16. 
- .  ,- 

-2' On Factor 1, 10 of the self-esteem subsfales from the 
,* 

Tennessee Self Concept Scale had positive loadings in excess of 
<.+ 

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

positive loadings were also obtained for the self-ratings of 



Table 15: Eigenvalues for Principal Components 
I ~ n a l y s i s  on ~sychometric Data. 

) .  
.i 

Factor ' 

r ,  

Cumulative proportion 
Variance explained of to?al variance 



Table - 16: Factor Analysis on ~s~chometric Data: 
, Sorted R6tated $actor Loadings. 

-* 
? 
,' B,P 

I 
Factor 1 Factor 2 1  Factor 3 

identity* 
\ 

\ 
.962 

Family self concept* .945 
Behavior* .890 
General maladjusthent* .880 
Personality disorder* .826 
Social self concept* .775 
Moral self concept .770 
Neuroticism* .770 
Acceptance* I ,  .728 
Defensiveness* .698 
Personal self concept* .664 
Physical self concept* .596 
Beck Depression Inventory -. 579 

,5548 -. 542 competence*** 
Ineffectiveness** 
Locus of Control 
Perfectionism** 
Desire for Thinness** 
Body Dissatisfaction** 
Variability* 
Confidence*** 
Maturity Fears** 
~ssertiveness*~ 
Interpersonal Distrust* 
Bulimia** 
Personal seli'control ' 

Self Criticism*" 
Restraint - 

Psychoticism* -.289 
Interoceptive Awareness* -. 404 
In control*** .443 
Socially skilled*** . 4  87 

* Tennessee Self Concept Scale 
**  Eati,ng @isorders Inventory J.,! 

*** Self Assessment Questionnaire iseilf ratings) 
C 



competence and social skills, and self-control. Negative 

loadings resulted for the Beck Depression Inventory, $he 

Ineffectiveness Scale of the Eating Disorders Inventory, and the 

Internal-External Locus of Control Scale. Since Factor 1 was 

primarily comprised of self-esteem items, it was termed the Self 

C 
" ~steem Factor. 

.IC 1 

;&'L 
The second f actod consisted mainlf%f;f seven sub-scales from 

+ .  
'the EDI, with w e  highest loadings'attributed to Perfectionism, 

C ' ', 
. - $y& 

- 
Desirg for ~hinness and Body pissatisfaction. Maturity Fears, 

~nter~ersonal Distrust and Interoceptive Awareness had moderate 
B 

loadings on this factor, as did Ineffectiveness, and the 

Pestraint Scale, with sma1ler;negative loadings for 

i d self-ratkngs of assertiveness and.confidence. This factor i 

I 

clearly seems to reflect, and was accordingly labelled, an 

Eating Pathology Factor. 
, - 

t L  
The highest loadings on  actor 3 were attained by the 

i 8. 

Bulimia sub-scale of the EDI, and the self-control measure on 
r 

%.. I 
the I-E scale ( . 71  and .68 respectively). Self-criticism, Locus 

of Control, and Restraint also had moderate positive loadings on 

this factor, wi.th a negative loading for Psychoticism (TSCS). 

This factor was labelled a Lack of Control Factor. 

As noted above, the rotation 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. 



d 

Table 16a: Factor Cor re la t ions  f o r  ~ o t a t e d  Factors .  

Factor 1 Factor 2 Factor  3 

Factor  .1 
S e l f  concept 

Factor  2 
Eat ing Pathology 

Factor  3 a 

Lack of Control 
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~ a b ~ e  - 17: Personality 
Analysis of 

Factor Score Means 
'Variance: Group by - 

Factor 1 :  Self concept. 

and 
Feedback 

Means and Standard Deviations 

~ o n d i  t ion 

Condition - Restricters Bulimics Controls 

'* 

Positive M 
sD 

Analysis of Variance 
C 

Sum of Mean w 

Source Squares df Square F P 

Group 
Condition 



Table 18: Personality Factor Score ~ e a n s  and 
~ n a l y s i s  of Variance: Grolrp by Feedback Condition 
Factor 2: Eating Pathology. 

- 2 .  
M Positive 0.736 

i 

- 0.364 2 
sD 

- 0.842 
- 0.540 ' 0.696 % 0.377 
n 9 ' t  9 

L 
13 

- 1 d' :L6 .? 
B+ A' 

Negative M 0.779 0.404 
I SD - 1.096 - 1.018 0.827 0.300 .-. 

n 8 1 1  13 . * 

+" 

. Analysis of Variance 

Sum of k Mean 
Source Squares df Square F P 

k 
I ,  Group 36.6814 2 18.3407 45.31 0.000 
" Condition 0.0492 1 0.0492 0 .12  0.728 

G X C  0.3305 2 0.1653 0 .41 0.666 
Error 23.0743 57 0.4048 

* 9 



I .  

Table 19: .  Personality Factor Score Mea-ns and - 
Analysis of variance2 Group by Feedback Condition. 
Factor 3: Self Control. 

Means and Standard Deviations 

Condition Anorexic Bulimic Control 

Negative - M - 0.715 0 .477 - 0.231 
SD - 0.565 0.812 .403 
n 8 1 1  13 

4 z .  
"h - 

Analysis of Variance 

Sum of Mean 
df 

~ s 
Source Squares Square F P 

z - 

Group 23.3316 2  11.6658 21.80 0 .000 
Condition 3.1845 1 3.1%45 5,95 0.017 
G X C  7.8917 2  3.9458 7.37 0.001 
Error 30.5033 57 0.5351 



b. 
, Table 20: Pairwise Comparisons of Personality - 

Factor Scores by Group. 

~ e a n  - 

Compar i son Difference t df -7-- \ I-- 
/ 

/ 

Factor - 1 I 

~estricter/~ulimic - 0.58 - 2.43 64  0.0180* / 
Restricter/Control - 1.54 - 6.82 64 O . O O O O *  I 

i 
Bulimic/Control - 0.95 - 4.18 64 0.  0000*  

I 

Factor - 2 

Restricter/Bulimic 0.50 2.47 6 4 .  ' 0 .0160*  
~estricter/Control 1.76 9 ;28 64  0. O O O O *  
Restricter/Control 1.26 6 .58  64  0. O O ~ O *  

1 

$'- 

Factor 3 

Restricter/Bulimic - 1.07 - 4 . 2 5  , 64  0.0001* -++ .% 

Restricter/Co 0.39 1.64 6 4  0.1058 
Bul imic/Cont r 1.45 5.Q8 64  O . O O O O *  



Table 2 1 : pairwise comparisons Among Personality -- 
Factor Score Means, by Group and Feedback Condition . 
Factor 1 . y :- 

;-@ * "  
L 

Mean 
Comparison * Difference t df P 

- 9  
Restricter positive/ - 

0.74 Restricter ~egative 2.12 57 .0;380 
C ,v?* 

~estricter"~ositive/ 
Bulimic Positive - 0.67 - 1.98 57 .0526 

k 

Restricter Positive/ 
Control positive 2,09 . - 6.72 57 . OOOO* 

2. 

J 

Restricter Negative/ 
Bulimic Negative - 0.39, - 1.17 57 .2465 

Restricter Negative/ -. 
Control Negative 0.95.q 

.'P 
- 2.95 57 .0046* 

1' 
i 
a 

k 

Bulimic ~egative/ 
Y 

Control Negative - 0.56 - J.91 57 .0616 

 bulimic ~egative/ . d 1 
~ulimic positive 

-- -- 
0.46 rL- 1.43 57 .I580 
\ d * +- 

Bulimic positive/ d Y 
Control positive - 1.42 - 4.57 57 .0006*' 



/' I .  ' 

Table - 22:  Pairwise Comparisons -Among Personality 
Factor Score Means, by Gro,up and Feedback Condition 
Factor 2. / 

? 

Mean - "c,' 
Comparison Difference t df P 

Restricter positive/ 
Restricter Negative 0.04 0.14 57 

, i, - 
. 8888  

d 

Restficter positive/ 
Bu.limic Positive 0.37 ' 1.26 57  . 2 2 1 0  

Restricter positive/ 
Control Positive 1.58 5.72 57  .0000* 

Restricter Negative/ 
Bulimic Negative 1.83 6 .64  5 7  s . ~ ~ ~ ~ *  

* 

Restri ter Negative/ \ Control Negative 1.87 6.57 57  . O O O O *  

Bul.imic ~ e g a t  ive/ 
Control Negative 1.25 4.78 57  . O O O O *  - i 

- +%r.7 -3- 
~ u h m i c  Negat ive/ %\ - \  

Bulimic Positive 0.04 0.14 57  .8911  

Bulimic positive/ 
Control Positive 1.21 - 4.37 5 7  .0001*  



Table 23:  Pairwise Comparisons Among Personality - - 
Factor Score Means, by Group and Feedback Condit,ion 
Factor 3. 

Mean 
cornpar isoh Difference t df P s  
'I 
, '  ,in$. 

/- ia 7 \ 

Restricter Positive/ 
-. Restricter Negative - 1.00 

Restricter positive/ 
Bulimic Positive - 1.06 

~ e s t r  ikter Positive/ 
Control" Positive 1.02 

Restricter ~egative/ 
Bulimic Negative - 1.19  

>Restricter Negative/ - 
Control Negative - 0.48 

Bulimic Negative/ 
Control Negative 0.71 

Bulimic ~egative/ 
~ulimic positive - 0.87 

Bulimic ~ o s i  tive/ 
Control positive -2 .09  . oooo*  



$ 

this was significant when the Bonferroni correction was 

disregarded (t(2,57) - = 2.12, <,.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 

factor, is presented in Table 18. There was a main effect for 

+ group, with the highest scores obtained on this factor by 

restricters (g = 0.833), followed by bulim,ics (M = 0.332). This - 
difference was significant (t(2,64) - = 2.7, p < .01). yigher 

? b+ 

scores indicate a hi/gher degree of pathology. Restricters (M - = 

f 
+0.83) scored significantly higher than.Lcontrols (M - = -0.928: 

-% - 

t(2,64) = 9f28, p < .0000), as did bulimics (M = 0.332, 2(2,64) - - 

= 6.55, p < airwise comparisons on Factor 2, shown in 
a 

Table 22, o differences between positive and negative 

feedback conditions for the eating disorder groups. 

The patternfor Factor 3, the Lack of Control factor, was 

somewhat similar to Factor 1. There was a main effect for group 

(F(2,57) = 21.8 2 < .0000), a main effect for condition (F(1,57) - 

= 5.95, 2 < .01), and a group by condition interaction (~(2,57) - 
= 7.37, 2 < .001). Pairwise comparisons indicated that the group 

main effect resulted from a significant difference between 

restricters (M - = -1.68) and bulimics(!j = +0.89) (~(2~64) = 

-4.25, p < .0001), and between bulimics (M - = +0.89) and controls 

(g = -0.55; ~(2,641 = 4.18, E <.0000, df = 2 , 6 4 ) .  High factor 3 
- -- 

scores reflect a greater degree of concern or conflict with 



, - > 

self-control. , 

Pairwise comparisons on factor 3 are summarized in Table 

' 23. The most important- fintling here was that restricters in the 

positive condition (M = +0.33) scored sLgnif icantly higher than - 
/J 

restricters in the negative condition (M = -0.65; t(>,57) = - - 
applying the multistage ~onferroni, 

9 

this was also true for the bulimic  negative(^ = +0.51) and - . . - 
positive groups (M = 1.37; t(2,57) = -2.71, < .009). - - 



IV. Use of Factors in Body Image Distortion Analyses 

Because of the small sample ~ize.~and the distribution of 
+3 

scores resulting in some empty cells, the factor scores copld 

not be used as a variable. In any case, this iould ha;& ;: 
C W  '2 

I 

been' confounded, as noted? kith feedback condition, so would ' ' - 

F 
f 

have been inappropriate. T ~ S ,  group by condition analyses of & 
8 r-4 .$ 

coyariance were perfbrmed on each of the change scores, ' r' A %  

6 

exam&.ing each factor as a potential covariate of 8 C  scores. 0 

These analyses are summarjzed in Tables 24 to 26. None of the 
3 
i a 
factor scores was a significant covariate of change in body " 

image. 



B 

-~able~24: - Analysik of Covariance on BC1 
with Personality Factors as Covariates. 

Sum of Mean 
Source Squares df Square F P 

Group 24.4015 2 12.2007 0.87 0.426 t 

Condition 18.2881 1 18.2881 1.30 0.259 
G X C 6.7868 2 3.3934 0.24 Q.786 
,~ovar'iates % r, 

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 I 
kll 10.5799 3 3.5266 0.25 0.860 

I, 760.9230 54 14.091 1 

Table 25: Analysis of Covariance on BC2 - 
with Personality Factors as Cova-riates. 

Sum of Mean 
Source Squares df Square F P 

Group 18.1650 2 9.0825 1.23 0.299 
Condition 21.04.2'6 1 21.0426 2.86 0.096. 
G X C  , 50.0883 '2 25.0441 3.40 0.040 

. Covariates 
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 , I  0.0362 0.00 0.944 
All 3.8959 3 1.2986 0.18 0.912 

Er roq_ 397.8002 54 7.3666 
* 



Table - 26: ~ n a l y s i s  of Covariance on BC3 
with Personality Factors as Covariates. 

Sum of Mean 
Source Squares df Square - F P 

Group 
Condition 
G X C  
Covariates 

Factor 1 
Factor 2 
Factor 3 
All 

Error 



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 detween self-control feedback 

and body image disturbance? 

Preliminary analyses were performed on the stereotype 

scores-in order to determine the best way of combining the data. 

The data consisted of ratings betwen 1 and 5 on 12 

characteristics, for 3 photographs of apparently different size 

women, i.e. a total of 36 ratings by each subject. This data was 

subjected 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 interpretation, the 

ratings of the fat photographs were subtracted from the average 
G 

of the ratings of the thin and normal photographs. This step was 

taken since there was not a large discrepancy between the thin 

and normal photos. . 

The eigenvalues from the principal components analysis are 
@ 

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

mosy logical was the two-factor solution; any further factors 

d n o t  provide a clearly interpretabIe pattern. 



P 

Table 27: Eigenvalues for Principal Components -- 
Analysis on Stereotype Data. \ . - 

Factor 
Cumulative Proportion 

Variance Explained of Total Variance 



The two-factor solution, which was subjected to an oblique' 

quartimin rotation, is presented in Table 28. In control, 

strong, 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 

genera,l competence factor. 

.Facto'r 2 consisted of high positive loadings for friendly, 

I likeable and warm (.92-, 6 .75), with moderate loadings for 
, . 

. \ a  

attractive and happy (.59, . 5 3 ) .  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 
c* 

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

.05), as might be expected. 

Group Comparisons Stereotype Factors 

~ i ~ h  factor scores indicate a larger discrepancy between 

ratings of thin/normal versus fat stimuli, thus greater 

adherence to weight stereotypes. A one way analysis of variance 

was performed on Factor 1 group means, which indicated a 

significant effect for group (~(2,641 = 4.48, E < .01).   his 

analysis is presented 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 c 

,007). Applying the Bonferroni correction, the difference 



Table - 28: Factor Analysis on Photograph Ratings:* 
Sorted Rotated Factor Loadings. 

Characteristic . Factor 1 Factor 2 

I 

In control .864 .056 
Strong , .855 -. 093 . 
Confident .853 -.052 
Assertive .845 -.201 
Competent .694 ,127 
Friendly -.I31 .928 
Likeable -.I31 .86 1 
Warm -. 030 .795 
Attractive .246 .595 
Happy .448 .536 
Intelligent .482 .258 3, 

Socially Skilled .473 .352 

* Factor 1 and Fact'or 2 r = . 2 7 , ~  < .05 - 



- - 

between restricters ( M . =  +0.508) and controls (M = -0.171) was - 

also significant (t(2,64) = 2.43, 2 < .017). There was no - 

significant difference on this factor between bulimics and 

con'trols. 
h 

AS with the factors derived from the psychometric data, it 
, 

was important to know whether the stereotype factors differed by 

feedback condition. Accordingly, 
i i 

a two way analysis 

was co\r@ucted, which showed no effect for condition. and no 

interaction. This analysis is presented in Table 30. 
/ 

One way and two way analyses of variance we;e cdiiducted on 

Factor 2 with no differences 'betwe;b or within 
.i' 

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



Table 29: Stereotype FactQr Scores; Means an - 
Standard Deviations, Factor Analys s 
Comparisons. 

r 
1 

Means and Standard ~ e v i a t  i!ons 

and Pairwise 

- 

Restricters Bul irnics Clontrols 

A 1 
I * * *  - 

0.508 - 0.311 - 10.171 $, 

1.008 0.946 10.907 b 

2 1 20 26 
I 

Analysis of Variance by Grioup 

Sum of 
Squares df 

Mean 
Square 

Between 
Within 
Total 

- Pairwise Comparisons - 

Mean 
Difference t df P 

Restricter/Bulimic, .82 2.76 64 * .0076* 
Restricter/Control , - ,. 68 2 .4-3 6 4' . O  179* 
Bulimic/Control - .14 - 0.50 64 .6204 



Table 30: Analysis of Variance on Stereotype -- 
Factor Scores: Factor 1 f  Group by Condition. 

Sum of Mean 
Source Squares df Square F P 

/ 

Group 2 4.1551 -4.84 .010 . - 

+ Condition 1 0.34101 0.40 ,530 +., 

G X C 1.98 2 0.99105 1.15 .320 
Error 48.93929 58 0.85858 



Table 31: Analyses of variance on Stereotype - 
1 

Factor Scores: Factor 2. 

by Group 

Sum of Mean 
Source Squares df Square F . P 

Between 
Within 
Total 

\ 

Group by Condition 

Source 
Sum of 

Squpres 
Mean 

df Square 

Group 
Condi t ion 
G X C  
Error. 



\ 

VI. stereotype Factors and Body Image 

An analysis of covariance on BC scores (group by condition) 

was conducted with Factor 1 and Factor 2 as covariates. These 

analyses are summarized in Tables 32 to 34. Neither of the 

stereotype factors was a significant covariate of change in body 

image distortion. 

-.- t 



Table - 32: Analysis of Covariance on BC1 
with Stereotype Factors 1 and 2 as Covariates. 

Sum of . Mean 
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 55 13.9857 1 

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  58.7 195 

- -- 
2 29.3597 4.12 0.021 

-- - - - - - - 

Covariates 
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 55 7.1239 



Table - 34 :  Analysis of Covariance on,%C3 , '  'O 

with Stereotype Factors 7 and 2 as Covariates. 

Sum of , .  Mean 
source 

- 
Squares df Square F P 

Group 2 7 .9310  0 .44  0 .644  
Condition 0 7 4 5 8  1 0 .7458  0 .04 0 .839  / 

G X C  12 .  1 5 r 2 0  094  2  6 .2547  0 . 3 5  0 . 7 0 6  
Covariates 

Factor 1 '20 .4787 1 20 .4787  - 1 .14  0 . 2 8 9  - 

Factor 2 0 . 0 1 0 7  1 0 .0107  0 . 0 0  0 .980  
All 2 1 . 6 4 7 5  2  , 1 0 . 8 2 3 7  0 .60  0 .549  

Error 9 8 4 . 2 1 4 6  5 5  1 7 . 8 9 4 8  



VII. Correlations Between Factor Scores and Dependent Measures 

Pe'rsonality Factor Scores 

Correlations were computed between Factors 1,- 2 and 3 and 
v 

BC Scores, separately by group. These are presented in Table 35. 

None of the correlakions between factor scores and BC scores was 

significant when the Bonferroni correction was applied, 

correcting for 9 correlations within each'group. When this 

correction was disregarded, a higher degree of overestimation on 

body image measures 1 and 2 was related to higher sc~res on :li ,. , 

Factor 2 (eating pathology) in the restricter group ( p  !<, .02), 
.& 

This correlation was not significant for B3. There was no WL 

significant correlation between   actor 1 OF 2 and BC in the 
% 

bulimic or contrdl groups. Factor 3 (control) was nega-tirely ? 
correlated with B1 in the bulimic group, but this. did not reach 

? significance. 

- Stereotype Factor Scores 
I 

Correlations between Factor 1 (competence) and B Scores 

indicated that higher scores on this factqr were-$elated to a 
- 

d. 

greater degree of distortion on measures 1 and 2 for restricters , -. 
&-! 

, ,  (' = +.62, Q < -01: - r =+.56, < .01). This correlaf ion 



Table 35: c o r r e l a t i k n s  Among Persona l i ty  Factor Scores* and B.  

/' w* 

% 

,Fa- \% B 1 B2 B3 ' 

' ~ ~ d r i c t e r s  
F a c t o r 1  -0.312 -0.218 

\ 
-0.243 . 

- 

Factor 2 +0.512** +O. 543** +O. 475 

/' 

Factor 3 -0.024 +O. 055 -0.059 - - 

, 
- 

* 

Bulimics 
Factor 1 

4 Factor 2 
- Fact.or 3 

Controls  
Factor 1 +O. 114 -0.070 -0.028 
Factor 2 +O. 049 +O. 180 +O. 233 
Factor 3 + 0 . I+-1 +0.113 -0.015 

- 

* Factor  1 Self Este'em 
Factor 2 Eat ing Pa tho logy ,  
Factor  3 Lack of Control I ,  



? 

a p  ro ched significance. The correlation between Factor 2 PP - 

(likeabiIity) and body image was not significant for any of the 

groups. None of the correlations between stereotype factors and 

body image reached significance for bulimlc or control groups. 

These figures are presented in Table 36. 
='. 



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

Restricters 
Factor 1 
Factor. 2 

Bulimics 
Factor 1 
Factor 2 

Controls 
  actor 1 
Factor 2 

*   actor 1 Competence 
Factor 2 Likeability 



VIII. Repeated Measures ~nalysis 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 any chaqes in bbdy 

image 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 I 

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 b imics receiving negative feedback initially P 
improved in their body image perceptions, showing less 

distortio , but after eating returned to their initial level, 
- l p  f 

while cohtrols continued to improve. ~estricterd. and bulimics 
- - 

receiving positive feedback did not alter in their perception of 
, 

"ody image, even after,eating. While control subjects receiving 



Table 37:. Repeated Measures Analysis of I 
I - 

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 
Condition 
G X C  
Covariates 
Error ( 1 ) 

Time 
T X G  
T X C  

' 7  X G 
-- Covar i 

Error 



Table 38: Mean Body Image Scoqes* BI. B2, B3; - 
Adjusted for Covariates: Self Esteem Factor. 
Pathology Factor, Calories. 

Restricters 
Positive(n=8) 

Bulimics 9- 
Positive(n=9) 

102.74 1 O L 9 6  101.68 

Controls 
~ositive(n=13) 

' ~egative(n=13) 
102.00 101.57 ioi .22 

"Expressed as a percentage; accurate perception = 100 



Figure 5: Adjusted Means for Bl, B2, B3; 
Covariates: Self-Esteem Factor, Eating 
Pathology Factor, Calories. A 

Reqtricters, Bulimics and Controls; 
Positive Feedback Condition. 

Restr icters *---* 
Bulimics 

/ -- 
4 - 0 0  -- - - x -  - Controls 



Figure - 6: Adjusted Means for B1, B2, B3; 
Covariates: Self-Esteem Factor, Eating 
Pathology Factor, Caiories. 
Restricters, Bulimics and Controls; 
Negative Feedback Condition. 

'\ 1- 
\ / ,. , Bulimics 

/ ,,' - 0 
' .  

/' 

Controls 

+ 



positive feedback appeared to increase in body image distortion 

somewhat after eating, relative to those receiving negative 
- 

I feedback, the difference was not significant. 
- 

k 



D. Discussion . 

n 



I. A Note of Caution 
-2 

There were a number of features of the current study which 

must be considered as a context for interpreting the results. 

Firstly, the sample size should be larger, in order to draw 

stronger conclusions. However, given the strict diagnostic 

criteria necessarily adhered to in the study, theLnumber of 

patients willing to volunteer.for such research, and the time 
L 

constraints of an individual.researcher, the sample sizes 

reflect the number of subjects available for participation over 

a one-year period. - - 
- 

Secondly, eating disorder patients referred to Shaughnessy 
t. 

Hospital may be more chronic than those usually reparted in the 

literature. Also, the current sample seems to reflect a somewhat 

u-nusual pattern'of -symptomatology, with the restricting 

anorexics displaying more pathology than the bulymic patients3 

The reverse is generally reported. This raises a question about 

the generalizability of the current results. 

Thirdly, the sample represented herein may have been more 

, heterogeneous with respect to age than usual, with a range of 14 

to 32. Ideally, although a narrower age range would have been 

preferred, it is not known whether this may have influenced the 

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

available population. 



11. Body size Overestimation 

The present study did not find that overestimation of body - 
size was uniq o individuals with eating disorders. Normal 

weight restimated to a similar degree, which is in 

accordance with the findings of Strober et al. ( 1 9 7 9 ) .  

The effect oi the self control rnanipilati,on on* body image 

perception was not. immediately evident, in that the predicted 

effect did not occur. As ,reported earlier, the random assignment 

of subjects to feedbac,k condition resulted in restricters 

assigned to the positive condition scoring lower on a self 

esteem factor than those in the negative condition. Although 

this difference did not' reai&gnif icance under the strict 

8, 
~onferroni correction, it may have been sufficient to weaken the 

manipulation. The direction of the difference was the same for 

the bulimic subject groups, although the difference was not 

significant. 
'as 

At least as importantly, subjects in the two feedbackp 
' 

conditions differed on the control factor. Restricters "receiving 

- positive feedback scored significantly higher on this factor 

than those receiving negative feedback: this was also true for 
k 

the.bulimic subjects when disregarding the Bonferroni 

correction. This factor, corn rised of seores on the bulimia P 
subscale of the EDI, the self con'trol'..s~bscale of the I-E scale, 

the Restraint scale, and locus of cont;ol, seems to directly tap 



c ,  ./ 
subjects belie,•’ structure about their lack of self-control or 

impulsivity. Higher scores reflect greater concern with this - 
dimension, higher restraint over eating behavior, and greater 

belief external locus control. 

In other ,words, again by chance, the information given to 

subjects ran dfrectly counter to their pre-existing levels of 

belief in that very dimension. There is no way & knowing 
wheuther this was an important confound in the experiment, but it 

Y 

seems likely that it weakened the effect of the manipulation. 

In using such 

self-esteem, - it is 

line between being 

detrimental to the 

a manipulatio~, which is-likely to affect 
\ 
necessary in the first place to walk a fine 

ineffective, or being too "effective", thus 

participants, especially with a clinical 

population. Thus, this confound is, at least, problematic, and 

should be considered in future studies as a dimension "on phich 
% 

it might be important to match subjects. P 

The second major hypothesis of the study concerned the 

combined effect of the self-control mani ation -plus eating ; 

food, on body image measures. In examini the changes in body 

following the- meal, seems plausible that 

whatever effect the manipulation had, it was delayed. The only 

significant 

was between 

difference, oonsidering the 
J 

Bonferroni correction, 

controls receiving negat i've 

feedback. Following negative feedback, plus eating a meal, 

restricters' percept ion their . 
of controls decreased, regardless 

body size increased, while that 

of feedb'kk. If the ~onferroni 





Restricters receiving negative feedback tended to eat less 

thar? those rdceiving positive feedback. Perhaps negative beliefs 
\ 

or feedback (to which the anorectic individual selectively 

attends) resulted-in her eating mote than she wished (the actual 

amount b e h g  inconsequential), lowered self esteem, and 

i~creased~sensitivity to body size, reflected in greater 

distortion. Button et al. discussed this "lowered threshold of. 

sensitivity to body changesw(1977), which has been suggested as- 
-- 1 . 
a possible mechanism for body size overestimation by Slade 

* 

( 1979). This hypothesis received some support from the finding 

that restricters receiving negative feedback tended to eat less 

that those receiving positive feedback, i.e. they exercised more 

restraint, which is just what they must do to maintain or 

exacerbate their symptoms. After positive feedback, when 

subjects ate more, their restraint was relaxed, and body image 

distortion decreased. This was also supported by the negative 

coraelat,ion found between restraint and caloric consumption in 

restricter and control subjects, compared with a positive 
-- \ 

correlation for bulimics. It must be emphasized that this 

interpretation is speculative, and that, as noted, the ... - 
difference in consumption between eating disorder groups was not 

T 
- 

0 

significant. 

The positive 
i 

relationship between caloric consumption and 

restraint. in bulimics may simply be re+,lective of t h e h  

~impulsivity, and their binge/purge cycle. It may be that the 

greater likelihood of actual lack of control in 'this group is 



- accompanied by, or results in, a greater perceived need for 

control. In fact, as noted by Polivy ( 1 9 7 8 ) ~  restraint scores 
- 

- tend to be higher in bulimic subjects. In the current study, 

they were slightly. higher. They also ate significantly more than 
- 

t 

anorectics. 

The relationships among self esteem and body image were 

investigated via data reduction by means of a principal - - 
\ 

component3 analysis, Along with several self concept scores, - 

level of depression, perfectionism and ineffectiveness from the ' 
i 

.- 
ED1 loaded on the self concept factor. 

fu 
- 

As expected, the eating disordered subjects scored 

significantly lower than controls on this factor, with 

restricter subjects scoring lowest. This suggests that .. 
,> 2 

restricters set high standards for themselves (i.e. 

~erfectionism), which they then feel incapable of fulfilling ' 

(i .e.. Ineffectiveness), Negative mood is bound to -y,esult from . 

this perceived discrepancy. The tendency to perfectionism and a 

high need for achievement has been reported clinically. Factor .. 

1 ,  the self concept factor, was significantly correlated with 

Factor 2, comprised of subscales from the EDI, self ratings of - 
asseftiveness and confidence, and the 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, thi third factor derived from 

the data reduction (control concerns) was not highly correlated 

with the other two. 



It is not known why the restricters in the current sample 

are lower in self esteem and higher in general pathology than 

the bulimics. It is+usually reported in the literature (e.g.' 6 

Casper et al., 1980) that bulimic patients are more seriously 
.h 

disturbed that restricting anorexics, more resistant to - 

treatment, and have a poorer prognosis. It could be that the 

particular group of restricters referred to Shaughnessy ~ospital. ,- 

is somewhat more disturbed than'is typically the case. Since 

'- Factor 2 was comprised mainly of ED1 items, it was t5xpectdd that 

restricters and bulimics would score higher than controls, 

indicating considerably more desire for thinness, 
- 

dissatisfaction with body weight and size, higher need for 

perfection, more maturity fears and greater interpersonal 

distrust. 
3 

Control .issues were a particular focus of the current 

study, and it is particularly noteworthy, first, that items 

reflecting this issue clustered on Factor 3, and second, that it . , 

was essentially unrelated to self esteem or eating pathology. 
, - 

Restricters and controls did not,dif~fer significantly on this 

factor, in fact restricters scored the lowest of all groups, 

suggesting a highly controlled self-presentation. ~ulimics 

scored significantly higher that both restricters and controls, 

7 indicating higher bulimia subscale scores, a lower perception of 
t -- 

- 

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 



I% 
\ 

for thinness, and moral self concept also contribute to this 

factor. In all, it is suggestive of a high degree 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 covariate of '"3 
change in body image distortion. However, an examination of the 

correlation between factor scores and individual body image 

measures suggests a pattern of relationship for restricters, 

bulimics and controls. For restricters only, Factor 2, eating 

pathology (on which restricters scored higher than bulimics) was 

positively related to body image scores 1 and 2. This was not 

the case for the remaining subject groups. Re-examining the , ..+ 
u 

items on this factor, it appears that the highest loading items, 

perfectionism, desire for thinness, and body dissatisfaction, 
1 

are most responsible for this relationshi 8- 1 
The higher sco= on factor 3 for bulimicg is in part due 

1 
I 

to the bulimia subscale. This factor is slightly more related to - 

.body image scoresfor 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 

interpret, but it is noteworthy that by body image measure 3, 
- 

the relationship has changed to a positive one (after eating). 

It is possible that, in bulimic patients with an external, low 
- 

self_control orientation, the effect of eating was to increase 
- 

their sensitivity to body size, and increase their subjective 

size perception. The cognitive event responsible for this might 



- 

- 

be "Well, I've ea.ten all that food; I've lost control again; I'm 

useless and fa't". 

Given the foregoing, and the finding that body size 

overestimation did not differ 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 disorders or 

weight problems, overestimation is intrkately connected with 
C'. * 

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 to interact with other factors, and function differently 

in restricters and bulimics. 



111. Weight Stereotypes: Is Thin Competent? 

The results of the' present investigation suggest that the 
r 

hypothesized weight stereotype exists, albeit in a somewhat 

different form than anticipated, Although the ratings of the 

apparently different-weight women did not strongly differentiate 

.thin and normal weight, fat or overweight women are viewed as 
.- 

less competent, strong, in control, intelligent, and socially 

skilled than normal weight or thin women. When all else is equal 

(appearance, clokhing, attractiveness), thinner women are judged 

more positively on these dimensions than fatter women. This 
I 

certainly cohfirms what one might infer 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 appears that body size is seen as a 

measure of achievement and worth in the sample studied herein. 
I 

I t  is interesting to note that bplimics scored lower than 

controls, with restricters scoring significantly higher than 

controls (the restricter/control 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 likeability, warmth and 
~ ~ 

friendliness in thin women, t is belief does not appear to vary 8- 
among groups, being held equally by restricters, bulimics and 

normal weight controls. 
- 



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 

patients. 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 correlation between eating pathology and body image 

. z 

distortion. The more the anorectic patient adheres to the 

stereotype, the more dissatisfied she is with her body size, the 

thinner she wishes to be, and the fatter she sees herself. 
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attempt to discover other means of achieving a healthy self 
- 

image. Exploration of other avenues to self worth might revolve 

around realistically evaluating interests, aptitudes and 

abilities, identifying strengths, and setting goals accordingly. 

A previous study (Garfinkel et al., 1978) found that 

viewing one's image in a mirror did not alter body size 

estimation in anorexics. However, the vie;ing was for only 10 
"I 

seconds, and the current researchrsuggests that viewing of one's 

image in a video monitor might be a useful meas of improving -. 

body image perception, n0te.d by Bruc'h to' be a critical precursor 

of recovery in anorexia nervosa. In general, restricters and 
. 

bulimics tend to avoid mirrors, and often cover their bodies in 

loose fitting clothing. It would be interesting to investigate 

whether repeated viewing of their own image, accompamied by 

"cognitive restructuring" strategies, could result in more 

accurate self-perception. 

In conclusion, it is probably most informative to view the 

current study as exploratory. It has served to raise more 

questions for the researcher, rather khan giving'definitive 

answers, which in any case, are elusive in the field of eating 

disorders. I f  the results herein contribute in some small way to 

our theoretical and practical knowledge of anorexia and bulimia 

nervosa, then the researcher's goal has been accomplished. 



E. Appendices 
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P e r s o n a l i t y  and Body Image 

T h i s  s t u d y  is  d e s i g n e d  t o  h e l p  u s  learn more a b o u t  t h e  r e l a t i o n -  
s h i p  between c e r t a i n  a t t i t u d e s  arid b e l i e f s  p e o p l e  h o l d  a b o u t  themse lves  
and o t h e r s ,  and some p e r s o n a l i t y  c h a r a c t e r i s t i c s . '  We a r e  a l s o  i n t e r e s t e d  
i n  how t h e s e  f a c t o r s  a r e  r e l a t e d  t o  your  body image, and t h u s  w i l l  b e  

P measur ing your  body image a s  p a r t p o f  t h e  p r o c e d u r e .  These measures  w i l l  
r e q u i r e  t h a t  you wear a  l e o t a r d ,  which w i l l  b e  p rov ided .  

There  a r e  no r i g h t  o r  wrong answers  t o  t h e  q u e s t i o n s  o r  r a t i n g s  
asked o f  y w ,  s o  p l e a s e  answer a s  you r e a l l y  b e l i e v e .  Your p e r s o n a l  
r e s p o n s e s  o r  s c o r e s  on any t e s t s  w i l l  remain c o m p l e t e l y  c o n f i d e n t d a l  a t  
a l l  t i m e s ,  s i n c e  w e  a r e  i n t e r e s t e d  i n  how p e o p l e  respond  on t h e  a v e r a g e ,  
r a t h e r  t h a n  i n  i n d i v i d u a l  b e l i e f s  o r  a t t i t u d e s .  Approximate ly  two h o u r s  
o f  your  t ime  w i l l  b e  r e q u i r e d ;  o n e  hour  t o  comple te  t h e  n e c e s s a r y  
q u e s t i o n n a i r e s  ( a t  home) and one  hour  i n  t h e  l a b  t o  c o m p l e t e  t h e  body 
image measures  and d i s c u s s  t h e  q u e s t i o n n a i r e  r e s u l t s .  

S i n c e  we a s k  t h a t  you r e f r a i n  from e a t i n g  a f t e r  8 :00  p.m. t h e  
even ing  b e f o r e ,  w i l l  be  p r o v i d i n g  a  l u n c h .  A s  p a r t  o f  t h e  p r o c e d u r e  
we would l i k e  you t o  eat some l u n c h ,  b u t  want you t o  f e e l  f r e e  t o  e a t  
a s  l i t t l e  o r  a s  much a s  you a r e  c o m f o r t a b l e  w i t h .  

Consent Form 

Having been a s k e d  by P a t r i c i a  H y a t t  o f  t h e  Psychology Department 
of  Simon F r a s e r  U n i v e r s i t y  t o  p a r t i c i p a t e  i n  t h e  r e s e a r c h  p r o j e c t ,  
" P e r s o n a l i t y  and Body Image", I u n d e r s t a n d  t h e  p r o c e d u r e s  t o  be used  i n  
t h e  s t u d y ,  and I u n d e r s t a n d  t h a t  t h e  p r o c e d u r e s  may b e  t e r m i n a t e d  a t  any 
t ime ,  a t  my r e q u e s t ,  w i t h o u t  a f f e c t i n g  any on-going t r e a t m e n t  program % 

I a l s o  u n d e r s t a n d  t h a t  I may r e g i s t e r  any compla in t  I might  have about! 
/ 

t h e  s t u d y  w i t h  t h e  r e s e a r c h e r  named above,  o r  w i t h  Roger Blackman, ; 
Chairman o f  t h e  Psychology Depar tment ,  Simon F r a s e r  U n i v e r s i t y .  I may 
o b t a i n  a  copy of  t h e  r e s u l t s  of  t h i s  s t u d y ,  upon i t s  comple t ion ,  by 
c o n t a c t i n g  P a t r i c i a  H y a t t .  

- 

I a g r e e  t o  p a r t i c i p a t e  i n  t h e  p r o c e d u r e s  o u t l i n e d  i n  t h e  above 
d e s c r i p t i o n  of  t h e  s t u d y ,  d u r i n g  t h e  p e r i o d  ,June,  1983 t o  J u n e ,  1984. 

* 

Shaughnessy H o s p i t a l  / Simon F r a s e r  U n i v e r s i t y  

DATE 

NAME SIGNATURE 

WITNESS 

( p l e a s e  remove one  copy and r e t a i n  f o r  your  i n f o r m a t i o n ,  s i g n  and l e a v e  
t h e  remain ing  copy i n  t h e  b o o k l e t ) .  , 



Age 

P r e s e n t  Weight : Heigh t :  

,Highes t  P a s t  Weight 
( e x c l u d i n g  pregnancy)  : l b s .  

How l o n g  ago? , ,  months 

How l o n g  d i d  you weigh t h i s ?  months 

Lowest P a s t  Adul t  Weight:  l b s .  

How l o n g  ago? months 

What do you c o n s i d e r  your  i d e a l  w e i g h t ?  I= 

' Age a t  which weigh t  problem began ( i f  any)  

F a t h e r ' s  o c c u p a t i o n  

d 

I n s t r u c t i o n s :  

Th is  i s  a  s c a l e  which measures  a  v a r i e t y  o f  a t t i t u d e s ,  %+ 

feel ing3-and b e h a v i o r s .  Some o f  t h e  i t e m s  r e l a t e  t o  food - 
and e a t i n g .  O t h e r s  a s k  you a b o u t  your  f e e l i n g s  a b o u t  y o u r s e l f .  
There a r e  no r i g h t  o r  wrong answers  t o  t r y  v e r y  h a r d  t o  be 
comple te ly  h o n e s t  i n  your  answers .  R e s u l t s  a y e  comple te ly  
c o n f i d e n t i a l .  Read e a c h  q u e s t i o n  and p l a c e  ap' ( X I  under  the  
column which a p p l i e s  b e s t  f o r  you. P l e a s e  agswer  e a c h  
q u e s t i o n  v e r y  c a r e f u l l y .  Thank you. 

- 
f 
i 



( ) ( ) ( ) ( ) ( ) ( ) 1. I e a t  sweets  and carbohycjrates without  
f e e l i n g  nervous. . . 

o ( )  ( )  0.0 ( )  2 .  I t h i n k t h a t m y s t o m a c h i s  t o o b i g .  

( ) ( ) ( ) ( ) ( ) ( ) 3 .  I  .wish t h a t  I could r e t u r n  t o  t h e  s e c u r i t r  
o f  chrldhood. 

0 
2 

( ) ( ) ( ) (  ) ( ) ( ) 4.  I e a t  when I am u p s e t .  &: 

*-. 

( ) ( ) ( ) ( ) ( ) ( ) 5. I s t u f f  myself w i t h 4 o o d .  

I wish t h a t  I could be  younger. 
A 

I t h i n k  about  d i e t i n g .  
* 

I g e t  f r i gh tened  when my f e e l i n g s  a r e  
t o o  s t r o n g .  

I t h ink  t h a t  my t h i g h s  a r e  t o o  l a r g e .  

f.- f e e l  extremely g u i l t y  & t e r  overea t ing .  
, B 

I t h i n k  t h a t  my stpmach i s  just t h e  
r i g h t  s i z e .  L 

Only ou t s t and ing  performance i s  good 
enough i n  my fami ly .  

The happ ie s t  t ime i n  l i f e  i s  when 
you a r e  a c h i l d .  

I am open about my f e e l i n g s ,  

I am t e r r i f i e d  of  ga in ing  weight.  

I t r u s t  o t h e r s ,  

( ) ( ) ( ) ( ) ( ) ( ' )  18. I f e e l  a l o n e  i n  t h e  world, 

( ) ( ( ) ( ) ( ) ( ) 19* I f e e l  s a t i s f i e d  w i t h t h e  shape o f  my body. 
% 6 

r - r ( T (  rl-3 C J  - 7 - f e e T  getreraTl y i m n t r o n f  t i n g s  - -- 
- 

-- 

i n  my l i f e .  

" ( )' ( ) ( ) ( ) ( ) ( ) 21. I g e t  confused about what emotion 
I am f e e l i n g .  

( ) ( ) ( ) ( ) ( ) ( ) 22 ,  I would r a t h e r  be an  a d u l t  than  a c h i l d .  
- 



( ) ( ) ( ) ( ) ( ) ( ) . 24. 1 wish I were someone e l s e .  

( ) ( ) ( ) ( ) ( ) ( ) 25. I exaggerate o r  magnify t h e  importance: - , 

of  weight. ,' 
( ) ( ) ( ) ( ) ( ) ( 7 26. I can c l e a r l y  i d e n t i f y  i&t emotion - -  

I am fee l ing , ,  
d 

( ' )  ( )  ( )  , ( )  ( ) ( )  27, I f e e l  inddequate, 
/ 

b 

I 
( ) ( ) ( ) ( ) ( ) ( ) 28. I have gone on e a t i n g  b i n g e s  where, 

'I have f e l t  t h a t  I c o u l d ~ n o t ~ s t o p .  . 
" p c J j  

( ) ( ) ( ) ( ) ( ) ( ) 29, A s  a c h i l d ,  I t r i e d  ve ry  hard t o  avoid 
disappoint ing my, pa ren t s  and teachers .  

i \ 
- \- 

( ) ( ) ( ) ( ) ( ) ( ) 30, I have c lose  r e l a t i o n s h i p s .  

( )  ( )  ( )  ( )  ( )  ( )  31, I l i k e  t h e  s h a p e o f  mybut tocks .  ' 

- - - - - - - - f 4 f3-Cf f -1 f ) - 3 &  4 *p~eecettpi-etl- wj;* t h e  & s h t o ' W  
I 

be th inner .  
* 

( )  ( - 1  ( )  ( )  ( )  ( ) 33. I don ' t  know w h a t ' s g o i n g  on i n s i d e m e .  

( ) ( ) ( ) ( ) ( ) ( ) 34. I have t roub le  expressing my e a o t i o w  
t o  o t h e r s ,  

( ) ( ) ( ) ( ) ( ) ( ) 35 ,  The demands of adulthood a r e  too  g r e a t ,  

( ) ( ) ( ) ( ) C ) ( ) 36. I ha te  b e i n g  l e s s  than b e s t  a t  th ings ,  

( ) ( ) ( ) ( ) ( . )  ( ) 37, I f e e l  secure about myself. 
( .  

b 

( ) ( ) ( ) ( ) ( ) ( ) 38.  I think about bingeing cover-eating), 

( ) ( ) ( ) ( ) ( ) ( ) 39, 1 f e e l  happy t h a t  I am not  a c h i l d  anymore, 

- ( ) ( ) ( ) ( ) ( ) ( 1 4Q, I g e t  confused a s  t o  whether or  not  

I am hungry. - .. 

I have a low opinion o f  h y s e l f .  

I f e e l - t k a ~ I  can  achieve-m~standard>.- -  
- 

My parents  have expected excellence of me. 

I worry t h a t  my f e e l i n g s 1  w i l l -  g e t  out  
of  cont ro l .  



4 ( ) ( ) ( ) ( ) -( ) ( ) 45 .  I th ink  t h a t  my h ips  a r e  too  big. 

( ) ( ) ( ) ( - )  ( ) ( ) 46; I e a t  moderately i n  f r o n t  o f  o thers  and 
s t u f f  myself when t h e y ' r e  gone. 

( ) ( ) ( ) ( ) ( ) ( ) 47.  I f e e l  bloated a f t e r  ear ing  a normal meal. 

( ) ( ) ( ) ( ) ( ) ( ) 48.  I f e e l  t h a t  people a r e  happiest  when they 
a r e  ch i ld ren ,  

( ) ( ) ( ) ( ) ( ) ( ) -  49. If I g a i n  a pound, I worry t h a t  I w i l l  
keep gal ning . 

( ) ( ) ( ) ( ) ( ) ( ) 5 0 .  I f e e l  t h a t  I am a worthwhile person. 

( ) ( ) ( ) ( ) ( ) ( ) 51. When I am upset ,  I don ' t  know i f  I am 
sad, f r ightened o r  angry, 

- 

7 
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( ) ( ) ( ) ( ) ( ) ( ) 52.  I f e e l  t h a t  I must do th ings  pe r fec t ly ,  
o r  not  do them a t  a l l ,  

w 
..- . . ' .  . ( ( ) ( ) ( ) ( ) ( 53. 1 have the  thought of t r y i n g  t o  vomit i n  

order  t o  l o s e  weight,  , 

( ) ( ) ( ) ( ) ( ) -( ) 54,  I w e d  t o  keep people a t  a  c e ~ t a i n  d i s t ance  
( fee l  uncomfortable i f  someone t r i e s  t o  
g e t  too  c lose ) .  < 

( )  ( )  ( )  ( )  ( )  ( ) '  55. I th ink  t h a t  my th ighs  a r e  j u s t  the  
r i g h t  s i z e ,  

( ) (' ) ( ) ( ) ( ) ( ) 56.  I f e e l  empty i n s i d e .  
-- 

( ) ( ) ( ) ( ) ( ) ( ) 57. I can t a l k  about personal  thoughts 
o r  f e e l i n g s ,  

( ) ( ) ( ) ( ) ( ) ( ) 58 .  m e  Best years  of  your l i f e  a r e  when ..- you become an a d u l t .  
-. * 

( ) ( ) ( ) ( ) *(. ) ( ) 59. I th ink t h a t  my buttocks a r e  too  large .  ' 

( ) ( ) ( ) ( ) ( ) ( ) 60.  1 have fee l ings  I c a n ' t  qu i t e . iden t i fy .  . 
w 

( ) .( ) ( ) ( ) ( 1 ( ) 61.  I e a t  o r  drink i n  secrecy,  

4 

- f ) t ) ( ) ( ) ( ) ( ) 62,  I th ink  - tha t  my hips  a r e  j u s t  t h e  r i g h t  s i z e .  

( ) ( ( ( ) ( ) ( ) 63 ,  I have extremely high goals ,  

( )  ( ) f ( )  f )  f 64 ,  When I amupse t ,  I worry t h a t  I w i l l  
, s t a r t  ea t ing .  

1 SO 



B e c k  I n v e n t o r y  

On t h i s  q u e s t i o n n a i r e  a r e  g r o u p s  o f  s t a t e m e n t s .  P l e a s e  
r e a d  e a c h  g r o u p  o f  s t a t e m e n t s  c a r e f u l l y .  T h e n  p i c k  
o u t  t h e  o n e  s t a t e m e n t  i n  e a c h  g r o u p  w h i c h  b e s t  
d e s c r i b e s  t h e  way you  h a v e  b e e n  f e e l i n g  t h e  

-. 
1 

P A S T  WEEK XNCLUDING TODAY. C i r c l e  t h &  n u m b e r  - -' 
, b e s i d e  t h e  s t ' a t e m e n t  y o u  p i c k e d .  I f  s e v e r a l  

s t a t e m e n t s  i n  t h e  g r o u p  s e e m  t o  a p p l y  e q u a l l y  
w e l l ,  c i r c l e  e a c h  o n e .  Be s u r e  t o  r e a d  811 t h e  ------ 
s t a t e m e n t s  i n  e a c h  J r o u p  b e f o r e  m a k i n g  y o u r  c h a i c e .  -- 

s 

-- 
1.0 I d o  n o t  f e e l  s a d .  

1 I f e e l  s a d .  
2 I a m  s a d  a l l  t h e  t i m e  a n d  I c a n ' t  s n a p  o u t  o f  i t .  
3 I am sb g a d  o r  u n h a p p y  t h a t  I c a n ' t  s t a n d  i t .  

2.0 I am n o t  p a r t i c u l a r l y  d i s c o u r a g e d  a b o u t  t h e  f u t u r e .  
, 1 I f e e l  d i s c o u r a g e d  a b o u t  t h e  f u t u r e .  

2 I f e e l  I h a v e  n o t h i n g  t o  l o o k  f o r w a r d  t o .  
3 I f e e l  t h a t  t h e  f u t u r e  i s  h o p e l e s s  and  t h a t  t h i n g s  

c a n n o t  i m p r o v e .  -- 

3.0  I d o  n d t  f e e l  l i k e  a f a i l u r e .  
1 I f e e l  I h a v e  f a i l e d  m o r e  t h a n  t h e  a v e r a g e  p e r s o n .  
2 A s  I l o o k  b a c k  o n  my l i f e ,  a l l  I c g n  s e e  i s  a  l o t  

o f  f a i l u r e .  
3 1 f e e l  I a m  a  c o m p l e t e  f a i l u r e  a s  a p e r s o n .  

4 .0  I g e t  a s  much s a t i s f a c t i o n  o u t  o f  t h i n g s  a s  I u s e d  t o .  

\ 1 I d o n T t  e n j o y  t h i n g s  t h e  way I u s e d ,  t o .  
- 2 I d o n ' t  g e t  r e a l  s a t i s f a c t i o n  o u t  o f  a n y t h i n g  a n f m o r e .  

, 3 I am d i s s a t i s f i e d  o r  b o r e d  w i t h  e v e r y t h i n g .  

5 .0  I d o n '  t fee; p a r t i c u l a r l y  g u i l t y .  
1 I f e e l  g u i l t y  a g o o d  p a r t  o f  t h e  t i m e .  
2 I f e e l  q u i t e  g u i l t y  m o s t  o f - t h e  t i m e .  . 

3 I f e e l  g u i l t y  a l l  o f  t h e  t i m e .  

6 . 0  I d o n ' t  f e e l  I am b e i n g  p u n T s h e d .  
1 I f e e l  I may be  p u n i s h e d .  
2 I e x p e c t  t o  be  p u n i s h e d .  -- 
3 I f e e l  I am b e i n g  p u n i s h e d .  



7.0  1 d o n ' t  f e e l  d i s a p p o i n t e d  i n  m y s e l f .  
1  I am d i s a p p o i n t e d  i n  m y s e l f .  
2 I am d i s g u s t e d  w i t h  m y s e l f .  
3 I h a t e  m y s e l f .  

8 . 0  I d o n ' t  f e e l  a n y  w o r s e  t h a n  a n y b o d y  e l s e .  
1  I am c r i t i c a l  o f  m y s e l f  f o r  my w e a k n e s s e s  o r  m i s t a k e s .  
2 I b l a m e  m y s e l f  a l l  the t i m e  f o r  my f a u l t s .  
3 I b l a m e  m y s e l f  f o r  e v e r y t h i n g  bad  t h a t  h a p p e n s .  

b 

9 . 0  I d o n ' t  h a v e  a n y  t h o u g h t s  o f  k i l l i n g  m y s e l f .  
1  I h a v e  t h o u g h t s  o f  k i l l i n g  m y s e l f ,  b u t  I w o u l d  n o t  

c a r r y  *hem o u t .  
2 I w o u l d  l i k e  t o  k i l l  m y s e l f .  

- 
3 I w o u l d  k i l l  m y s e l f  i f  I h a d  t h e  c h a n c e .  

1 0 . 0  I d o n ' t  c r y  a n y  m o r e  t h a n  u s u a l .  
1  I c r y  m o r e  now t h a n  I u s e d  t o .  
2 I c r y  a l l  t h e  t i m e  now. 
3 I u s e d  t o  be  a b l e  t o  c r y ,  b u t  now I c a n ' t  e v e n  t h o u g h  

I w a n t  t o .  

1 1 . 0  I am n o  m o r e  i r r i t a t e d  now t h a n  I e v e r  w a s .  
1  I g e t  a n n o y e d  o r  i r r i t a t e - d  more  e a s i l y  t h a n  I u s e d  t o .  
2  I f e e l  i r r G a t e d  a l l  t h e  t i m e  now. 
3 I d o n ' t  g e t  i r r i t a t e d  a t  a l l  by t h e  t h i n g s  - t h a t  u s e d  

t o  i r r i t a t e  me. - o - -- 

1 2 . 0  I h a v e  n o t  l o s t  i n t e r e s t  i n  o t h e r  peop le ' .  
1  I am l e s s  i n t e r e s t e d  i n  o t h e r  p e o p l e  t h a n  I u s e d  t o  b e .  

- 2 I h a v e  l o s t  m o s t  o f  my i n t e r e s t  i n  o t h e r  p e o p l e .  

3 I h a v e  l o s t  a l l  o f  my i n t e r e s t  i n  o t h e r  p e o p l e .  

. lp 
- 

13.0 I make  d e c i s i o n s  a b o u t  a s  w e l l  a s  I e v e r s c o u l d .  
1 I p u t  o f f  m a k i n g  d e c i s i o n s  more  t h a n  I u s e d  t o .  
2 I h a v e  g r e a t e r  d i f f i c u l t y  i n  m a k i n g  d e c i s i o n s  - t h a n  

b e f o r e .  
3 I c a n ' t  make d e c i s i o n s  a t  a l l  a n y  m o r e .  

9 

14.0 I d o n ' t  f e e l  1 l o o k  a n y  w o r s e  t h a n  I u s e d  t o .  
1 I am w o r r i e d  t h a t  I am l o o k i n g  o l d  0.r u n a t t r a c t i v e .  
2 I f e e l  t , h a t 7 t h e r e  a r e  p e r m a n e n t  c q a r i g e s  i n  my 

a p p e a r a n c e  t ' h a t  make me l o o k  u n a t t r a c t i v e .  
3 I b e l i e v e  t h a t  I l o o k  u g l y .  



15 .0  I c a n  w o r k  a b o u t  a s  w e l l  a s  b e f o r e .  
1 I t  t a k e s  a n  e x t r a  e f f o r t  t o  g e t  s t a r t e d  a t  d o i n g  

some t h i n g .  
2 I h a v e  t o  p u s h  m y s e l f  v e r y  h a r d  t o  d o  a n y t h i n g .  
3 I c a n ' t  d o  a n y  work  a t  a l l .  

/' 
> 

16.0  I c a n  s l e e p  a s  w e l l  a s  uasua l .  
1  I d o n ' t  s l e e p  a s  w e l l  a s  I u s e d  t o .  
2  I wake  u p  1-2 h o u r s  e a r l i e r  t h a n  u s u a l  a n d  f i n k  

i t  har 'd  t o  g e t  b a c k  t o  s l e e p .  
3 I wake  u p  s e v e r a l  h o u r s  e a r l i e r  t h a n  I u s e d  t o  

a n d  c a n n o t  g e t  b a c k  t o  s l e e p .  

17 .0  I d o n ' t  g e t  m o r e  t i r e d  t h a n  u s u a l .  
1  I g e t  t i r e d  m o r e  e a * s i l y  t h a n  I u s e d  t o .  
2 I g e t  t i r e d  f r o m  d o i n g  a l m o s t  a n y t h i n g .  

- 

3 I am t o o  t i r e d  t o  d o  a n y t h i n g .  

18.0 My a p p e t i t e  i s  no  w o r s e  t h a n  u s u a l .  
1 My a p p e t i t e  i s  n o t  a s  g o o d  a s  i t  u s e d  t o  b e .  
2 My a p p e t i t e  i s  much w o r s e  now. 

- 3 I h a v e  n o  a p p e t i t e  a t  a l l  a n y m o r e .  

19 .0  I h a v e n ' t  l z s t  much w e i g h t ,  i f  a n y  l a t e l y .  
1  I h a v e  l o s t  more  t h a n  5  p o u n d s .  - 

2 I h a v e  l o s t  m o r e  t h a n  1 0  p o u n d s .  
3 I h a v e  l o s t  m o r e  t h a n  1 5  p o u n d s ,  
4 I am p u r p c i s e l y  t r y i n g  t o  l o s e  w e i g h t  b y  e a t i n g  l e s s .  

Yes  No - 

I am n o  m o r e  w o r r i e d  a b o u t  my h e a l t h  t h a n  u s u a l :  
I am w o r r i e d  a b o u t  p h y s i c a l  p r o b l e m s  s u c h  a s  a c h e s  
a n d  p a i n s ,  o r  u p s e t  s t o m a c h ,  o r  c o n s t i p a t i o n .  
I am v e r y  w o r r i e d  a b o u t  p h y s i c a l  p r o b l e m s  a n d  
i t ' s  h a r a  t o  t h i n k  o f  much e l s e .  
I am s o  w o r r i e d  a b o u t  my p h y s i c a l  p r o b l e m s  t h a t  I 
c a n n o t  t h i n k  a b o u t  a n y t h i n g  e l s e .  

I h a v e  n o t  n o t i c e d  a n y  r e c e n t  c h a n g e  i n  my i n t e r e s t  
i n  s e x .  
I am l e s s  i n t e r e s t e d  i n  skjr t h a n  I u s e d  t o  b e .  
I am much l e s s  i n t e r e ~ t e d ~ i n  s e x  now. 
I! h a v e  l o s t  i n t e r e s t  i n  sex c o m p l e t e l y .  - 



P e r s o n a l  B e l i e f s  I n v e n t o r y  

T h i s  i s  a  q u e s t i o n n a i r e  t o  f i n d  o u t  t h e  way i n  w h i c h  
c e r t a i n - i m p o r t a n t  e v e n t s  i n  o u r  s o c i e t y  a f f e c t  d i f f e r e n t  p e o p l e .  
E a c h  i t e m , c o n s i s t s  o f  a  p a i r  o f  a l t e r n a t i v e s  l e t t e r e d  a  o r  b. 
P l e a s e  s e l e c t  t h e  o n e  s t a t e m e n t  o f  e a c h  p a i r  ( a n d  o n l y - o n e ) -  - - 
w h i c h  you  m o s t  s t r o n g l y  b e l i e v e  t o  b e  t h e  c a s e  a s  f a r - a s  y o u ' r e  
c o n c e r n e d .  Be s u r e  t o  s e l e c t  t h e  o n e  y o u  a c t u a l l y  b e l i e v e  t o  b e  
more  t r u e  k a t h e r  t h a n  t h e  o n e  y o u  t h i n k  y o u  s h o u l d  c h o o s e  o r  t h e  
o n e  y o u  w o u l d  l i k e  t o  be  t r u e .  T h i s  i s  a  m e a s u r e  o f  p e r s o n a $  
b e l i e f :  o b v i o u s l y  - t h e r e  a r e  n o  r i g h t  o r  w r o n g  a n s w e r s .  

P l e a s e  a n s w e r  t h e s e  i t e m s  c a r e f u l l y  b u t  d o . n o t  s p e n d  t o o  
much t i m e  on a n y  o n e  i t e m .  B e  s u r e  t o  f i n d  a n  a n s w e r  f o r  e v e r y  
c h o i c e .  C i r c l e  t h e  a  o r  b  b e s i d e  t h e  o n e  y o u  c h o o s e  a s  t h e  - - 
s t a t e m e n t  m o r e  t r u e . )  

-- 

I n  some i n s t a n c e s  y o u  m a y  d i s c o v e r  t h a t  y o u  b e l i e v e  b o t h  . 
s t a t e m e n t s  o r  n e i t h e r  o n e .  I n  s u c h  c a s e s ,  be  s u r e  t o  s e l e c t  t h e  
o n e  y o u  more  s t r o n g l y  b e l i e v e  t o  b e  t h e  c a s e  a s  f a r a a s  y o u ' r e  - - 

. c o n c e r n e d .  A l s o  t r y  t o  r e s p o n d  t o  e a c h  i t e m  i n d e p e n d e n t l y  when 
m a k i n g  y o u r  c h o i c e ;  d o  n o t  b e  i n f l u e n c e d  by  y o u r  p r e v i o u s  
c h o i c e s .  

l , ( a )  C h i l d r e n  g e t  i n t o  t r o u b l e  b e c a u s e  t h e i r  p a r e n t s  
p u n i s h  them,Mo much. 

( b )  The  t r o u b l e  w i t h  m o s t  c h i l d r e n  n o w a d a y s  i s  t h a t  
t h e i r  p a r e n t s  a r e  t o o  e a s y  w i t h  t h e m .  

a 

3 2 . ( a )  Many o f  t h e  u n h a p p y  t h i n g s  i n  p e o p l e ' s  l i v e s  a r e  
p a r t l y  d u e  t o  bad  l u c k .  

( b )  P e o p l e ' s  m i s f o r t u n e s  r e s u l t  f r o m  t h e  m i s t a k e &  
a t ' h ey  make .  -- 

# 

3.(a) One o f  t h e  m a j o r  r e a s o n s  why we h a v e  w a r s  i s  - 

b e c a u s e  p e o p l e  d o n ' t  t a k e  e n o u g h  i n t e r e s t  - i n ,  
p o l i t i c s .  

( b )  T h e r e  w i l l  a l w a y s  b e  w a r s ,  n o  m a t t e r  how h a r d  
p e s p l e  f r y  t o  p r e v e n t  t h e m .  

4 . ( a )  E"en when t h e r e  was  n o t h i n g  f o r c i n i  m e ,  I h a v e  
f o u n d  t h a t  I w i l l  s o m e t i m e s  d o  t h i n g s  I r e a l l y  
d i d  n o t  w a n t  t o  d o .  

( b )  I a l w a y s  f e e l  i n  c o n t r o l  o f  w h a t  I am d o i n g .  



5 . ( a )  I n  t h e  l o n g  r u n  p e o p l e  g e t  t h e  r e s p e c t  t h e y  
d e s e r v e  i n  t h i s  w o r l d .  

( b )  U n f o r t u n a t e l y ,  a n  i n d i v i d u a l ' s  w o r t h  o f t e n  p a a s e s  
u n r e c o g n i z e d  no  m a t t e r  how h a r d  h e  t r i e s .  

6 . ( a )  T h 6 i d e a  t h a t  t e a c h e r & \  a r e  u n f a i r  t o  s t u d e n t s  i s  
n o n s e n s e .  . I  

( b )  Most  s t u d e n t s  d o n ' t  r e q l i z e  t h e  e x t e n t  t o  w h i c h  ' 

t h e i r  g r a d e s  a r e  i n f l u d n c e d  by a c c i d e n t a l  
- 

h a p p e n i n g s .  i 

7 . ( a )  W i t h o u t  t h e  r i g h t  b r e a k s  o n e  c a n n o t  b e  a n  
e f f e c t i v e  l e a d e r .  

( b )  C a p a b l e  p e o p l e  who f a i l  t o  become l e a d e r s  h a v e  
n b t  t a k e n  a d v a n t a g e  o f  t h e i r  o p p o r t u n i t i e s .  

- 

8 . ( a )  Somet i -  I i m p u l s i v e l y  d o  t h i n g s  w h i c h -  a t  o t h e r  
t i m e s  I d e f i n i t e l y  w o u l d  n o t  l e t  m y s e l f  d o .  

( b )  I f i n d  t h a t  I c a n  k e e p  my i m p u l s e s  i n  c o n t r o l .  

No m a t t e r  how h a r d  y o u  t r y  some p e o p l e  j u s t  d o n ' t  
l i k e  y o u .  

( b )  P e o p l e  who c a n ' t  g e t  o t h e r s  t o  l i k e  t h e m  j u s t  
- 

d o n ' t  u n d e r s t a n d  how t o  g e t  along w i t h  o t h e r s .  

1 0 . ( a )  H e r e d i t y  p l a y s  t h e  m a j o r  r o l e  i n  d e t e r m i n i n g  
p e r s o n a l i t y .  

( b )  I t  i s  o n e ' s  e x p e r i e n c e s  i n  l i f e  w h i c h  d e t e r m i n e  
w h a t  t h e y ' r e  l i k e .  

t 

l l . ( a )  I h a v e  o f t e n  f o u n d  t h a t  w h a t  i s  g o i n g  t o  h a p p e n  
w i l l  h a p p e n .  

( b )  T r u s t i n g  t o  f a t e  h a s  n e v e r  t u r n e d  o u t  a s  w e l l  
f o r  m e  a s  m a k i n g  a d e c i s i o n  t o  t a k e  a  d e f i n i t e  . , 
c o u r s e  o f  a c t i o n .  

1 2 . ( a )  When I p u t  my m i n d  t o  it- I c a n  c o n s t r a i n  my 
e m o t i o n s .  

( b )  T h e r e  a r e  momen t s  when I c a n n o t  s u b d u e  my 
e m o t i o n s  a n d  k e e p  t h e m  i n  c h e c k .  



- 

I n  t h e  c a s e  o f  t h e  w e l l  p r e p a r e d  s t u d e n t  t h e r e  
i s  r a r e l y  i f  e v e r  s u c h  a  t h i n g  a s  a n  u n f a i r  t e s t .  
I i any  t i m e s  e x a m  q u e s t i o n s  t e n d  t o  b e  s o  
u n r e l a t e d  t o  c o u r s e  w o r k  t h a t  s t u d y i n g  i s  r e a l l y  
u s e l e s s .  - 

- 
B e c o m i n g  a  s u c c e s s  i s  a  m a t t e r  o f  h a r d  w o r k ,  
l u c k  h a s  l i t t l e  o r  n o t h i n g  t o  d o  w i t h  i t .  
G e t t i n g  a g o o d  j o b  d e p e n d s  m a i n l y  o n  b e i n g  i n  
t h e  r i g h t  p l a c e  a t  t h e  r i g h t  t i m e .  

T h e  a v e r a g e  c i t i z e n  c a n  ha;-n i n f l u e n c e  i n  
g o v e r n m e n t  d e c i s i o n s .  
T h i s  w o r l d  i s  r u n  b y  t h e  f e w  p e o p l e  i n  p o w e r ,  
a n d  t h e r e  i s  n o t  m u c h  t h e  l i t t l e  guy c a n  d o  
a b o u t  i t .  

P e o p l e  c a n n o t  a ' l w a y s  h o l d  b a c k  t h e i r  p e r s o n a l  
d e s i r e s ;  t h e y  w i l l  b e h a v e  o u t  o f  i m p u l s e .  
3 3  t h e y  w a n t  t o ,  p e o p l e  c a n  a l w a y s  c o n t r o l  t . h e i r  
i m m e d i a t e  w i s h e s ,  a n d  n o t  l e t  t h e s e  m o t i v e s  
d e t e r m i n e  t h e i r  t o t a l  b e h a v i o r .  

When I m a k e  p l a n s ,  I am a l m o s t  c e r t a i n  t h a t  I 
c a n  m a k e  t h e m  w o r k .  
I t  i s  n d t  a l w a y s  w i s e  t o  p l a n  t o o  f a r  a h e a d  
b e c a u s e - m a n y - t h i n g s  t u r n  o u t  t o  b e  a m a t t e r  o f  
g o o d  o r  b a d  f o r t u n e  a n y w a y .  

d, 
n 

T h e r e  a r e  c e r t a i n  e o p l e  who a r e  j u s t  n o  g o o d .  
T h e r e  i s  s o m e  g o o d  n e v e r y b o d y .  

- 

i h t t n g  w h a r I  w a n t  h a s  l i t t l e  o r  4 I n  my c a s e  g e  
n o t h i n g  t o  d o  w i t h  l u c k .  
Many t i m e s  w e  m i g h t  j u s t  a s  w e l l  d e c i d e  w h a t  t o  
d o  b y  f l i p p i n g  a  c o i n .  

A l t h o u g h  s o m e t i m e s  i t  i s  d i f f i c u l t ,  I c a n  a l w a y s  
w i l f u l l y  r e s t r a i n  my i m m e d i a t e  b e h a v i o r .  
S o m e t h i n g  I c a n n o t  d o  i s  h a v e  c o m p l e t e  m a s t e r y  
o v e r  a l l  rnf b e h a v i o r a l  t e n d e n c i e s .  



2 1 . ( a )  Who g e t s  t o  be  t h e  b o s s  o f t e n  d e p e n d s  o n  who was  
l u c k y  e n o u g h  t o  b e  i n  t h e  r i g h t  p l a c e  f i r s t .  

( b )  G e t t i n g  p e o p l e  t o  d o  t h e  r i g h t  t h i n g  d e p e n d s  u p o n  
a b i l i t y ,  l u c k  h a s  l i t t l e  o r  n o t h i n g  t o  d o  w i t h  i t .  

2 2 . ( a )  A s  f a r  a s  w o r l d  a f f a i r s  a r e  c o n c e r n e d ,  m o s t  o f  
"us a r e  t h e  v i c t i m s  o f  f o r c e ;  we c a n  n e i t h e r  
u n d e r s t a n d  n o r  c o n t r o l .  

( b )  By t a k i n g  a n  a c t i v e  p a r t  i n  p o l i t i c a l  a n d  s o c i a l  
a f f a i r s  t h e  p e o p l e  c a n  c o n t r o l  w o r l d  e v e n t s .  

3 

L 
2 3 . ( a )  Most  p e o p l e  d o n '  t r e a l i z e  t h e  e x t e n t  t o  w h i c h  

t h e i r  l i v e s  a r e  c o n t r o l l e d  by  a c c i d e n t a l  
h a p p e n i n g s .  

(b) T h e r e  r e a l l y  i s  no  s u c h  t h i n g  a s  + l u c k " .  

2 4 . ( a )  I t  i s  p o s s i b l e  f o r  me t o  b e h a v e  i n  a  m a n n e r  v e r y  - 

d i f f e r e n t  f r o m  t h e  way I w o u l d  w a n t  t o  b e h a v e .  - 
( b )  I t  w o u l d  b e  v e r y  d i f f i c u l t  f o r  me t o  n o t  h a v e  

m a s t e r y  o v e r  t h e  way I b e h a v e .  
-- 

2 5 . ( a )  One s h o u l d  a l w a y s  b e  w i l l i n g  t o  a d m i t  m i s t a k e s .  
( b )  I t  i s  u s u a l l y  b e s t  t o  c o v e r  up o n e ' s  m i s t a k e s .  

. 3 

2 6 . ( a )  I t  i s  h a r d  t o  know w h e t h e r  o r  n o t  a  p e r s o n  
r e a l l y  l i k e s  y o u .  

( b )  How many f r i e n d s  y o u  h a v e  d e p e n d s  u p o n  how n i c e -  
a p e r a o n  y o u  a r e .  

I 

2 7 . ( a )  I n  t h e  l o n g  r u n  t h e  b a d  t h i n g s  t h a t  h a p p e n  t o  u s  
a r e  b a l a n c e d  b y  t h e  g o o d  o n e s .  

( b )  Mos t  m i s f o r t u n e s  a r e  t h e  r e s u l t  o f  l a c k  o f  
a b i l i t y ,  i g n o r a n c e ,  l a z i n e s s ,  o r  a l l  t h r e e .  

2 8 . ( a )  S e l f - r e g u l a t i o n  o f  o n e ' s  b e h a v i o r  i s \ a l w a y a  
p o s s i b l e .  

( b )  I f r e q u e n t l y  f i n d  t h a t  when c e r t a i n  t h i n g s  h a p p e n  
t o  me I c a n n o t  t e s t r a i n  my r e a c t i o n .  

. 2 9 . ( a )  W i t h  e n o u g h  e f f o r t  we c a n  w i p e  o u t  p o l i t i c a l  
c o r r u p t i o n .  

( b )  I t  i s  d i f f i c u l t  f o r  p e o p l e  to havie muqh c o n t r o l  
o v e r  t h e  t h i n g s  p o l i t i c i a n s  d o  i n  o f f i c e .  



3 0 . ( a )  S o m e t i m e s  1 c a n ' t  u n d e r s t a n d  how t e a c h e r s  a r r i v e  
a t  t h e  g r a d e s  t h e y  g i v e .  

( b )  T h e r e  i s  a d i r e c t  c o n n e c t i o n  b e t w e e n  how h a r d  
I s t u d y  a n d  t h e  g r a d e s  I g e t .  b 

3 1 . ( a )  A g o o d  l e a d e r  e x p e c t s  p e o p l e  t o  d e c i d e  f o r  P 

t h e m s e l v e s  w h a t  t h e y  s h o u l d  d o .  
( b )  A g o o d  l e a d e r  m a k e s  I t  c l e a r  t o  e v e r y b o d y  w h a t  

t h e i r  j o b s  a r e .  

3 2 . ( a )  When I make  my mind  u p ,  1 c a n  a l w a y s  r e s i s t  
t e m p t a t i o n -  and k e e p  c o n t r o l  o f  my b e h a v i o r ,  

( b )  Even  i f  I t r y  n o t , t o  s u b m i t ,  I o f t e n  f i n d  I 
c a n n o t  c o n t r o l  m y s e l f  f r o m  some o f  t h e  
e n t i c e m e n t s  i n  l i f e  s u c h  as o v e r - e a t i n g  
o r  d r i n k i n g .  

3 3 . ( a )  Many t i m e s  I+ f e e l  t h a t  I h a v e  l i t t z e  i n f l u e n c e  
o v e r  t h e  t h i n g s  t h a t  h a p p e n  t o  m e .  

( b )  I t  i s  i m p o s s i b l e  f o r  me t o  b e l i e v e  , t h a t  c h a n c e  
o r  l u c k  p l a y s  a n  i m p o r t a n t  r o l e  i n  my l i f e .  

3 4 . ( a )  P e o p l e  a r e  l o n e l y  b e c a u s e  t h e y  d o n ' t  t r y  t o  be. 
f r i e n d l y .  

( b )  T h e r e ' s  n o t  much u s e  i n  t r y i n g  t o o  h a r d  t o  
p l e a s e  p e o p l e . ,  i f  t h e y  l i k e  y o u ,  t h e y  l i k e  y o u .  

3 5 . ( a )  T h e r e  i s  t o o  much e m p h a s i s  o n  a t h l e t i c s  i n  h i g h  
J' s c h o o l .  

(b) Team s p o r t s  a r e  b n  e x c e l l e n t  way t o  b u i l d  
c h a r a c t e r  .' 

, 3 6 . ( a )  What h a p p e n s  t o  me i s  my own d o i n g .  
( b )  S o m e t i m e s  I f e e l  t h a t  I d o n ' t  h a v e  e n o u g h  c o n t r o l  

o v e r  t h e  d i r e c t i o n  my l i f e  i s  t a k i n g .  

3 7 . ( a )  Most  o f  t h e  t i m e  I c a n ' t  u n d e r s t a n d  why 
p o l i t i c i a n s  b e h a v e  t h e  way t h e y  d o .  

( b )  I n  t h e  l o n g  r u n  t h e  p e o p l e a r e  r e s p o n s i b l e  f a r  bad 
g o v e r n m e n t  o n  a  n a t i o n a l  a s  w e l l  a s  o n  a  l o c a l  
l e v e l .  



~ a t i n g  H a b i t s  Q u e s t i o n n a i r e  

C i r c l e  o n e  a n s w e r  f o r  e a c h  q u e s t i o n .  
1 .  How o f t e n  a r e  y o u  d i e t i n g ?  - 

N e v e r  R a r e l y  ~ o r n e t i h e s  U s u a l l y  Alw'ays 

b 2 .  What i s  t h e  max imum.amoun t  o f  w e i g h t  ( i n  p o u n d s )  you  
h a v e  e v e r  l o s t  w i t h i h  o n e  month?"  
0-4 5-9 10-14 15 -19  20+ 

1 

8 8 

What i s  y o u r  maximum w e i g h t  g a i n . w i t h i n  a  w e e k ?  
0-1  1 . 1 - 2  2 .1 -3  3 . 1 - 5  

- - 5 , 1 +  

, 

I n  a  t y p i c a l  w e e k ,  how much d o e s  y o u r  w e i g h t  
f l u c t u a t e ?  
0-1  1 .1 -2  2.1'3 3 . 1 - 5  5 .1+  

Would a  w e i g h t  f l u c t u a t i o , n  o f  5  l b .  a f f e c t  t h e  way 
you l i v e  y o u r  l i f e ?  
Not a t  a l l  S l i g h t l y  M o d e r a t e l y  v e r y  much 

D O  y o u  e ' a t  s e n s i b l y  i n  f r o n t - o f - - - o t h e r s  a n d  s p l u r g e  
a l o n e ?  
N e v e r  R a r e l y  Of t e n  A l w a y s  

, / ' 
Do you  g i v e  t o o  much t i n e  a n d  t h o u g h t  t o  f o o d ?  
N e v e r  R a r e l y  O f  t e n  A l w a y s  

.. 

Do you h a v e  f e e l i n g a  o f  g u i l t  a f t e r  o y e r e a t i n g ?  , 
N e v e r  R a r e l y  Of t e n  A l w a y s  

- 

How c o n s c i o u s  a r e  you  o f  w h a t  y o u ' r e  e a t i n g ?  
Not a t  a l i  S l i g h t l y  M o d e r a t e l y  E x t r e m e l y  

1 0 .  H o w  many p o u n d s  o v e r  y o u r  d e s i r e d  w e i g h t  w e r e  you  
a t  y o u r  maximum w e i g h t ?  
0- 1  1-5 6 - 1 0  11 -20  2  1+ 



1 

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 
r 

Just cirere the number, from 1 to 10, that you thdnk 
besc 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 - 
i Very 

Competent 1 2 3 4 . 5 6 7 8 9 10 Competent 

- 
- 

Mot at all Very 
Assertive 1 2 3 4 5 6 7 8 9 10Assertive 

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

Not at all Very much 
In Control 1 2 3 4 5 6 7 8 9 10 In Control 

% 
Not at all Very 
Socially 1 2 3 4 5 6 7 8 9- 10 Socially ' 

Skilled Skilled 



P e r s o n  P e r c e p t i o n  S c a l e  

We a r e  t r y i n g  t o  f i n d  o u t  how p e o p l e ' s  a t t i t u d e s  a n d  

b e l i e f s  a b o u t  o t h e r  p e o p l e  g o  t o g e t h e r .  T h i s  k i n d  o f  r e s e a r c h  i s  

s o m e t i m e s  r e f e r r e d  t o  a s  p e r s o n  p e r c e p t i o n ,  t h a t  i s ,  how we 

l e a r n  t o  p e r c e i v e  o t \ h e r s .  -. 

i 
We w o u l d  l i k e  y o u  t o  l o o k  a t  e a c h  o f  t h e l p h o t o g r a p h s  i n  

4 
\ 

t h i s  p a c k a g e ,  a n d  r a t e  e a c h  i n d i v i d u a i  o n  t h e  c h a r a c t e r s t i c s  

l i s t e d ,  T h e r e  i s  a s e p a r a t e  s e t  o f  s c a l e s  

Don' t w o r r y  t h- ink  t o o  much a b o u t  

f o r  e a c h  p h o t o g r a p h .  

why y o u  h a v e  a  
- 

p a r t i c u l a r  f e e l i n g  o r  r e a c t i o n  - i t ' s  s t r i c t l y  s u b j e c t i ~ e ,  w i t h  

n o  r i g h t  o r  w r o n g  a n s w e r s .  We w o u l d  j u s t  l i k e  y o u r  initial 



4 f  

d P h o t o g r a p h  A 
I - 

C i r c l e  t h e  a p p r o p r i a t e  n u m b e r :  

u n a s s e r t i v e  1....2....3..,.4.e..5 a s s e r t i v 2  
I 

i n c o m p e t e n t  1....2,.~,3....4....5 competent 

u n h a p p y  1 , 0 , 0 2 ,  , , , 3 , , , , 4 , , , , 5  h a p p y  

c o l d  1.. . .  2.. . .  3...,4..,.5 w a r m  

u n f r i e n d l y  1....2....3..,.4....5 f r i e n d l y  

n o t  s o c i a l l y  p o i s e d  1 0 . ~ . 2 . . . . 3 . . , . f ~ . . o . 5  s o c i a l l y  "poised 

w e a k  1 . . . . 2 . . . . 3 . 0 0 3 4 . . . , 5  s t r o n g  

u n l i k e a b l e  1..o.2....3.00.4....5 l i k e a b l e  

n o t  s e l f - c o n f i d e n t  1 . . . . 2 . n a . 3 ~ o . ~ 4 . . . . 5  s e l f - c o n f i d e n t  



P h o t o g r a p h  B - 

C i r c l e  t h e  a p p r o p r i a t e  n u m b e r :  

u n a s s e r t i v e  1....2....3....4.,..5 a s s e r t i v e  

i n c o m p e t e n t  2 . .  .. 2....3....4....5 c o m p e t e n t  : 

u n h a p p y  1.. . .  2. ... 3....4....5 h a p p y  

c o l d  1....2....3.,..4..,.5 w a r m  

n o t  i n  c o n t r o l  1 . , . . 2 . . . . 3 0 , . 0 4 . 0 . . 5  i n  c o n t r o l  
-, . 

u n a t t r a c t i v e  l . a \ , ? .  . . .3.. . .4.. . .5 a t t r a c t i v e  

i 
u n i n t e l l i g e n t  1....2...,3....4.0..5 i n t e l l i g e n t  

ihnfriendly 1.. . .  2.. .. 3....4....5 f r i e n d l y  
-. 

n o r  s o c i a l l y  p o i s e d  1....2....3....4...,5 s o c i a l l y  p o i s e d  

w e a k  1...,2....3....4....5 s t r o n g  

u n l i k e a b l e  l o ,  . .  2....3.,..4....5 l i k e a b l e  

n o t  s e l f - c o n f i d e n t  1.,..2.,.,3e...4e..,5 s e l f - c o n f i d e n t  



P h o t o g r a p h  C - 

C i r c l e  t h e  a p p r o p r i a t e  n u m b e r :  

u n a s s e r t i v e  1.,..2....3....4....5 a s s e r t i v e  

,-. 
i n c o m p e t e n t  l....2....3....&.. . . 5  c o m p e t e n t  

u n h a p p y  1....2....3....~~....5 h a p p y  

c o l d  1.,..2 . . . .  3....4..,.5 w a r m  

n o t  i n  c o n t r o l  1,...2....3...04....5 ip c o n t r o l  

u n a t t r a c t i v e  1....2....3....4....5 a t t r a c t i v e  

u n i n t e l l i g e n t  i....2....3....4....5 i n e e i l i g e n t  

u g f i i e n d l y  i....2....3....~:....5 f r i e n d l y  

n o t  s o c i a l l y  p o i s e d  1....2.0~.3....4....5 s o c i a l l y  p o i s e d  

k7e2k 1 . , ~ , 2 , 0 , 0 3 n 0 0 0 4 , , , 0 5  s t r o n g  

u n l i k e a b l e  1,...2....3.0.04....5 l i k e a b l e  

n o t  s e l f - c o n f i d e n t  1,...2....3..v.4..,.5 s e l f - c o n f i d e n t  
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