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Abstract 

The present. study sought to determine whether the self-concept deficits that h a x  been 

demonstrated in eating disorder patients are related to eating disturbances in a non- 

clinical, "normal" sample. The Offer Self-Image Questionnaire (OSIQ) and the Eating 

Disorder Inventory-2 (EM-2) were administered to 273 senior high-school females. Poor 

functioning in several aspects of self-concept was found to be related to the attitudes, 

thoughts, and behaviors associated with anorexia and bulimia nervosa. A multiple 

regression of the EDI-2 subscales "Drive For Thinness" and "Bulimia" on the OSIQ 

scales identified the self-concept areas of Body Image and Psychopathology as strong 

predictors for both subscales. "Drive For Thinness" was also strongly predicted by Social 

Relationships self-concept, while hpu1se Control and Emotional Tone contributed greatly 

to &e explained variance in "Bulimia" scores. Restllts demonstrate that the OSIQ and the 

EDI-2 data are held together on at least three separate dimensions, and three factors, 

labefled "eating disorder, " "maturity crisis, " and "general life adjustment, " were 

identified. Results suggest that the self-concept pattern identified by past research as 

characteristic of eating disorder patients coincides with eating disturbances in general. 

The practical implications of the findings and suggestions for further research are 

discussed. 
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htrubuction 

Eating disorders, including anorexia nervosa and bulimia, have become an 

important health care concern, as they appear to have increased dramatically over the past 

few decades (e.g., Bushnell, Wells, Hornblow, Oakley-Browne & Joyce, 1990; Garfinkel 

& Garner, 1982; Pyle, Halvorson, Neuman, & Mitchell, 1986 ) and are now commonly 

encountered in clinical settings Although greater detection may be partly responsible, 

most experts betieve ihat the incidence of buth anorexia and bulimia have actually 

increased. After considering the results of several studies, Szrndder (1985) estimated the 

preiidence of anorexia rr I-, just under 1% and the prevalence of bulimia to be between 

4 and 16%- Many authorities emphasize the role of media, advertising, and other cultural 

factors in promoting thinness for women, and the subsequent fear of fatness and 

engagement in strict dieting practices as primary contributing factors in the development 

of anorexia and bulimia. The intense pressure on women to diet in order to meet 

unrealistic cultural standards for female beauty has been proposed as one factor 

responsible for the recent increase in anorexia and bulimia (Boskind-Lodahl & White, 

1978; Gamer & Garfinkel, 1980; Gamer, Garfinkel, & Olmstead, 1983, as cited in 

Garner, Rockert, Olmstead, Johnson, & Coscina, 1985). However, both anorexia agd 

bulimia are believed to be multiply determined, with biological, psychological, familial, 

and sociocultural factors contributing to their development, although the relative 

contributions of each of these factors may vary across those aftlicted (Gar5ie1 & 

Gamer, 1982; Gmer,  1991 ). The focus of the present investigation is to explore the 

relationship between one of the psychological factors thought to be important in the 

clinical syndrome% of anorexia nervosa and bulimia, namely self-concept, and eating 
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problems among adolescent -ds. First, however, it is necessary to explore the constructs 

of self-esteem and sdf-comep& as x , I I  as the theories and the evidence related to the 

centrality of self-evaluation in clinical cases ctf anorexia and bulimia nervosa. 

Anorexia Nervosa 

The origin of our knowledge of anorexia nervosa began with the near 

sim&taneous publications of Sir William Gull's 1874 "Anorexia Nervosa (Apepsia 

Hysterics, Anorexia Hysterics)," and Dr, Lasegue's 1873 "On Hysterical Anorexia" (cited 

in Anderson, 1985). The condition of self-inflicted starvation described by each of these 

papers is remarkably similar to contemporary descriptions of this disorder. The American - - 

Psychiatric Association's (APA) Diagnostic and Statistical Manual of Mental Disorders, 

Fourth Edition (DSM-IV) defines the essential features of anorexia nervosa as follows: 

"the individual refuses to maintain a minimally normal body weight, is intensely afraid of 

gaining weight, and exhibits a significant disturbance in the perception of the shape or 

size of his or her body-.,in addition, postmenarcheal females with &is disorder are 

amenclrrheic" (1 994, p. 539) Typically, anorexics are presented for treatment when body 

weight has plummeted to 85% or less than expected normal body weight. The weight 

loss is the result of a marked, 4 h 1  reduction in food intake, often accompanied by 

feefings of hyperactivity and intense, frequent b u t s  of exercise. The fear of weight gain 

is not amezioratd by weight loss, and in fact the fear may increase while weight 

unfortunate choice. Translated &om the Gr& i t  means "loss of appetite from nervous 

origins," yet few of those suffering from anorexia actually experience a loss of appetite 
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(MA, 1994). Most experience hunger, and their refusal to eat results from an attempt to 

overcon&c~i their impulse to eat [Bmch, 1985). Cull's term also illus~ates the early belief 

&at anorexia is a form of hysteria. and essentially amounts to a loss of the functions 

relating to hunger due to an underlying nervous pathology. This historical 

conceptuatization is imprecise, and the current diagnostic classifications view anorexia as 

distinct from conversion disorders, @pically categorized with bulimia and in some 

diagnostic nomenclatures, with compulsive overeating. Other characteristic behaviors of 

anorexia are an obsessional preocczpation with food, including its preparation and 

hamfling, as well as with serving food to others. One of the core features of anorexia, 

fust noted by Lasegue in 1873, then later incorporated as one of a triumvirate of essential 

symptoms (along with cognitive and perceptual disturbances and pervasive feelings of 

ineffectiveness) in 1962-by Bruch is a "distorted body image," such that the anorexic 

overestimates the size of her/lris M y .  This body image distortion is resistant to change 

and is theorized to be paramount to the maintenance of the disorder, as the anorexic feels 

fat, and never views herself as having reached her "thin" ideal, where a cessation of 

diedng might be justified. 

The prevalence of anorexia nmosa in the general population appears to be just 

less &an 1% (for a review, see Szmrrkfer, 1985; Williamson, Barker, & Norris, 19931, but 

m y  be higher in specirrlized subgroups where weight maintenance is an issue, such as 

Mkt dmcas and mrwtels {Gamer & Garfmkel, 1989: Hamilton, Brooks-Gunn, & 

WF-ment f 885; Sm=&erT Eikr; Gi!ies, & Hayamd, ! 985). f n general, 85% to 90% of 

mofexics are femde (Anderson, 19851, and the clinical profile for those males affected is 

remarkably similar to the fennale prof* (Scott, 1988). Anorexia has been found to be 
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nr-akr,t among pmons &om faxmi!ies Lt the r d d k  to upper socioeconolr:c range ...- L U  YLVT 

(Crisp, Paher, and Kalucy, 19761, however, &ere is growing evidence to suggest that 

anorexia nervosa is becoming more equally distributed throughout the social classes 

(Garner & Garfinkel, 1982; Gowers & McMahon, 1989; Leighton & Millar, 1985; Pope, 

Champoux, & Hudson, 1987)- The syndrome usually begins in adolescence, and appears 

to have a bimodal distribution with respect to age of onset, with peaks occurring at 14 

I12 and 18 years of age (Halmi, Casper, Eckert, Goldberg, & Davis, 1979). 

The DSM-IV makes the distinction between two subtypes of anorexia nervosa: the 

restricting type and the binge-eadng/purging type. The "restrictor anorexic" accomplishes 

weight loss solely through food restriction, fasting, or excessive exercise, and does not 

regularly engage in binge eating or purging. Tihe "binge-eatingfpurghg anorexic" meets 

the DSM--fV criteria for anorexia nervosa. but also regularly engages in binge eating (the 

consumption of an abnormally large amount of food in a given time period), purging 

(through the use of self-induced vomiting. diuretics, laxatives, or enemas), or both during 

the anorexic episode, It appears that most of the individuals of this latter subtype engage 

in binghg and/or purging behavior at least weekfy, but no minimum frequency has yet 

k e n  specified far inclusion in this caregory (APA, 1994). 

Bulimia 

Bhging purging ktiaviws were originally conceptuaiizecf only in terms of 

*king a frequent component of anorexia nervosa, and the syndrome was differentially 

labelled as b~i irnar~a,  cii;soreci?xiaa, or dietary chaos sytzdrom (Williamson, Barker, & 

Norris, 1993). Bufimia was not r2cognized as a separate diagnostic entity until normal- 

weight bulimics were identiffd- Translated as '"ox hunger," bulimia was first officially 
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recognized by the American Psychiatric Association in 1980, in its third edition of the 

Diagnostic and Statistical Manual of Mental Disorders @SM-III, 1980). The more 

current DSM-IV (1994) defines the essential characteristics of bulimia as: recurrent 

episodes of binge eating; a feeliilg of lack of control over eating behavior during the 

eating binges; and recurrent compensatory behavior in the form of self-induced vomiting, 

use of laxatives or diuretics, strict dieting or fasting, or vigorous exercise in order to 

prevent weight gain. In order to qualify- for the diagnosis, the person must have had, on 

average, a minimum of two binge eating episodes and inappropriate compensatory 

behavior a week for at least three months (APA, 1994). 

Unlike anorexics, individuals with bulimia tend to be within the normal weight 

range, although underweight and overweight categories have also been identified. The 

DSM-IV makes a distinction between purging and nonpurging bulimic subtypes. The 

term "nonpurging" is somewhat misleading, however, for although the nonpurging 

bulimic does not regularly engage in the purgative method of vomiting, nor the use of 

laxatives, diuretics, or enemas, they must have engzged in either fasting or excessive 

exercise for the same purgative purpose. The distinction between different subtypes of 

b u h n i ~  ; important, as they may differ in terms of their etiology, their course, the 

degree and type of associated pathology, and their recommended mode of treatment 

(Rosen & Leitenberg, 1985). 

Eating binges may be either spontaneous or planned. Typically the bulimic binges 

on large amounts of carbohydrate-rich, high calorie feeds (e.g., chocolate, ice cream, etc.) 

that require little chewing, though the foods may also be no different from those 

ordinarily consumed at mealdmes. The food is eaten inconspicuously or in secret, and is 



usually eaten rapidly, with little appreciation for taste and texture, and consequentially, 

little satisfaction. The binge is usually terminated by physical discomfort or social 

interruption. Over time, the binging becomes a reaction not only to hunger, but to a 

variety of sources of stress and anxiety. 

To alleviate the anxiety and guilt that follows the binge, and to avoid the 

possibility of weight gain, some bulimics tm to purgative methods. Purging has the 

effect of reducing abdominal discomfort and anxiety, and becomes a powerful negatively- 

reinforcing behavior. However, because feelings of anxiety and guilt typically follow the 

purgative behavior, and because purgative behaviors result in the elimination of nutrients 

in the body (Slade, 1982), the person is predisposed to binge again, and may quickly 

become locked into a vicious circle ~f binging and purging (Rosen & Leitenberg, 1982). 

As the disorder progresses, the individual comes to feels that shehe has no control over 

the eating behavior, and the resulting sense of hopelessness and failure again feeds into 

the bingelpurge cycle. Like the anorexic, the purging bulimic demonstrates an intense 

fear of fatness, and takes extreme measures to reach what they subjectively define as an 

"ideal" body weight. In terms of differential diagnosis, it is important when dealing with 

an underweight individual to distinguish between bulimia nervosa, purging subtype and 

anorexia nervosa, binge-eating'purging subtype. To ensure a proper diagnosis, the 

clinician must ascertain whether the individual also meets the DS?a-IV criteria for 

anorexia nervosa. 

Studies of bulimic patients have determined that the onset of bulimic symptoms 

steadily increases between the ages of 14 and 25 (Bushnell et d., 1990; Woodside & 

Garfinkel, f !I%), with a peak age of onset occurring at 18 years of age (Mitchell et al., 



1987). Females are at far greater risk, as it appears that only 10% of bulimics are male 

(Se-riegei-Moore, Siiberstein, French, & Rodin, 1989). The prevalence of bulimia is 

difficult to accurately assess. largely because the binging and purging is carried out in a 

secretive manner, and bulimics may be reluctant to report their behavior. Bushnell et al. 

(1990) reported a lifetime prevalence of the DSM-111 syndrome in females aged 18 to 44 

to be 2.6% with 1.0% currently exhibiting the disorder. The overall lifetime prevalence 

for males was much lower, at 0.2%. The authors also noted a strong cohart effect such 

that the lifetime prevalence was much higher for females aged I8 to 24 (4.5%) than from 

females aged 25 to 44 (24%) or 45 to 64 years (0.4%), which provides strongly 

suggestive evidence that the disorder has grown in incidence over recent years. 

Researchers using modified DSM-II1 criteria (for self-report astirig) for bulimia have 

reported that between 4 and 19% of college or university females fulfil the diagnostic 

criteria (see Szmukler, 1985 for review). Using rhe more stringent DSM-III-R criteria, 

however, Schotte and Stunkard (1 987) found prevalence rates for bulimia to be 1.3% for 

female and -1% for male North American students. These authors conclude that although 

binging and purging behavior has been reported at much higher prevalence rates in this 

population, those who actually meet the diagnostic criteria in terms of frequency and 

severity of the binge/purge behavior are much lower. Prevalence rates obtained through 

the use of DSM-EI criteria in a sample of adolescent high school students reported a 

prevalence of 9.6% in females (2.2% purging, 7.4% non-purging) and 1.2% in males 

(0.1 % purging, 1.1% non-purging) (Gross and Rosen, 1988). 

As with anorexia, bulimia has been thought to occur more predominantly in 

white, middle to upper socioeconomic households, especially where there is a family 
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history of depression, family weight problems, or eating disorders, and particularly in 

industrialized countries. However, there is some evidence to suggest that bulimia is 

becoming more prevalent in non-whites (Gross & Rosen, 1988; Rand & Kuldau, 1992; 

VanThorre & Vogel, 1985), in adult females (Rand & Kuldau, 1992), and among the 

lower socioeconomic classes (Gross & Rosen, 1988; Pope, Champoux, & Hudson, 1987). 

Eating Disorder Symptomatology in the Non-Clinical Population 

Women who evidence some of the features of eatkg disorders (such as intensive 

dieting, binging, and purging) but who do not meet the full diagnostic criteria (according 

to various classification schemes) required for a diagnosis of anorexia nervosa or bulimia, 

have been variously classified as having a "partial syndrome" (Fairburn & Beglin, 1990), 

a subthreshold, or a "subclinical" eating disorder (Button & Whitehouse, 1981), or an 

"eating disorder not otherwise specified" (APA, 1994). Button and Whitehouse, In 1981, 

were the 5rsr to note that "many young women experience the preoccupation with weight 

and the fomx of behavior associated with anorexia nervosa without being extremely 

emaciated" (1981, p. 514). therefore suggested the usefulness of the term 

"subclinical anorexia" in the classification of such individuals with an attenuated form of 

eahg pathology. Over time, a debate has developed between those who view eating 

disorders as representing an extreme endpoint on a continuum of weight-related concerns 

and behaviors on which all indi~iduds lie, and those who insist that there are some 

&stkgishg features of thse  wit& eating disorders, features which do not exist on this 

same continuum, which render some individuals vulnerable to the development of eating 

disorders while other individli;tls not in possession of these features remain "normal 

dieters." 
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Several authors (e.g., Gamer, Olmstead, & Garfinkel, 1983; Garner, Olrnstead, 

Polivy, & Garfiiel, 1984) have argued that the similarities between such "subclinical" 

individuals and those diagnosed with a fosmal eating disorder may be only superficial in 

nature. Two studies comparing "weight-preoccupied" women and eating disorder patients, 

(Garner et al, 1983; Garner et al., 1984) concluded that amongst women who could be 

considered "subclinical," namely those who scored high on the Eating Disorder Inventory 

scale "Drive For Thinness," only a portion displayed the psychopathology characteristic 

of the clinical sample, evidenced by elevations on all of the scales on the Eating Disorder 

Inventory. These scales, considered by "clinical theorists as fundamental aspects of 

disturbed functioning in anorexia nervosa," (Garner et al. 1983, p. 18) are measures of 

psychological functioning in the areas of ineffectiveness, lack of interoceptive awareness, 

and interpersonal distrust. The authors note that the danger inherent in the "uniformity 

myth" (Kiesler, as cited in Gamer et al., 1984) which underlies the coatinuurn hypothesis 

of eathg disorders. This approach may result in the overidentification of eating 

disorders, as the Garner et al. studies demonstrate the heterogeneity of so-called 

"subclinical cases," which includes both "normal dieters" whose pursuit of thinness is not 

pathological and those who more closely resemble clinical cases of anorexia. As such, 

these authors propose a "two-component" model of anorexia nervosa, wherein the pursuit 

of thinness and dieting behavior represent the stressors in a diathesis-stress approach to 

the etiology of the anorexic syndrome, with the key motivating psychological factors of 

ineffectiveness and perceptual and cognitive disturbances surrounding internal body 

sensations representing a predisposing vulnerability. It is possible that the use of the 

term "subclinical" anorexia in the absence of the concomitant psychological features 
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central to anorexia may result in an overidentification of many cases (Garner et al., 1983; 

G m e r  et al*, 19841, and shodd be restricted to those with the accompanying 

psychopathology, 

Similar results to the studies described above have been obtained in a sample of 

college-age male athletes. Thiel, Gonfr-ied, & Hesse (1993) divided their "weight- 

preoccupied" subgroup of male low-weight wrestlers and rowers into two subgroups using 

cluster analysis. Cluster 1 exhibited significantly greater pathology on six of the eight 

Eating Disorder Inventory subscales (Driv~, for Thinness, Bulimia, Body Dissatisfaction, 

Ineffectiveness, Interoceptive Awareness, and Maturity Fears) than the male normal- 

weight control group. However, Cluster 2 differed from the male control group only on 

the Bulimia subscale, and is otherwise unremarkable. The two subgroups also differed 

from each other in terms of the frequency of binging, with 56% of the Cluster 1 

individuals reporting a binge-eating frequency greater than once a week. It therefore 

appears that in male athletes who compete in sports with low weight requirements, two 

subgroups of individuals with problematic eating emerge. One is characterized by 

elevated scores only on scales which tap primarily the behavioral characteristics typical 

of eating disorders, namely those that relate to binge eating, dieting, and plurging 

behaviors, while the second cluster demonstrates a more extensive pattern of 

psychologicaI pathology, and thus more closely resembles clinical cases of eating 

disorders. Correspondingly, the authors suggest &fiat only those individuals demonstrating 

the more global pathology associated with the Cluster 1 typology be considered cases of 

"subclinical eating disorders" (p. 263). 
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Results such as those described above provide some clarity to the long-standing 

issue concerning the continuous or the discontinuous nature of eating disorders. Whereas 

the continuity hypothesis assumes that the frequency or intensity of the characteristics 

found in eating disordered individuals are merely extreme points on a continuum on 

which all people lie, the discontinuity hypothesis proposes that there are qualitative 

differences between those with eating disorders and those who do not meet the diagnostic 

criteria. The research reviewed above suggests that although the weight preoccupation 

and the behaviors characteristic of anorexia and bulimia (e-g., binging, dieting) may be 

continuous variables, the psychological characteristics central to eating disorders (e.g ., 

ineffectiveness, interoceptive awareness) may be discontinuous and thus distinctive to 

those who are or who closely resemble eating disordered individuals. If this is the case, 

it seems likely that it is only those persons who possess these distinctive psychological 

characteristics who are truly at risk for the development of a clinically significant eating 

disorder. However, the validity of such a claim can only be established with longitudinal 

research with high risk groups. 

The two-component model of anorexia nervosa has been extended to bulimia by 

Laessle et al. (1989), who found that although "restrained eaters" could not be 

distinguished from bulimic patients by the ED1 scales concerned with weight, shape, and 

eating, "restrained eaters" did not demonstrate any tendency to pathology on the scales of 

ineffectiveness, interoceptive awareness, and interpersonal distrust. In addition, 

researchers have attempted to determine whether some of the other psychological 

characteristics related to anorexia and bulimia represent continuous or discontinuous 

variables in the two-component model. Katzman and Wolchik (1984) compared DSM-111 



diagnosed bulimics, self-reported "binge-eaters," and controls on several dimensions. In 

contrast to the bulimic group, the "binge eaters" constituted a subclinical group who met 

the DSM-111 criteria for binge eating eight or more times per month, but failed to meet 

one of other criteria necessary for diagnosis. The bulimics scored higher than the control 

group on measures of restraint, binge eating, high self-expectations, demand for approval, 

and depression, and scored lower than controls on measures of self-esteem and body 

attitudes. The binge eating (or "subclinical") group, however, differed from controls only 

in terms of scoring higher on measures of restraint and binge-eating. These results 

underscore the qualitative distinctions between the subclinical and bulimic subjects in 

terms of psychopathology, and suggest that psychological characteristics apart from 

ineffectiveness and interoceptive awareness may constitute discontinuous variables in the 

two-component model. 

As Drewnowski, Yee, Kurth, & Krahn (1994) have commented, few 

epidemiological studies have addressed the issue of these subclinical eating disorders, and 

as such, the course and outcome of these conditions is unclear. In an attempt to 

determine the persistence and progression of eating disorder symptoms over time, these 

authors conducted a longitudinal survey which assessed the eating patterns of 557 college 

women using a self-report measure which included items that "approximated the DSM- 

m-R criteria for bulimia nervosa," (1994, p. 121 7) and which allowed for subjects' 

classification into the following categories: nondieters, casud dieters, intensive dieters, 

dieters at risk, and bulimic, Changes in category status were assessed over a six month 

period. The axthors found that 4% of intensive dieters and 15% of dieters at risk moved 

to the bulimic category, which suggests that "subclinical" eating disordered behavior does 
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indeed predispose some individuals to the development of a clinically diagnosable eating 

disorder, and provides support for the continuum hypothesis of eating disorders. In all 

cases of bulimia, it was found that fasting, binge eating, and purging preceded the onset 

of diagnosable bulimia by six months, and in no cases did subjects from the casual 

dieters or nondieters categories move to the bulimic category. Although in all categories, 

a large percentage of subjects retained the same classification as they had at baseline, 

shifts tended to occur between adjacent categories in both directions for all of the 

subject groupings, which the authors interpret as providing support for the continuum 

hypothesis of eating disorders. For example, by the end of the six-rnonth period, 30% of 

the nondieters had moved to the casual dieter category, 11% of the casual dieters had 

moved into the intensive dieter category, 9% of the intensive dieters had moved to the 

dieters at risk category, and 15% of the dieters at risk had progressed to the bulimia 

nervosa category. The authors note that the finding that only 15% of the dieters-at-risk 

became bulimic necessitates further research into the social and psychological factors that 

are important in the development or prevention of eating disorders. 

Self Esteem 

Although a complete understanding of eating disorders requires that we consider 

the contributions of many biological, familial, and sociocultural factors, it is widely 

believed that these factors interact with personal characteristics to produce and maintain 

these disorders (Garfinkel & Garner, 1982). In recent years, an attempt has been made to 

identify important self-perception factors which may figure prominently in eating 

disorders. Two such factors are self-esteem and self-concept. A review of the literature 

on self-esteem and self-concept reveals a surprising lack of consensus in terms of 
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definitions. At times these two terms are u s d  interchangeably, and seemingly 

synonymously with other terms such as self-regard, self-evaluation, self-acceptance, self- 

image, and self-picture, whereas at other times, clear distinctions a e  made between these 

different terms. Indeed, the "self' that is referred to in the above terms has itself been a 

source of confusion, and the term "self" has been used interchangeably with terms such 

as the ego, the prsprium, and identity (Rosenberg, 1979). Rosenberg resolves this 

confusion by defining the "self' in self-concept and self-esteem as pertaining to the self 

as an object of the person's knowledge and evaluation as opposed to the self as a subject 

or agent. He also proposes a distinction between self-concept and self-esteem, such that 

self-esteem exists as a subset of the larger self-concept construct. Whereas the self- 

concept refers to "the totality of the individual's thoughts and feelings having reference to 

himself as an object," (p. 7) self-esteem "signifies a positive or negative orientation 

toward an object," (p.54) namely, the self. This conceptualization of self-esteem as 

primarily evaluative as opposed to cognitive is reflected in the writings of several 

authorities. For example, after considering the theory and research relating to self- 

esteem, Battle (1993) proposed the following definition of self-esteem: 

Self-esteem refers to the perception the individual possesses of hislher own worth. 
An individual's perception of self develops gradually and becomes more 
differentiated as he/she matures and interacts with significant others. Perception 
of self-worth, once established, tends to be fairly stable and resistant to change 
(P. I.@- 

Most authorities agree that self-esteem, as described above, is a self-evaluative 

phenomenon, which is multifaceted, stable, and gradual in development. Interest in the 

construct of self-esteem among clinicians and researchers gained momentum during the 

1950s and 1960s, and the relationship between self-esteem and other phenomena, 
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including psychological disorders, has been extensively explored. Most of the research 

conducted on self-esteem is done with instruments that provide a global measure of self- 

esteem, such as Rosenberg's "Self-Esteem Scale" and Coopersmith's "Self-Esteem 

Inventory." These instruments are useful in that they provide an overall measure of self- 

acceptance, but they lack the ability to make fine discriminations regarding which aspects 

of self-evaluatian appear to be most importantly related to the other variable(s) in 

question. 

Self-esteem is widely believed to be positively correlated with mental health. 

That is, most mental health experts agree that individuals who have positive self- 

evaluations are more psychologically healthy than those with negative self-evaluations. 

Significant relationships have been found between self-esteem and several clinical 

indices, including depression (Battle, 1978, 1980), anxiety (Battle, as cited in Battle, 

IWl j, and general psychopathology (Coopersmith, 1967). Due to the established 

relation between self-esteem and mental health, researchers have explored the connection 

between self-esteem and eating disorders, and demonstrated the importance of self-esteem 

to both anorexia and bulimia. 

Self-concept 

A second self-perception factor which has recently been investigated with regards 

to its relationship to eating disorders is self-concept. In his thoughtful analysis, 

Resenberg (1979) referred to the self-concept zs that portion of the persona!ity of which 

the individual is cognizant and has feelings toward. Consistent with many experts in the 

field, he suggests that when considering self-concept, it may be more accurate to refer to 

the self-concept as "'the realm of self ideas,' as the individual's Selbsta~tschauung - his 
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general guiding self-views, which are composed of the individual's thoughts and feelings 

with regard to himser' (p. 8). In the same manner, Offer, Ostrov, & Howard (1981) 

noted in their analysis of the adolescent self-concept that one "may feel differently about 

himself in different contexts: as a student, as a friend, as a son or daughter" (p. 16). In 

this way, we see how each individual can be thought of as possessing many different 

selves or selfdimensions, each of which may vary in terms of subjective evaluation. 

Self-concept, then, can be conceptualized as both a more complete and differentiated 

picture of self-evaluation, which includes, but is not limited to self-esteem. Self-concept 

instruments attempt to provide measmas of m individual's self-acceptance in several 

facets of the self. For example, academic, social, and family self-concept are components 

of many self-concept instruments. As Abramowitz, Petersen, and Schulenberg (1984) 

have noted, in order to arrive at a unidimensional self-concept score, one would need to 

assess the personal salience of each of the self-concept components to each specific 

individual. The difficulty in assessing the unique self-concept weightings has prohibited 

the development of a measure of overall self-concept. 

There are two major reasons why research has attempted to explore the link 

bemeen self-concept and eating disorders, The first relates to the limitations of 

demonstrating the role of self-esteem in anorexia and bulimia using measures which 

provide only a single, global index of self-acceptance. In contrast, Offer (Offer, Ostrov, 

& Howard, f 981, 1984) defined self-image as a composite of five distinct aspects of self- 

concept, and constructed a measure which taps these five aspects: the psychological self, 

the social self, the sexual self, the familial self, and the coping self. In looking at each 

of these five self-concept areas, one may gain an accurate sense of an individual's overall 



self-acceptance. Research condacted using measures which permit this form of 

dtferendadorr allows fm a more precise determination of which aspects of self-image are 

importan9y related to eating disorders and eating disorder symptomatology. Second, the 

fact that the onset of both anorexia nervosa and bulimia typically occurs during 

adolescence hzs led researchers to look for a connection between eating disorders and 

dismrbances in self-concept. Adolescence is believed to be a time when individuals 

undergo great changes in their images of themselves due to the changes that are occurring 

in their bodies, their relationships with the opposite sex, and their relationships with their 

parents.. The idea that adolescence involves a focus on one's identity is reflected in 

many psychological theories, most notably In the psychosocial development theory of 

Erikson (1968, 1980). This centrality of identity and identity-related issues during 

adolescence seems logically related to changes that might occur in self-concept at that 

time. 

Generally, it is agreed that an individual develops his self-concept through 

observing the reactions of others towards him or herself (Hansen & Maynard. 1973, cited 

in Rosenberg, 1979). As adolescence is a time of increasing societal pressures to meet 

certain goals and standards, as well as a period of increasing peer and romantic relations, 

it has traditionally been viewed by experts and !*on-experts alike as a time of great stress 

and turmoil (Offer, Ostsov, & Howard, 1984). However, studies investigating the role of 

seE-cortcepi hi adolescence have suggesred that rather than being a time of widespread 

trnnxtiI and confusion, the majority of adolescents have remarkably well-adjusted self- 

concepts. In analyzing data collected on over 30,000 adolescents worldwide over tlxee 

decades, Offer, Ostrov, and Howard (1984, p. 12) noted: 



the vast majority of these teenagers knction we& enjoy good relationships with 
their families and friends, and accept the values of the larger society. h addition, 
most report having adapted without undue conflict to the bodily changes and 
emerging sexuality brought on by puberty. 

W i f e  the self-concepts of most adolescents appear to indicate good overall adjustment, 

there exi.sts sex differences which become important when viewed in light of the far 

greater propensity for f e d e s  develop eating proMems than males. In their study 

fdlcwing sixth grade children through eighth grade, Abramowitz, Petersen, & 

shul;enkrg (13%J, uskg *e Wer Sdf-fwdtge Questioma&e, found that in general, self- 

concept scores tended to i n ~ x a s e  with age. However, at every age, girls demonstrated a 

mnd mwards lower scores in self-concept in several areas compared to boys, and were 

significantly lower than their male peers in Body Image self-concept. Moreover, girls but 

not b y s  damns@& a decrease in scores over time on the two scales most associated 

with social comparison: Body Image and Social Relations, 

Self-Evduation and Wing Pathology 

Selfconcept is kfieved to be relevant to the study of eating disorders, particularly 

because mzigfrt p~wcupation, dieting, and pathological eating habits typically begin in 

adolescence, a drne where issues of identity and self-concept are particularly salient. As 

W r  et aL (198 1) have noted, the ab'ity to create a valid self-portrait does not appear 

mtif ad01acence, with its inmasingly sophisticated cognitive skills and psychological 

sensitivity, In addition, tfie adole~cent's self-conceptions can often have a greater impact 

on their atdtudes, affixts, cognitions, and behaviors than the reality which surrounds them 

(Swift et al,, 2986)- 
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Clinicians have long proposed that there exlsts an important connection between 

eating disorders and negative self-evaluation. In writing about her extensive experience 

working with anorexics, Bruch (1978), remarked: 

their whole life is based on certain faulty assumptions that need to be exposed and 
corrected. Deep down every anorexic is convinced that her basic personality is 
defective, gross, not good enough, "the scum of the earth," and all her efforts 
are directed toward hiding the fatal flow of her basic inadequacy. (p. 136-137) 

Indeed, Bruch proposed that a main goal of therapy is to "help the patient uncover the 

error of these convictions, to let her recognize that she has substance and a worth of her 

own" (p.137). Bruch emphasizes the role of psychogenic factors in the etiology of eating 

disorders, stating that "though the consequences of severe malnutrition dominate the 

manifest clinical picture, the deeper psychoIogica1 disorder is related to underlying 

disturbances in the development of the personality, with deficits in the sense of self, 

identity, and autonomy (italics added)" (1973, p. 10). 

At the root of these deficits is a developmental failure. This failure, namely a 

failure to develop a sense of "self' which is experienced as distinct from others, results in 

a diffuse ego boundary such that the experiences arising from internal and from external 

sources are not perceived as being distinct. Bruch theorizes that the cause of this failure 

to develop a firm ego boundary lies in early infant-mother relations, particularly those 

relating to feeding. A childrearing background characterized by unsatisfying, 

inconsistent, or neglectful responses by the mother to the infants' vario~s needs results in 

the child's inability to develop accurate self-awareness and feelings of effectiveness. Due 

to this lack of self development, and the resulting inability to be self-directed, the child 

fashions a self based on the expectations of others, and lives in a state of feeling helpless 



and at the mercy of external forces. Bruch emphasizes that it is within this 

psychological context that anorexia occurs. 

Bruch viewed the main function of anorexia as "a struggle for control, for a sense 

of identity, competence, and effectiveriess" (1973, p. 251), and as such, it is not 

surprising that it typically has an onset during the adolescent years. Adolescence 

represents an acute crisis for the pre-anorexic individual, as it requires of her the task of 

developing a new, more mature identity, one requiring further differentiation and 

separation from her parents. The demands of impending adulthood, with the plethora of 

choices available, may be experienced as frightening and overwhelming. A greater 

degree of autonomy is expected and indeed required of the soon-to-be-adult, yet she is 

ill-prepared for this task. Anorexia represents a desperate attempt at autonomy, at inner- 

directedness using the one tool completely at the anorexics control; her own body. 

Bruch (1973) described three essential underlying disturbances in anorexia which 

are related to the failure to develop an adequate self. First is a distorted body image, 

such that the body is perceived as being larger or heavier than it is in reality. Second is 

a "disturbance in the accuracy of the perception or cognitive interpretation (sic) of stimuli 

arising in the body," (p.252) which is most pronounced with respect to an inability to 

accurately recognize the bodily sensations pertaining to hunger and satiety. This deficit 

in accurate self-perception also extends to confusion and inaccuracy surrounding other 

inner sensations, including skin temperature and emotions. The third essential 

disturbance identified by Bruch is a debilitating feeling of ineffectiveness, which pervades 

all aspects of the anorexic's experience. This is closely related to the degree of other- 

directedness with which the anorexic lives, as they experience themselves as acting only 



in response to the demands of others, rather than from their own volition. Bruch 

hypothesizes that the feelings of helplessness associated with this situation is often 

defensively covered up by the anorexic; with a negative orientations towards and a 

rejection of others. 

Jt is clear that deficits in the self structure and the resultant negative self- 

evduations are viewed as important features of anorexia nervosa in Bruch's model. The 

importance of the three essential features of anorexia have been supported both by 

clinicians and by empirical research (e.g., Garner, Olmstead, & Garfinkel, 1983; Garner, 

Olmstead, Polivy & Garfinkel, 1984 ). Several theorists, particularly feminist theorists 

drawing on object-relations theory, have expanded upon Bruch's central premises of early 

need deprivation and self-alienation as pathognomic for eating disorders. In addition to 

viewing the need deprivation as originating from unsatisfactory mothering, these theories 

(Chernin, 1986; Orbach, 1986) emphasize the influence of the social forces stemming 

from a sexually unequal culture which result in keeping women alienated from their own 

experiences and needs. 

Deficits in the formation of the self related to failures in early mothering are have 

also been theorized as being important to the later genesis of bulimia. Jones (1985) has 

described bulimia as being related to a pathological identity based on the False Self 

described by Winnicott. Humphrey and Stern (1988) have integrated ideas from several 

object relations theories to describe both an individual and a family identity which is 

characteristic of persons with bulimia. It is primarily on the basis on psychodynamic 

theories of eating disorders, with their emphasis on issues related to identity, that 

researchers sought to investigate the role of negative self-evaluation in eating disorders. 



Self-Esteem and Eating Disorders 

The empirical literatcre has supported the claims of clinicians that self-esteem is 

importantly related to eating disorders. Several studies have demonstrated that 

differences in self-esteem exist between groups of eating disordered persons and normals, 

as well as within different classes of eating disordered persons. Williams et al. (1993) 

demonstrated that in addition to scoring poorer measures of perceived control, 

assertiveness, self-directed hostility, and psychiatric disturbance as measured by the 

General Health Questionnaire-28 (GHQ-28), both anorexics and bulimics scored 

significantly lower on Rosenberg's Self-Esteem Scale than did obese dieters, nonobese 

dieters, and normal controls. Katzman and Wolchik (1984) reported that in addition to 

evidencing greater depression and poorer body image, bulimics have a lower self-esteem 

than their non-afflicted peers. Shisslak, Pazda, and Crago (1990) showed that bulimic 

women from underweight, normal weight, and overweight categories had lower self- 

esteem than restrictor anorexics, normal controls, and obese subjects. This study also 

found differences in self-esteem among different groupings of bulimics, such that 

underweight bulimic women exhibited the lowest self-esteem, followed by overweight, 

then normal weight bulimics. 

In contrast to these findings, Grubb, Sellers, & Waligroski (1993) failed to find 

any correlation between scores on a self-esteem measure and scores on the Eating 

Disorder Inventory (EDI) (Garner et al., 1983) in a sample of college undergraduate 

women. However, using a similar sample, Mayhew and Edelrnann (1989) found that 

higher ED1 scores were related to lower self-esteem, as well as to increased irrational 
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beliefs, less frequent use of cognitive and behavioral coping strategies, and more frequent 

use of avoidance-based forms of coping. 

Self-esteem is believed to be irnporta~~t not only to the maintenance but to the 

etiology of eating disorders. Grant and Fodor (1986) reported self-esteem to be a major 

factor in the prediction of anorexic behavior in adolescents, and Abraham and Beaumont 

(1982) demonstrated that negative self-evaluation in general, and dissatisfaction with 

body size in particular, are primary factors in the development of eating disorders. 

Finally, in a planned prospective study of vulnerability to eating disorders, Button (1990) 

found that self-esteem is associated with increased concern for famess and problems in 

general for girls aged 11 to 12 years old. 

Self-concept and Eating Disorders 

Self-conce~t in eat in^ disorder ~atients. 

Casper, Offer, an3 Ostrov (1981) assessed the self-image of 30 acutely ill anorexic 

adolescent patients using the Offer Self-Image Questionnaire. In addition to 

demonstrating that anorexic adolescents differ from normal adolescents by displaying 

disturbances in Emotional Tone, Social Relationships, and Sexual Attitudes, the authors 

found that late onset anorexics (16 - 19 years) demonstrated maladjustments in Impulse 

Control, Body and Self-Image, and general Psychopathology whereas early onset (12 - 15 

years) anorexics did not. This finding supports clinical reports of a more favourable 

prognosis for patients who develop anorexia at an earlier age. The self-image of the 

anorexics was not globally disturbed, however, as both groups of anorexic patients were 

well adjusted in the areas of Morals, Family Relationships, and Vocational and 

Educational goals. Scores on the subscales of Master of the External World and Superior 
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Adjustment did not differ significantly from the control group, although late-onset 

anorexics showed a mild level of maladjustment in the former scale. 

Swift, Bushnell, Hanson, and Logemann (1986) sought to replicate and fwrther the 

findings of Casper et al. (1981) by administering two related measures of self-concept, 

the Offer Self-Image Questionnaire and the Structural Analysis of Social Behavior 

(SASB)- Introject to 30 female adolescents aged 13 to 19 years admitted to a University 

hospital for treatment for anorexia nervosa. The pattern that emerged in the Offer Self- 

Image Questionnaire was quite similar to that r~ported by Casper et al., with the 

anorexics scoring very low on the three subscales which comprise the psychological self: 

Impulse Control, Emotional Tone, and Body and Self-Image, as well as on the 

Psychopathology subscale. The most disturbed scores were found in the areas of Social 

Relationships and Sexual Attitudes. The patients' scored within the normal range on the 

Superior Adjustment self-image component, and although scores on the Mastery of the 

External World subscale indicated adjustment in the younger anorexics, they were 

significantly depressed in the group of older anorexics. Although Casper et al. (1981) 

found no significant differences between Mastery of the External World between either of 

the two anorexic groups and the control group, the average scale score for the late-onset 

group indicated mild maladjustment. Once again, the self-image of anorexics was not 

globally disturbed, as they demonstrated adjustment in the areas of Morals, Family 

Relationships, and Vocational and Educational Goals, In comparing the self-image of 

older anorexics versus younger anorexics, the authors found statistically significant 

differences on the scales of Emotional Tone, Body and Self-Image, and Superior 

Adjustment such that older anorexics scored poorer than younger anorexics. However, 
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these differences cannot be confidently attributed to different ages of onset, as they are 

more likely attributable to a longer duration of illness in the older age group. As the 

authors note, their overall success in replicating the results of Casper et a1.k (1981) study 

provides further evidence in support of a distinctive anorexic self-image profile as well as 

strengthening the construct validity of the OSIQ. 

Koenig, Howard, Offer, & Cremerius (1984) administered the Offer Self-Image 

Questionnaire to adolescent patients diagnosed with depression, conduct disorder, eating 

disorders, and psychosis, and compared their scores to the norms provided for the OSIQ 

age and sex-appropriate reference group. All groups evidenced disturbances in self- 

image, but the eating disorder patients showed the most disturbed profile of all the patient 

groups. The authors noted a mild disturbance in Impulse Control, a moderate disturbance 

in Body and Self-Image, and marked disturbances in the self-concept areas of Mastery of 

the External World, Social Relationships, Psychopathology, Emotional Tone, and Sexual 

Attitudes. Unlike the other three diagnostic groups, eating disorder patients were well- 

adjusted in the areas of Family Relationships, Vocational and Educational Goals, Morals, 

and Superior Adjustment. This pattern of self-concept adjustment and maladjustment as 

measured by the OSIQ closely resembles those reported by Casper et al. (1981) and Swift 

et al. (1986). It appears that the sample in this study more closely resembles the late 

adolescent sample of Swift et al., as both reported statistically significant disturbances in 

the Mastery of the External World subscale whereas Casper et a1.k late adolescent 

anorexics did not. Koenig et al. did not report the average age and duration of illness in 

their sample, thus either of these two variables may have contributed to this result. 

However, the authors state that the fact that older adolescents tended to score lower than 
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younger girls suggests that "these disturbances increase as the adolescent approaches 

young adulthood and the tasks of separating fiom their family and assuming adult 

responsibilities" (p. 67). 

Finally, in 1992, Steinhausen and Vollrath tested the cultural generalizability of 

the "anorexic self-concept" by attempting to determine whether the self-image profile of 

anorexics that had been obtained by Casper et al. (1981) and by Swift et al. (1986) would 

be reproduced in a sample of German anorexic patients. The Offer Self-Image 

Questionnaire was administered to a sample of forty German adolsscents who fulfilled 

both the DSM-IIIR (American Psychiamc Association, 1987) and the ICD-10 criteria for 

either anorexia nervosa (N=31) or bulimia nervosa (N=9). Compared to the reference 

group of "healthy" German subjects, eating disorder females scored poorer on the 

following OSIQ scales: Impulse Control, Emotional Tone, Body Image, Social 

Relationships, Sexual Attitudes, and Psychopathology. However, compared to the 

reference group, eating disorder patients scored higher on the Vocational and Educational 

Goals scale, and did not differ from the refcrence group in the areas of Family 

Relationships, Mastery of the External World, and Superior Adjustment. In comparing 

the profile of scores obtained with the profiles obtained by Casper et al. (1981) and Swift 

et al. (1986), the authors note striking similarities. In fact, when the German anorexic 

patients' OSIQ scale scores were compared to the scores obtained by Casper et al., the 

authors report finding no significant differences on any OSIQ scale at either age level. 

When compared to the subjects in the Swift et al. (1986) study, the only significant 

differences occurred in the older age group, where the German sample of Steinhausen 

and Vollrath's demonstrated lower scores on the scales of Social Relationships (p=.05) 
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and Sexual Attitudes (=.01) than the Swift et al. sample. However, the authors caution 

that the validity of these differences is questionable due to the adjustment made on 

critical 2 values (p=.005) to allow for multiple comparisons. A particularly noteworthy 

aspect of this study is that it demonstrates the generalizability of the results of previous 

studies, and strengthens the transcultural validity of the OSIQ eating disorder pattern. 

Steinhausen and Vollrath (1992) extended their analysis to determine whether or 

not inpatient treatment affects the self-image of eating disorder patients. When the 

subjects of the present study were measured at discharge, improvement was noted in the 

following OSIQ components: Emotional Tone, Body Image, Social Relationships, Sexual 

Attitudes, Mastery of the External World, and Psychopathology. However, with the 

exception of Mastery of the External World (which prior to treatment was not 

significantly lower than the comparison sample), these scores were still significantly 

lower than those of the reference group. The patients' scores on the OSIQ scale of 

Impulse Control did not improve with treatment, and remained significantly lower than 

those of the reference group. The authors put forth three possible explanations as to why 

the self-image components characteristic of eating disorders failed to normalize following 

treatment. First, it may be that the inpatient treatment length may have been of too short 

a duration to affect self-concept dramatically. Second, it is possible that the treatment 

provided had a weaker effect on self-concept than on the eating attitudes and behaviors 

associated with eating disorders. Lastly, an extended follow-up on this sample currently 

underway is exploring the possibility that the self-image of eating disorder patients 

normalizes as they approach adulthood. 
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In summary, the research to date on the self-concept patterns of eating disorder 

patients illustrates that adolescents in the acute stage of their illness are characterized by 

deficits in the OSIQ self-concept areas of Emotional Tone, Social Relationships, Sexual 

Attitudes, and Psychopathology, with older and late-onset pb;ients also exhibiting 

disturbances in the areas of Impulse Control, Body and Self Image, and Mastery of the 

External World. All eating disorder patients, however, appear to remain well-adjusted in 

the areas of Morals, Family Relationships, Vocational and Educational Goals, and 

Superior Adjustment. This pattern, which has been quite successfully replicated across 

all studies, appears to be both unique to eating disorder patients, and a relatively stable 

configuration. 

Self-conce~t in non-clinical sam~les. 

Self-concept patterns have also been explored in terms of their relation to eating 

attitudes, feelings, and behaviors in non-clinical samples of young adolescent girls. 

Nassar, Hodges, and Ollendick (1992) administered the Piers-Harris Children's Self- 

Concept Scale, the Eating Disorder Inventory (EDI), and a dietary behavior questionnaire 

to 159 female students aged 12 to 14 years. Significant negative correlations were found 

between the ED1 and the Piers-Harris Scale on 26 of the 48 comparisons. Particularly 

high correlations were found between several Piers-Harris scales and the ED1 scales of 

Bulimia, Perfectionism, and Interoceptive Awareness. The authors also report that a 

specific self-concept profile emerged for girls who scored high on the above mentioned 

ED1 scales, such that they were more likely to report behavioral problems (P-H scale 1, 

Behavior), little satisfaction with intellectual and academic achievements (P-H scale 2, 

Intellectual and School Status), and a dissatisfaction with physical appearance (P-H scale 
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3, Physical Appea~ance and Attributes). Interestingly, the Maturity Fears subscale of the 

ED1 (thought to be associated with bulimia but particularly with anorexia) was not 

significantly related to any of the Piers-Harris self-concept scales. 

Robinson (1992) also examined the relationship between self-concept as measured 

by the Piers-Harris Childrens' Self-concept Scale and eating disordered behaviors, 

feelings, and attitudes as measured by the Eating Disorder Invatory in a sample of 

seventh and eighth grade female students. Significant negative correlations were found 

for 48 of 56 correlations, the strongest correlation (-.74) being between the P-H "Happy" 

scale and the ED1 "Ineffectiveness" scale. Due to their centrality in defining clinical 

cases of eating disorders, the ED1 scales of "Drive For Thinness" and "Bulimia" were 

regressed on the P-H subscales to determine which self-concept components best 

predicted so res  on these two important ED1 subscales. Results of a stepwise multiple 

regression of the ED1 "Drive For Thinness" subscale on the P-H subscales revealed that 

only "Anxiety" contributed significantly, and accounted for 22.48% of the variance on the 

"Drive For Thinness" scale. The P-H "Happy" subscale was found to account for 30.7% 

of the variance in the ED1 "Bulimia" subscale, and when the P-H "Anxiety" scale was 

added in to the analysis, the variance accounted for increased to 33.08%. A comparison 

of ED1 scores on the "Drive For Thinness" and the "Bulimia" subscales between 

individuals of differing demographic status revealed that only the demographic variable of 

"honor roll inclusion," thought to represent perfectionism, revealed significant intergroup 

differences. These differences, however, were not in the direction predicted by the 

author. "Drive For Thinness" scores were higher for those who reported honor roll 
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inclusion, whereas "Bulimia" scores were higher for those who did not report making the 

honor roll. Finally, no significant differences in mean scores on the "Drive For 

Thinness" or "Bulimia" scales were found between those students who reported 

participating in after-school athletics or activities and those who did not. 

Conclusion 

The literature to date supports the hypothesis that deficits in self-esteem and 

several aspects of self-concept are related to both anorexia and bulimia, and to disordered 

eating patterns in general. Although the relationship between self-concept and eating 

disorders has been investigated, research in this area has either focused on establishing 

differences in self-concept between clinical groups of eating disorder patients and non- 

eating disordered controls or in exploring the relationship between self-concept and eating 

disturbances in very young adolescent schoolgirls. To date, no study has explored the 

relationship between self-concept and disturbed eating patterns in a non-clinical sample cf 

older adolescents, despite the fact that eating disturbances occur at a much higher rate in  

the mid to late teens (Woodside & Garfinkel, 1992). 

Although anorexia nervosa often appears early in adolescence, it has a much 

lower incidence than bulimia, which has a peak age of onset at 18 years of age (Mitchell 

et al., 1987). Moreover, when the onset of anorexia is operationally defined as the time 

at which lowest weight is attained, most anorexic patients report an onset in the later 

teens and in adulthood (Woodside & Garfinkel, 1992). The present study represents an 

attempt to fill the aforementioned gap in the empirical literature, as it aims to determine 

the relationship between various aspects of self-concept and disturbances in eating 

attitudes, feelings, and behaviors in a non-clinical sample of mid- to late-adolescent 



females. It is expected that utilizing this age group will result in a greater amount of 

variance in the subjects' scores on the measure of eating disorder symptomatology (EDI- 

2) than was obtained in similar studies on a younger adolescent population, thus allowing 

for more accurate and meaningful results and interpretations. 

In addition, although the studies of self-concept in eating disorder patients have 

demonstrated that a pattern unique to these cases emerges on the Offer Self-Image 

Questionnaire, no studies have been undertaken to determine whether this same pattern 

occurs in non-clinical cases where eating patterns are disturbed. Hess-Biber (1989) has 

noted that the use of clinical categories of anorexia and bulimia nervosa ignores the range 

of disordered eating patterns that occurs in non-clinical settings. However, as we have 

noted, several authors have cautioned that we must distinguish between disturbances in 

eating in non-clinical populations and clinical eating disorder syndromes. In particular, 

it has been suggested that the food and weight related symptoms associated with eating 

disorders which appear to be increased in non-clinical samples, such as college females, 

may not coincide with the psychological disturbances characteristic of anorexia and 

bulimia nervosa. The two-component model proposed by Garner, Olmstead, and 

Garfi iel  (1983, 1984) states that while the food and weight related issues associated 

with anorexia nervosa may occur on a continuum and are shared with groups of non- 

clinical, weight preoccupied individuals, the psychological features thought to be central 

to the actual clinical syndromes may not. As such, this model represents a diathesis- 

stress approach to the conceptualization of anorexia nervosa, where dieting triggers the 

progression of eating disturbances to the clinical pathological level only in those 

possessing these predisposing psychological vulnerabilities. While not a direct test of the 
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nature of self-concept (continuous or discontinuous) with respect to the two-component 

model, the present study represents an attempt to discern whether self-concept, a 

psychological variable shown to exist in a reliable pattern of strengths and weaknesses in 

those with anorexia nervosa, is reproduced in a non-clinical sample of similarly-aged 

females who may be evidencing eating disturbances. 

Finally, although it is expected, based on prior research, that a relationship exists 

between self-concept and eating disorder symptomatology, the exact nature of this 

relationship has not been specified. If certain self-concept components covary with 

eating disordered attitudes, feelings, and behaviors, then some dimensions must exist 

which explain these relationships. Research to date has only demonstrated that self- 

concept differences exist between groups of eating disorder patients and non-eating 

disordered controls, and that there are some moderate to strong correlations between self- 

concept components and eating disorder symptomatology. As yet, no analyses have been 

undertaken to identify what dimensions underlie the relationship between self-concept and 

eating disorder symptoms. 



Statement of the Research Hypotheses 

Research Hv~othesis I 

The OFFER SELF-IMAGE OUESTIONNAWE scale scores for a sarn~le of late 

adolescent girls will be correlated to their scale scores on the EATING DISORDER 

INVENTORY - 2. 

Examination of this hypothesis will be pursued by a correlational analysis 

resulting in Pearson correlation coefficients for each pairing of OSIQ scales and EDI-2 

scales, as well through as a canonical correlation ~rocedure to transform the scale scores 

so that the correlation between the sets of predictor (OSIQ) and criterion (EDT-2) 

variables is maximal. The OSIQ scales include (I) Impulse Control, (2) Emotional Tone, 

(3) Body and Self-Image, (4) Social Relationships, (5) Morals, (6) Sexual Attitudes (7) 

Family Relationships, (8) Mastery of the External World, (9) Vocational and Educational 

Goals, (10) Psychopathology, and (1 I)  Superior Adjustment. The eight main EDI-2 

scales consist of (I) Drive for Thinness, (2) Bulimia, (3) Body Dissatisfaction, (4) 

Ineffectiveness, ( 5 )  Perfectionism, (6) Interpersonal Awareness, (7) Interoceptive 

Awareness, and (8) Maturity Fears. 

Based upon research findings obtained with eating disorder patients, it is expected 

that significant correlations will be obtained between several OSIQ and EDI-2 subscales. 

Specifically, it is hypothesized that when subjecting the raw subscale scores of the OSIQ 

and the EDI-2 (where in both cases, higher raw scores are reflective of poorer 

adjustment) to the analyses, positive correlations will be found between the EDI-2 

subscales and the OSIQ "Psychological Self" variables of Emotional Tone, Impulse 

Control, and Body Image, as well as the OSIQ subscales of Social Relationships, Sexual 
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Amtudes, Mastery of the External World, and Psychopathology. Howevsr, not all OSIQ 

subscales are expected to correlate negatively with the EDI-2 subscales. As eating 

disorder patients evidence good to superior adjustment in the self-concept areas of 

Morals, Family Relationships, Vocational and Educational Goals, and Superior 

Adjustment, it is hypothesized that these areas of self-concept will not be highly 

positively correlated, and may in fact be negatively correlated with the EDI-2 subscales. 

Research Hv~othesis I1 

The variance in scores on the eat in^ Disorder Inventorv can be accounted for 

bv s~ecif ic  subscales of the Offer Self-Ima~e Ouestionnaire. 

To test this hypothesis, the OSIQ and the EDI-2 subscales of Drive for Thinness 

and Bulimia will be subjected to an all subsets multiple regression procedure. This 

acalysis will indicate which of the 11 OSIQ scales are important in predicting the EDI-2 

scores on these two scales. 

The rationale L L ~ r  choosing the two EDI-2 subscales relates to their centrality in 

deflning the behavioral features associated with eating disorders. The Drive for Thinness 

subscale measures the "relentless pursuit of thinness" (Bruch, 1973, 1982, cited in Garner, 

1991) and the "morbid fear of fatness" (Russell, 1970, cited in Garner, 1991) that are 

cardinal features of both anorexia and bulimia nervosa (Garner, 1991). The items on this 

subscale measure "excessive concern with dieting, preoccupation with weight, and fear of 

weight gain" (Garner, 1991, p. 5). A cutoff raw score of 14 on this scale identifies 10% 

of college females, 10% to 40% who may be evidencing "clinically significant eating 

disorders" (p. 11). The Bulimia subscale assesses "the tendencies to think about and to 
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engage in bouts of uncontrollable overeating (hinging)" (Garner, 1991, p. 5),  which is a 

key feature in bulimia nervosa as well as the bulimic subtype of anorexia nervosa. 

Regressing the OSIQ subscales to an all subsets multiple regression on these two 

EDI-2 subscales will provide useful information concerning which self-concept 

components appear to be important in explaining the variance in these two key defining 

features of clinically significant eating disorders. 

Research Hvuothesis 111 

The relationshi~s between the scaies of the OFFER SELF-IMAGE 

OUESTIONNAIRE and the scales of the EATING DISORDER INVENTORY - 2 can be 

parcelled into se~arate,  meaninrrful dimensions. 

This hypothesis will be examined by performing a principaj component analysis 

on the combined scales of the OSIQ and the EDI-2. Provided that the two measures do 

indeed covary, a principal components analysis will reduce the OSIQ and EDI-2 

variability data to a smaller, more manageable set of factors which account for as much 

of their variance as possible. The results of this analysis will allow for a better 

interpretation of the precise nature of the relationship between self- concept and eating 

disorder symptomatology. 



Method 

Subjects 

Participants for the study were secondary school students from the following 

Lower Mainland Secondary Schools: Burnett, Richmond, and Westview. The sample 

consisted of 357 females and 403 males aged 13 to 18 years. Due to student absences at 

the second testing period, as well as to the decision made by some teachers not to 

provide a second class period for the students to complete the entire testing package, the 

data for several of the subjects was incomplete and could not be utilized for the purposes 

of this study. Of the females tested, 273 (mean age = 15.8 yrs.) provided complete data 

packages, and these students constitute the sample upon which the ensuing analyses were 

based. 

Following approval from the Richmond and Maple Ridge School Boards, the 

principals of each of the aforementioned schools provided their permission for their 

students to participate in the study. Prior to participating, each potential subject was 

given a consent form (see Appendix A) to take home to her parents or legal guardians. 

This parental consent outlined the nature and purpose of the study, provided the names of 

persons to contact should they have any questions or concerns, and informed them they 

may contact the principal researcher to obtain a copy of the results of the study upon its 

completion. At the request of the participating schools, the parental consent form 

required only passive consent such that only those parents who did not wish their child to 

participate in the study were required to return the completed form. 



Instruments 

Unpublished Instruments: 

A. Subiect Information Sheet 

The subject information sheet (Appendix C )  was prepared by the author for the 

purposes of this study. This sheet contains questions concerning basic demographic 

variables, such as age, sex, height, current weight, ethnicity, and parental education and 

occupation. In addition, information was gathered concerning ideal weight, current 

exercise habits, and the students' understanding of the terms "anorexia nervosa" and 

"bulimia. " 

B. Health Information Ouestionnake 

The Fr~alth Information Questionnaire (HIQ) is self-report instrument designed by 

Geller, Johnston, and Madsen (unpublished manuscript) to assess the presence and 

severity of disturbed eating. Based on DSM-IV (APA, 1994) criteria for "anorexia 

nervosa," "bulimia," and "eating disorder not otherwise specified," the measure provides a 

total "disturbed eating score," which may range from 0 to 69, as well as a DSM-IV 

diagnosis of an eating disorder. The HIQ was included in the study package for the 

purposes of a planned future study which will assess the changes in eating disorder 

sjrmptoms and diagnoses over time. It will not be studied in the present analysis, 

C. S h a ~ e  and Weight Based Self-Esteem Inventorv 

The Shape and Weight Based Self-Esteem Inventory (SAWSB) (Geller, Johnston, 

& Madsen, in press) was designed to provide a measure of the importance of different 

self-concept factors to an individual's overall feelings about him or herself over the past 

two weeks. Individuals are required to first rank-order those items from a list of 
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attributes ( intimate or romantic relationships, body shape and weight, competence at 

school/work, personality, friendships, face, personal development, competence at activities 

other than schooVwork, and other [subject-provided attributes]) those items which they 

feel have played a significant role in determining their self-evaluation. Once this task is 

completed, they are required to indicate, by dividing up a circle into pie-shaped pieces, 

what proportion of their total self-opinion is based on each of the ranked attributes. The 

SAWSB score is calculated by taking a measure of the angle of the "shape and weight" 

piece of the circle. Again, as was the case with the Health Information Questionnaire, 

the inclusion of the SAWSB in the questionnaire package was to obtain a measurement 

of interest in the prediction of future eating behavior, and will not be analyzed for the 

purposes of this study. 

Published Instruments: 

A. Offer Self-Irnage Ouestionnaire 

The Offer Self-Image Questionnaice (OSIQ) (Offer, Ostrov, Howard, & Dorlan, 

1982) is a self-report form of personality test that assesses the adjustment of adolescent 

males and females between the ages of thirteen and nineteen. It measures self-concept in 

five areas, including: the Psvcholo~ical Self, which consists of Impulse Control, 

Emotional Tone (mood), and Body and Self-Image; the Social Self, including Social 

Relationships, Morals, and Vocational and Educational Goals; the Sexual Self; the 

Familial Self; and the Co~ing Self, consisting of Mastery of the External World, 

Psychopathology, and Superior Adjustment. These five selves (comprising eleven distinct 

content areas) constitute the overall self-image of the adolescent, his or her perception of 

"me" or "who I am." The OSIQ rests on two major assumptions: first, that it is 
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necessary to consider the individual's functioning in several areas, since "the teenager can 

master one aspect of his world while failing to adjust in another," and second, that the 

"psychological sensitivity of the adolescent is sufficiently acute to provide valid self- 

description" (Offer, Ostrov, & Howard, 1981, p. 3 1). The authors report that empirical 

validation of the questionnaire has supported both of these assumptions. 

The OSIQ contains 124 items which cover the 11 content areas that comprise the 

five aspects of self-concept which constitute overall self-image, and six additional 

questions which comprise a provisional subscale of "Idealism." Only the 11 main 

subscales will be utilized in the present study. Items were chosen on the basis of 

"theoretical propositions, clinical experience, and a review of empirical findings, to be 

important to the psychological life of the adolescent." (Offer, Ostrov, & Howard, 1981, p. 

135). To protect against response bias, or the tendency to respond to all items in the 

same direction, half the items are worded positively (e.g., "I enjoy most parties I go to") 

while the other half are worded negatively (e.g., "I do not like to put things in order and 

make sense of them"). Negatively worded items are reversed for the purposes of scoring. 

Whereas higher raw scores are reflective of poorer adjustment, once the conversion to 

standard scores has been made, larger standard scores are reflective of a more positive 

self-image. The subject is required to rate on a 6-point scale how descriptive each item 

is of him or her. The scale is anchored at "1," representing "describes me very well," 

and "6," representing "does not describe me at all." 

Descriptions of the eleven self-concept areas are provided for further illustration: 

1. lrn~ulse Control- provides a measure of the extent to which the adolescent's 

ego is organized and able to appropriately deal with pressures arising from both his 
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internal and external environment. Many of the questions relate to the ability to control 

aggressive impulses. 

2. Emotional Tone- measures the valence and stability of the adolescent's 

emotions. 

3. Bodv and Self-Image- measures the individual's comfort with and acceptance 

of his or her body. 

4. Social Relationshim- - assesses object-relations development and patterns of 

friendship among peers. 

5. Morals- indicates the degree of superego functioning, or the level to which a 

conscience has developed. Many of the items relate to judgements concerning "fair 

play." 

6. Sexual Attitude- indicates the degree of openness to sexuality and sexual 

experiences, and their emotional, cognitive, and behavioral reactions to the opposite sex. 

7. Farnilv Relationshi~s- measures the quality of the adolescent's relationship to 

his parents, and the emotional climate of the home. 

8. Masterv of the External World- indicates how successfully the adolescent is 

able to deal with his or her immediate environment and its demands. Many of the 

questions relate to self-confidence. 

9. Vocational and Educational Goals- measures the adolescent's ability and 

willingness to work productively, and their involvement in planning for the future. 

10. Psvcho~athology- taps overt psychological symptoms, such as unusual sensory 

or perceptual experiences. 



11. Su~erior Adiustment- a measure of ego strength and self-reliance, 

Demonstrates how well the adolescent feels he can cope with difficult situations. 

The OSIQ raw scores for each subscale are converted into standard scores, and 

compared to a control reference group which has a standard score of 50 and a standard 

deviation of 15 on each scale. Norms are provided for "normal" males ard females in 

younger (13- 15) and older (16-18) adolescent age groups. Standard scores above 50 

indicate superior adjustment and standard scores below 50 indicate maladjustment in self- 

image on each particular aspect of self-concept, relative to the appropriate "normal" 

reference group. As the EDI-2, the other main measure of interest in the present study, 

does not provide for the conversion of raw scores into scaled scores (raw scores are 

converted into percentiles), the analyses undertaken on the participants' scores are also 

based on OSIQ raw scores, and as such, high scores on both measures are reflective of 

poorer adjustment. The OSIQ has been demonstrated to differentiate between "normal" 

and psychologically disturbed adolescents (Koenig et al., 1984), has been translated into 

22 languages, and has been administered to well over 30,000 teenagers worldwide (Offer, 

Ostrov, & Howard, 1982). 

The OSIQ has demonstrated acceptable reliability and validity. Stability data 

gathered in 1979 obtained on two occasions six months apart (Offer, Ostrov, &: Howard, 

1981) indicated stability coefficients ranging from .48 to .84 for the individual scales, and 

was -73 for the overall self-image score. Construct validity of the OSIQ has been 

demons~ated by its moderate to high correlation with other self-concept measures, such 

as the Bell Inventory and the Tennessee Self-Image Test. Of note is the fact that the 

Body and Self-Image scale and the Family Relations scale of the OSIQ have higher 
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correlations with analogous scales on the Tennessee Self-Image Test than they do with 

non-analogous scales on that test (Hjorth, as cited in Offer et al., 1981). 

B. Eating; Disorder Inventory - 2 

The Eating Disorder Inventory - 2 (EDI-2) of Garner (1991) is a self-report 

inventory which assesses the cognitive and behavioral features of both anorexia and 

bulimia nervosa. It consists of eight subscales, including: (a) drive for thinness, (b) 

bulimia, (c) body dissatisfaction, (d) ineffectiveness, (e) perfectionism, (f) interpersonal 

distrust, (g) interoceptive awareness, and (h) maturity fears. There are also provisional 

subscales of asceticism, impulse regulation, and social insecurity. However due to the 

relative paucity of reliability and validity data on these provisional subscales, they will 

not be utilized in this study. The test consists of 91 statement items (64 of which 

comprise the 8 main subscales) which the individual is required to respond to by 

indicating the frequency at which the statement is true for them, either "always," 

"usually," "often," "sometimes," "rarely," or "never." Descriptions of each of the eight 

main subscales are provided for further illustration: 

1. Drive for Thinness- this subscale measures the need to strive for a thin body 

build, or the fear of fatness which is central to both anorexia and bulimia nervosa. 

2. Bulimia- assesses the tendency to think about or to engage in binging, or 

episodes in which eating is experiences as being out of control. 

3. Bodv Dissatisfaction- measures dissatisfaction with the body, particularly 

those body parts which are of greatest concern to eating disorder patients. 

4. Ineffectiveness- assesses feelings of inadequacy and worthlessness, as well as 

feelings of being empty and alone. 
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5. Perfectionism - measures the degree to which the individual strives towards 

high levels of achievement. 

6. Interpersonal Distrust- this subscale taps the extent to which one feels 

alienated from others and avoids close personal relationships or emotional openness with 

others. 

7. Interoce~tive Awareness- measures uncertainty and confusion in identifying 

affective and bodily states. 

8. Maturitv Fears- assesses the desire to return to the safety of childhood and the 

fears associated with becoming an adult. 

Once raw scores are tabulated for each subscale, the person's individual profile 

can then be compared against norms for eating disordered patients and for comparison 

samples, thus arriving at a percentile ranking for each subscale. The test items were 

chosen empirically, based upon their ability to differentiate between criterion groups of 

eating disorder patients and non-clinical samples. Garner and Ohstead (1984) reported 

an internal consistency above .80 for each of the subscales in an eating disorder sample, 

and internal consistency reliability estimates ranging from .72 to .92 in a non-patient 

comparison group. Criterion validity for each item subscale was established by retaining 

only those items which significantly differentiated between eating disorder and 

comparison groups. The test-retest reliability over a three week period was found to be 

in the range of .65 - .99 (Wear & Pratz, 1987). The ED1 may be useful in clinical 

settings to assess current status, prognosis, and response to treatments, as well as being 

utilized to identify those individuals who have subclinical eating problems or those at 

particular risk for developing an eating disorder. 



Procedure 

The involvement of teachers and students in this study was facilitated by the 

counsellor in charge of coordinating the Career and Personal Planning classes at each of 

the schools. Each teacher who agreed to have their class participate in the project was 

assigned the task of administering the test materials to the students in their charge. Most 

of the testing took place in the context of a Career and Personal Planning class, although 

some of the students from Richmond secondary school were tested during their English 

classes. Only those students whose parents did not return a signed negative consent form 

were eligible to participate. In order to ensure informed consent on the part of the 

students whose parents had allowed their participation, students were explicitly told prior 

to the study's commencement that their participation in the project was completely 

voluntary, and that they were free to withdraw their participation at any time, should they 

so choose. 

Prior to the administration of the instruments of interest, the students were 

required to read and sign a consent form (see Appendix B) which informed them of the 

nature of the study and its procedure. In addition, the consent form advised them of their 

rights as participants, including the right to withdraw from the study at any time. The 

testing instructions given to the students were standardized, as each teacher involved in 

the administration of the study materials was provided with a detailed and precise script 

to follow. As an extension of the present study is tentatively planned which will involve 

the collection of follow-up data on the same measures one year following the initial 

testing, students were asked to create a seven-digit code to enter onto their research 

packages so that the data obtained at these two collections may be matched. In order to 
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completely voluntary, this code was designed so that identification of the student from 

their code would not be possible. 

Once the students' written consent was obtained, they were asked to complete the 

participant information sheet, followed by the two main instruments of interest, the Offer 

Self-Image Questionnaire and the Eating Disorder Inventory-2. In order to prevent 

students from completing the front page of the Eating Disorder Inventory-2 (EDI-2), 

which requires them to provide personal and identifying information, a piece of blank 

paper was affixed to the front of the item booklet which instructed the students to 

proceed directly to Question 1. This preventative measure was taken primarily so that 

students would not mistakenly write their name on the testing material, thereby 

invalidating the anonymous method of self-report for this study. 

Other measures relevant to the planned follow-up study were also included: the 

Health Information Questionnaire (HI@ and the Shape and Weight Based Self-Esteem 

Index (SAWBS). The entire testing procedure typically required between 50 and 90 

minutes to complete, although some students, particularly those for whom English was a 

second language, required more time. As such, testing was typically done over two 

consecutive class periods. Following the completion of the measures by all participants, 

they were thanked for their participation, given further information on the nature of the 

study, and provided with a copy of their signed consent form. In addition to outlining 

the procedure and rationale of the study, as well as their rights as research participants, 

the consent form provided the students with the names of individuals to contact should 

they desire further information or wish to voice concerns about the study. Finally, the 
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consent form also contained information concerning resources available to those who felt 

they may have problems with their eating. Specifically, telephone numbers were 

provided for the local community mental health centre (Richmond Mental Health; Maple 

Ridge Mental Health), the British Columbia chapter of Anorexia Nervosa and Associated 

Disorders (ANAD), the British Columbia Dietitians' and Nutritionists' Association, and 

the Eating Disorder Resource Centre of British Columbia. 



Results 

Correlational Analysis 

Correlations were calculated for the Offer Self-Image Questionnaire and the 

Eating Disorder Inventory-2 subscales in order to determine whether the data obtained on 

these two measures are related. For both measures, higher raw scores are indicative of 

poorer adjustment or greater pathology, and all of the statistical analyses computed in the 

study are based on raw scores. Due to the loss of power involved in adjusting for 

familywise error rate when making such a high number of comparisons (88 in total), 

"meaningful" correlations were &ermined according to the standard of interpreting 

correlations near .30 as being moderate and those near or above .50 as being high. As 

hypothesized, the correlations between self-concept (as measured by the OSIQj and 

eating disorder thoughts, feelings, and behaviors (as measured by the EDI-2) tended to be 

positive, indicating that lower levels of self-concept are related to higher levels of eating 

disorder symptomatology (See Table I). In addition, the majority of the correlations are 

of a moderate to high magnitude, as only 29 of the 88 correlations fall below r=.200. 

The pattern of self-concept scores which was predicted to occur was in fact 

obtained, demonstrating that the pattern of self-concept strengths and deficits which 

characterize anorexic and bulimic patients is also related to eating pathology in a non- 

clinical sample of similarly aged females. The OSIQ subscales which are highly 

correlated with several EDI-2 subscales are those of the "Psychological Self," namely 

"Impulse Contro1,""Body Image," and "Emotional Tone," as well as the "Mastery of the 

External World," and the "Psychopathology" OSIQ subscales. Both the OSIQ "Social 

Relationships" and "Sexual Attitudes" subscales were moderately correlated with the EDI- 
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2 subscales. The only correlations which were negative in valence were those between 

the EDI-2 subscale of "Perfectionism" and the OSIQ subscales of "Vocational and 

Educational Goals" (-.IS), "Morals" (-.000), and "Superior Adjustment" (-. 1 15). In 

accordance with the research hypothesis, the former two are characterized by weak 

correlations wlth the EDI-2 subscales, while "Superior Adjustment" shares only weak to 

moderate correlations with the same subscales. The only correlational finding discrepant 

from the research hypothesis concerns the OSIQ "Family Relationships" subscale. 

Although studies on eating disorder patients have found their eating disorder sample to 

demonstrate no significant deviations from either the reference group or from controls, 

this study found the "Family Relationships" subscale to share mild to moderate positive 

correlations with the EDI-2 subscales. 

Multiple Regression Analyses 

An "all-subsets" multiple regression analysis was performed on the EDI-2 

subscales Drive For Thinness and Bulimia, the two subscales thought to be central to the 

eating disorders anorexia nervosa and bulimia, using the eleven OSIQ self-concept 

subscale scores. For each subset size, ranging from a subset consisting of a single OSIQ 

predictor variable to a subset which includes all 11 OSIQ variables, the procedure 

identified the ten "best" subsets. "Best subsets" are defined as those having the highest 

R ~ .  Rather than looking for a single "best" predictor subset for each of the two EDI-2 

criterion variables, a logical approach was employed which identified what appear to be 

stable "good" predictors, which are defined as those OSIQ subscales that occur frequently 

and consistently in the ten best subsets at each subset size. 
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When considering the strength of each single OSIQ subscale in predicting 

students' scores on the EDI-2 subscale Drive For Thinness, the subscale Body Image was 

the best individual predictor, accounting for 23.9% of the variance (see Table 2). The 

next best individual predictor, the OSIQ subscale "Psychopathology," was a much weaker 

predictor, accounting for merely 15% of the Drive For Thinness variance. Of the eleven 

OSIQ subscales, those that appeared most consistently in the subsets of "good" predictors 

for predicting scores on the ED1 "Drive For Thinness" subscale were "Body Image," 

"Social Relationships," and to a lesser extent, "Psychopathology." The OSIQ subscales 

which rarely appeared in the best subsets were "Emotional Tone" and "Morals." 

As was the case with the "Drive for Thinness" subscale, the regression analysis of 

the EDI-2 "Bulimia" subscale revealed that of the single variable subsets, the OSIQ 

subscale "Body Image" accounted for the greatest amount of variance (20.5%), followed 

by the "Psychopathology" subscale (16.9%) (see Table 3). The OSIQ subscales which 

appeared most consistently in the sets of "good" predictors were "Body Image," and 

"Impulse Control," with "Psychopathology" and "Emotional Tone" appearing to a lesser 

extent. OSIQ subscales which appeared to be the least important with respect to 

predicting EDI-2 Bulimia scores were those of "Family Relationships," "Sexual 

Attitudes," and "Superior Adjustment." 

Canonical Correlation Analysis 

Correlations were calculated for the eight EDI-2 and the eleven OSIQ subscales as 

a form of hypothesis testing, with the primary goal of testing the null hypothesis of the 

independence of the two data sets. As can be seen in Table 4, there are at least three 

dimensions which account for the between-set covariability of the OSIQ and the EDI-2 
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indicates a significant relationship between the OSIQ and the EDI-2 subscales, x2 (88, N 

= 273) = 410.88, ~<.0001. Three canonical variates were identified (see Table 4). As 

such, there appear to be three unrelated dimensions which hold together the OSIQ and 

the EDI-2 data. 

Principal Component Analysis 

The eleven Offer Self-Image Questionnaire subscales and the eight main Eating 

Disorder Invent xy-2 subscales were subjected to a principal components analysis 

procedure in order to reduce the data to a more interpretable set of underlying factors and 

thus to determine whether the relationships that exist between the OSIQ and the EDI-2 

subscales could be parcelled into meaningful dimensions. The resulting data are 

presented in Tables 5 and 6. 

As can be seen, in Table 5. four factors with eigenvalues greater than 1.0 were 

extracted. Based on the convention of determining the number of factors to retain 

according to the most natural or noticeable break in eigenvalues as they fall on a scree 

plot, only three factors, with eigenvalues of 7.5, 2.0, and 1.4 were retained for the 

purposes of analysis. This three factor solution, which accounted for 57.19% of the total 

variance in the data set, was then rotated to yield a varimax solution, and it is presented 

in Table 6. 

On the first factor, the EDI-2 subscales of Drive for Thinness and Body 

Dissatisfaction had loadings above +0.80. Two EDI-2 subscales (Bulimia and 

Ineffectiveness) and one OSIQ subscale (Body Image) had loadings in excess of +0.60. 

Loading above +0.40 were the EDI-2 Interoceptive Awareness subscale and the OSIQ 



subscales of Emotional Tone and Psychopathology. Apart from the OSIQ Impulse 

Control subscale, which had a loading of -248, the remaining self-concept variables had 

extremely low loadings on this factor, as did the Maturity Fears subscale of the EDI-2. 

This factor seems to represent a composite of the defining characteristics of anorexia 

nervosa and bulimia, namely a dissatisfaction with the body, a desire to pursue thinness, 

bulimic symptomatology, a sense of alienation from one's bo2ily sensations and one's 

emotions, as well as the feeling of a lack of control over one's actions and their 

outcomes. Given these attributes, the factor was labelled a "Eating Disorder" one. 

The second factor appeared to be a measure of social and emotional 

maladjustment in response to the issues and stresses associated with sexual maturation 

and impending adulthood. The EDI-2 subscale Maturity Fears and the OSIQ subscale 

Sexual Attitudes both loaded above +0.70 on this factor. The OSIQ Social Relationships 

and Emotional Tone subscales, and the EDI-2 Interpersonal Distrust subscale had 

loadings over +0.50. Several other factors, all loading in excess of +0.40, were also 

identified, and with the exception of the OSIQ Body Image subscale, all were measures 

of ego strength, particularly poor emotional adjustment and a lack of coping skills (OSIQ 

subscales of Mastery of the External World, Psychopathology, and Superior Adjustment; 

EDI-2 subscales of Ineffectiveness and Interoceptive Awareness). The EDI-2 subscales 

involving the defining characteristics of eating disorders (Drive For Thinness, Bulimia, 

and Body Dissatisfaction) did not appear to load on this factor, nor did the OSIQ self- 

concept areas of Morals, Family Relationships, or Vocational and Educational Goals. As 

this factor seemed to represent a generally negative and apprehensive response to the 



demands and implications of maturity, coupled with poor social and emotional 

adjustment, it was termed "Maturity Avoidance. " 

The third factor appeared to represent a dimension which reflects the individual's 

general adaptive functioning. This factor is a pure self-concept dimension, as none of the 

EDI-2 subscales loaded significantly on this factor. Self-concept areas which do not load 

highly on this factor include Sexual Attitudes and Superior Adjustment. The OSIQ 

Morals subscale loaded above +0.70 and the subscales of Family Relationships, Impulse 

Control, and Vocational and Educational Goals all had loadings above +0.60. In addition 

to the Social Relationship self-concept, three other OSIQ subscales (all indicative of 

emotional adjustment: Emotional Tone, Mastery of the External World, and 

Psychopathology) had loadings above +0.40. As this factor appears to emphasize family 

and interpersonal connectedness, empathy and concern for others, frustration tolerance, 

and vocational productivity, it was labelled a "General Life Adjustment" factor. 



Discussion 

The results of the current study confirm that the self-concept deficits which have 

been consistently found in eating disorder patients are also related to an increased 

prevalence and intensity of the thoughts, attitudes, and behaviors characteristic of 

anorexia and bulimia in a non-clinical, "normal" sample of similarly-aged adolescent 

females. 

Correlations computed between self-concept (as measured by the Offer Self-Image 

Questionnaire) and eating disorder thoughts, feelings, and behaviors (as measured by the 

Eating Disorder Inventory-2) indicated that lower self-concept is, in general, related to 

higher levels of eating disorder symptomatology. In addition, with only one minor 

exception, the pattern of self-concept and eating disorder correlations which was expected 

(based on previous research on eating disorder patients) was obtained in this non-clinical 

sample of adolescent females. It appears that self-concept in the area of Family 

Relationships, which was not found to be disturbed in patients with anorexia or bulimia 

nervosa, is related to eating disorder symptomatology in non-clinical female adolescents 

to a moderate degree. In all other respects, the pattern of self-concept scores related to 

increased eating pathology which was obtained in this sample closely matches the profiles 

found in anorexic and bulimic patients. This similarly indicates that the distinct and 

stable configuration of self-concept scores thought to be exclusive to eating disorder 

patients dso characterizes non-clinical females who may be evidencing eating 

disturbance. 

According to the two-component model of Garner et al. (1983, 1984), and later 

Ruderrnan & Besbeas (19921, the psychological disturbances initially identified by Bruch 
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(1973) as central to eating disorders represent fundamental variables which distinguish 

between those with true eating disorder syndromes and those who merely have relatively 

innocuous eating disturbances uncharacterized by psychopathology. These psychological 

features are believed to constitute predispositional vulnerabilities to the development of 

eating disorders, and have been implicated by clinicians and researchers alike in initiating 

and maintaining the eating pathology, thereby contributing to the difficulty in effectively 

treating these disorders once firmly established. Each of these key defining features is 

believed to stem from deficits in the "self," deficits which contribute to an acute crisis 

arising at adolescence due to the identity-related tasks required at this time (Bruch, 1973). 

It appears to intuitively follow that a self-concept characterized by a more 

negative self-portrait should follow from this state of a poorly developed "self." Yet, 

precisely what proportion of this negative self-concept is captured by Bruch's 

conceptualization of "ineffectiveness" is less clear. What is clear, however, is that a good 

deal of theory and research has demonstrated that poor self-evaluation and a negative 

identity is strongly related to anorexia nervosa and bulimia, and may play a role in its 

etiology (Slade, 1984). As such, this study sought to investigate whether self-concept is 

related to eating disturbances in a non-clinical group of female adolescents. 

The hypothesis motivating the present study, namely that the pattern of self- 

concept strengths and weaknesses which distinguished anorexic patients both fiom other 

psychiatric groups and from "normals," would be reproduced in a non-clinical sample of 

females evidencing eating disturbances, was supported. Although the design of the 

present study does not constitute a direct test of this question, the results are suggestive 

of the fact that self-concept may be a continuous variable with respect to eating 
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pathology. Adolescent females who exhibit poor self-concepts, particularly in the areas 

of Body Dissatisfaction, Social Relationships, Psychopathology, and Impulse Control (as 

measured by the OSIQ), are more likely to report higher levels of eating disorder 

thoughts, attitudes, and behaviors than their peers who are characterized by higher self- 

concepts. 

The s2ongest predictor of eating disorder symptoms was body image self-concept, 

which appeared most consistently in those sets of predictors which accounted for the 

greatest amount of variance in dieting concerns and bulimic symptoms. Body image 

preoccupation or dissatisfaction has consistently been identified as important in the 

clinical manifestation of eating disorders (see Cash & Brown, 1987; Slade, 1985 for 

review), and several studies demonstrate that dissatisfaction with one's weight or body 

shape is a strong predictor of the future symptom manifestation of eating pathology (Attie 

& Brooks-Gunn, 1989; Killen et al. 1994; Leon et al., 1993), as well as powerful 

predictor of relapse following treatment (Freeman, Beach, Davis, Solyorn , 1985). As 

Bruch first noted in her work with anorexics, while patients may gain weight during their 

treatment, "without a corresponding change in their body concept, improvement is apt to 

be only temporary" (1973, p. 252.) Although body image dissatisfaction is included 

among those psychological variables identified as central to eating disorders, it is not a 

variable thought to be exclusive to those with anorexia or bulimia. Several theorists have 

commented on the pervasiveness and strength of the relatively recent thin female ideal in 

Westernized cultures (Boskind-White, 1985; Bruch, 1957; Garfinkel & Garner, 1982: 

Schwarz, Thompson, & Johnson, 1985), and research has demonstrated that those 

subjected to greater sociocultural pressure to be thin have a higher incidence of eating 



disorders (e.g., Davis & Cowles, 1989; Garner & Garfinkel, 1980), attesting to the power 

of these social pressures. 

The role of a disturbed body image in eating disorders has been largely believed 

to represent a stress in a diathesis-stress model of the etiology of clinical levels of eating 

disturbance. A great number of theorists have emphasized the role of the culture in 

promoting often unattainable ideals of thinness for women and fostering a disdainful and 

even a fearful attitude towards fatness (e.g., Brown & Jasper, 1993; Bruch, 1973; 

Chernin, 1986; Garfinkel & Garner, 1982; Orbach, 1986; Schwartz, Thompson & 

Johnson, 1985). The experience of living in such a culture is believed to promote body 

dissatisfaction among women, and this dissatisfaction often provides an impetus to begin 

dieting. It has been proposed that dieting contributes to the development of eating 

disorders in those who are psychologically vulnerable (e.g., Ruderman & Besbeas, 1992). 

Garner et al. (1984) make a crucial distinction between those whose dieting is primarily 

motivated by a desire for social approval and those in whom dieting is motivated by an 

effort to "gain a sense of psychologicaJ. organization" (p. 264). In particular, it is thought 

that for these latter individuals, dieting occurs in the context of the basic ego deficits 

described by Bruch (1973, 1978), and the dieting behavior represents an attempt to gain a 

sense of autonomy, effectiveness, and identity. The resulting sense of control provided 

by the attempts to manage one's weight or shape in those whose lives are characterized 

by a sense of psychological deficits and ineffectiveness becomes, in a sense, addictive 

(Bruch, 1973; Slade, 1982). 

Psychopathology appeared as one of the better predictors of both thinness strivings 

and bulimic tendencies, indicating that viewing one's experiences as being confused and 
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troubled is related to eating disturbances in female adolescents. This finding is consistent 

with studies investigating the relationship between disturbed eating attitudes and above- 

normal levels of reported psychopathology in high-school students (Chandarana, Helmes, 

& Benson, 1988) in terms of greater neurotic tendencies and higher levels of deviant 

thoughts and behaviors. These results may be interpreted as being reflective of the 

relationship which has been proposed to exist between ego deficits, including 

disturbances in awareness, and eating pathology. 

While not predictive of thinness strivings, impulse control appeared as a good 

predictor of bulimic symptomatology. Although this area has not been the subject of 

much empirical investigation, impulse control has long been a crucial component in 

theoretical conceptualizations of binge eating and bulimia. Disinhibition of impulse 

control has been identified in patients with bulimia, which distinguishes them from 

restricting anorexic patients who were more likely to be characterized by impulse 

hyperregulation (Sohlberg, 1991). In addition, Fahy and Eisler (1993) found that non- 

fasting, highly impulsive college females were more prone to binge than their non- 

impulsive peers. The results of the present study provide further evidence to support the 

contention that the psychological variable of impulsivity is importantly related to binge 

eating, and that this relationship is not exclusive to those with a clinically diagnosable 

case of bulimia nervosa. 

Finally, social relationship self-concept proved to be a good predictor of thinness 

strivings in this sample. Adolescents endorsing greater attitudes and efforts toward 

thinness described feelings of loneliness and a lack of connestion with others. This 

social maladjustment may be viewed as either a primary motivator or a secondary result 
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of the efforts toward dieting. It all likelihood, it is both. In her analysis of the 

development of anorexia, Bruch (1973) speculates that as the individual becomes more 

and more preoccupied with dieting, she begins a process of social withdrawal which 

ultimately results in isolation and loneliness. This isolation stems, in part, from the 

efforts made by both bulimics and anorexics to keep their disturbed eating practices 

hidden from others. However, it is also clear from the psychodynamic literature relating 

to eating disorders that the ego deficits characteristic of the eating disordered individual 

preclude the establishment of satisfying interpersonal relationships. It may also be 

argued, that even for those whose dieting is less pathological in nature, it is the sense of 

being isolated and lonely that motivates the efforts towards weight loss in an effort to 

gain social approval. In any case, it is not surprising that the results of the present study 

support the role of interpersonal difficulties in eating disturbances. 

The self-concept and eating disorder data was held together by at least three 

dimensions. Principle components analysis identified three factors which constitute the 

self-concept and eating disorder data. Loading moderately on each of the three factors 

were variables related to poor emotional coping and low self-efficacy. The presence of 

these variables on each of the factors illustrates the importance of the sense of 

hopelessness and ineffectiveness related to eating disturbances. 

The first factor represents a pure eating disorder factor, one in which body image, 

thinness strivkgs, and bulimic tendencies predominate. However, it is important to note 

that the variables of ineffectiveness and interoceptive awareness also load  moderate!^ 

high on this factor. This result provides further validation for Bruch's conception of 

eating disorders as being fundamentally related to ego deficits in the areas of body 
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dissatisfaction, ineffectiveness, and perceptual and conceptual inaccuracies with relation 

to internal sensations. However, the inclusion of these variables on the eating disorder 

factor (based on data from non-clinical females) suggests that these fundamental aspects 

of anorexia may be related to eating disturbances in general, rather than solely to 

anorexia nervosa. This finding JSO runs counter to what would be expected by the two- 

factor model, suggesting that further research into the role of these presumed 

discontinuous factors is necessary to resolve this issue. 

The second largest factor, labelled "Maturity Avoidance," provides support to the 

belief proposed by Bruch (1973, 1978), that anorexia represents a difficulty in resolving 

the issues associated with maturation at puberty. For Crisp (1970), anorexia represents a 

functional avoidance response to sexual and psychological maturity, as personified by the 

mature female body. This Maturity Avoidance factor relates to what has been noted 

(Garner, 1985) as a common theme reflected in very diverse theoretical approaches: the 

importance placed on anorexia occurring in the context of a struggle for autonomy and 

individuality, with fears of the responsibilities and stresses associated with adulthood. In 

this context, we see how for those with fundamental ego deficits, dieting becomes 

pathological when employed as a means of achieving a sense of autonomy and 

individuation during adolescence. The lack of ego development and the resulting self- 

concept disturbance "predisposes adolescents to use thinness in a misguided strife for 

individuation" (Casper et al., 1981, p. 388). 

The final factor, one of "General Life Adjustment," seems to reflect the overall 

adaptive functioning of the adolescent in her world. This factor seems largely comprised 

of interpersonal adjustment and satisfaction in family and social relationships, and the 
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sense of empathy that is involved in concern for the fair treatment of others. The 

predominant sense of disconnectedness from others, and corresponding feelings of 

emptiness and of being alone in the world correspond to the sentiments expressed by the 

anorexic patients described by Bruch (1973). One of Bruch's patients describes this 

experiences as follows: "I am completely isolated, I sit like in a glass sphere. I see other 

people through a glass wall, their voices penetrate to me. I long for being in real contact 

with them. I try but they don't hear me" (1973, p. 222). In addition, a concern for the 

fair and ethical treatment of others seems logically related to the sense of other- 

directedness that Bruch felt characterized her patients, and their often overwhelming 

concern over being positively evaluated by others, despite their protests to the contrary. 

It may be the case that it is the developmental failure to achieve a strong ego with intact 

boundaries which leaves the individual ill-equipped to function in an adaptive manner in 

her world. Herzog, Keller, Lavori, and Ott (1987) have speculated that the high levels of 

social impairment found in bulimic patients indicates that they do not possess the 

"psychosocial tools" necessary to complete the developmental transition into adulthood. 

This in turn may have a detrimental effect on factors ranging from adjustment in school, 

social, and family relationships, to disturbances in mood. Presumably, the ability to 

make use of appropriate and effective psychosocial tools relies on both an accurate and 

healthy distkct~on between self and other in relationships, as well as a sense of 

worthiness to be in a relationship: both of these are impaired in those with eating 

disorders. It is cautioned that psychosocial impairment may also be a consequence of the 

eating disorder. 
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Prevention and Treatment Implications 

The fact that both thinness strivings and bulimic tendencies were well-predicted 

by body dissatisfaction provides further support for the importance of body image to 

eating disturbances, and suggests that preventative approaches must aim to improve the 

body images of adolescent, or perhaps even pre-adolescent girls. If it is true that body 

dissatisfaction and dieting represent "stress" factors which mobilize the development of 

eating disorders in those possessing a predisposing diathesis (Slade, 1982), then reducing 

the incidence of weight and shape concerns, and thereby dieting practices, should have 

the effect of reducing incidence of cases of anorexia nervosa and bulimia. 

Second, while the directionality in the relationship between poor self-concept and 

eating disorder thoughts, feelings, and behaviors is unclear, it is likely that even if the 

self-concept disturbances occur as a result of the disordered eating, these disturbances in 

how one views and feels about oneself likely serve to further exacerbate the eating 

pathology. In either case, programs aimed at improving the overall self-concepts of 

young females, particularly those thought to be at high-risk for the development of eating 

disorders, might prevent or halt the progression of eating disturbances. 

Treatment approaches aimed at those individuals evidencing eating disturbances or 

disorders would benefit from the inclusion of techniques aimed specifically at 

strengthening those aspects of self-concept found to be importantly related to eating 

disturbances. Improving the individual's body image is a central component to many 

existing treatment plans, and a further rationale for the inclusion of this treatment 

component is provided by the importance of body image to both thinness strivings and 

bulimic tendencies as demonstrated in this study. Second, as the self-concept relating to 
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psychopathology was also predictive of these two eating disorder symptoms, this supports 

the importance of psychotherapy in the treatment of eating disturbances. Both social. 

relationships self-concept, which is predictive of thinness motivations, and impulse 

control, which is predictive of bulimic tendencies, could be improved through training in 

social skills and/or psychotherapy. If it is indeed the case, as Herzog et al., 1987 have 

proposed, that a paucity in psychosocial tools contributes to the widespread maladaptation 

in eating disordered individuals, then assisting the individual to acquire these skills 

should have the effect of increasing their overall level of adaptive functioning. Finally, 

psychotherapeutic treatment should target the issues related to sexual and psychosocial 

maturity, as well as the sense of hopelessness, alienation, and ineffectiveness which 

appears to be associated with eating disturbances. 

Cautionary Considerations 

First, the limitations related to the self-report method employed in this study must 

be noted. In addition, although the results of the present study demonstrate that the self- 

concept deficits that have been identified in eating disorder patients are also related to 

eating problems in a non-clinical sample, they do not imply causality in either direction. 

While it seems intuitively more plausible that the eating disorder symptoms are secondary 

to the self-concept deficits, it is equally plausible that some, if not all, of the self-concept 

disturbances develop in response to the eating disorder symptomatology. It may also be 

the case that the eating disorder and the self-concept data are related due to the influence 

of' a third, as yet unknown variable. Finally, some caution is necessary in drawing 

implications from the present study and extending them to adolescents who do not match 

the demograpsc characteristics of this sample. First, as the results of this study were 
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based solely on the responses of female students, we cannot presume that they will 

extend to male students. Second, these results may or may not be reproduced in 

adolescent females from different ethnic or socioeconomic backgrounds than the girls 

included in this sample, which was largely middle-class. Important next steps in this line 

of research would involve investigating whether this relationship between self-concept 

and eating disorder symptoms is reproduced in a sample of schoolgirls from higher or 

lower socioeconomic backgrounds, as well as in females older than those included in this 

sample. 

Directions For Further Research 

At present, the role of self-concept has only been explored in non-clinical samples 

of schoolgirls and in clinical samples of predominantly anorexic patients. A fruitful area 

for further investigation lies in extending the analysis of self-concept to other clinical and 

non-clinical populations. It may be the case, for example, that a comparison-based study 

would identify important self-concept differences between bulimic and anorexic patients. 

It may further be the case that different self-concept patterns characterize different 

subgroups of patients diagnosed with anorexia nervosa (restrictor and binge- 

eating'purging), and bulimia (purging and non-purging). In addition, research aimed at 

identifying the relationship between self-concept and eating disorder symptomatology in 

non-clinical, demographically diverse subgroups (e.g., age, sex, socioeconomic status) 

would allow for a better determination of the role of this psychological variable in eating 

disturbances. Finally, it would be useful to investigate the relationship between self- 

concept and the frequency and/or intensity of actual eating disorder symptoms, wch as 

bmging and purging, in both clinical and non-clinical samples of individuals rather than 
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simply looking at its relation to scores on a standardized measure of eating disorder 

thoughts, attitudes, and behaviors, such as the Eating Disorder Inventory-2. A 

prospective study is planned which will attempt to determine the relationship between 

self-concept and the presence, frequency, and intensity of eating disorder symptoms in 

adolescent schoolgirls, and which will explore the generalizability of the results of the 

present study to a sample of private schoolgirls from higher socioeconomic backgrounds. 

The fact that the pattern of self-concept scores characteristic of patients diagnosed 

with eating disorders was found to be related to eating disturbances in a non-clinical 

sample of females suggests that self-concept may be a continuous variable: however this 

needs to be specifically addressed in future research. Furthe?, while the results of the 

present study should not be interpreted as prmiding either support or disconfirmation of 

the two-factor model of eating disorders, th: inclusion of the psychological variables of 

interoceptive awareness and ineffectiveness in the eating disorder factor underlying the 

data suggests that these variables may in fact be continuous variables with respect to 

eating disorders, at least within the population represented by the sample of schoolgirls 

tested. As none of the studies aimed at testing the two-component model were based on 

a non-clinical sample of schoolgirls, it is possible that the results do not generalize to this 

population. Further research on the two-component model of eating disorders must also 

seek to aemonstrate to test its generalizability to adult females from the general 

population. 

Finally, proponents of the two-component model of eating disorders have 

demonstrated that only a segment of "weight-preoccupied" individuals evidence the 

global pathology on the psychological features so well documented in those diagnosed 



with anorexia or bulimia nervosa. Only those in possession of these fundamental 

features are believed to be at risk for the future development of true eating disorder 

syndromes. However, the absence of longitudinal data investigating the progression of 

actual eating disorder symptoms in these groups of "at-risk" and "benign" dieters leaves 

several important questions unanswered. First, is it in fact the case that those defined as 

"high-risk" more frequently contract anorexia nervosa and bulimia than those believed to 

be "normal dieters?" Second, what differences can be identified to account for those 

whose future eating disorder status does not conform to the predicted hypothesis? In 

other words, for those possessing the "at-risk" profile, what protective factors can be 

found to explain their success in avoiding a future eating disorder syndrome. 

Correspondingly, can other pathognomic factors, besides those identified in the two- 

component model, be identified which may account for the development of eating 

disorders in those initially classified as "normal dieters?" 

Finally, the presence of the fundamental psychological features believed to 

represent distinguishing characteristics of eating disorder patients (i.e., ineffectiveness and 

perceptual/cognitive disturbances) on the eating disorder factor underlying the data based 

on this non-clinical sample suggests that further research into the role of these variables 

in eating disturbances and disorders is necessary. A longitudinal approach designed to 

determine whether these psychological factors are pre-existing, predisposing factors to the 

development of eating disorder syndromes, or whether they are secondary to the 

prolonged operation of weir t-concern, dieting, and bulimic behaviors is necessary to 

provide a solid test of t h ~  two-component model. 
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Table 1 

Correlations Between Offer Self-Image Questionnaire Subscales and Eating Disorder 
hventorv-2 Subscales 

EDI-2 Subscales 
Drive For Bulimia Body Ineffect. Perfection Interpers. Interocept. Maturity 
Thinness Diss. Distmst Aware Fears 

Impulse .225 
Control 

Emotional .354 
Tone 

Body -492 
Image 

Social .I93 
Relationships 

Morals .lo7 

Sexual .I15 
Attitlrdes 

Family -220 
Relationships 

Mastery of .320 
External World 

Voc/Educ .I49 
Goals 

Psycho- .391 
pathology 

Superior .I65 
Adjustment 



Legend For Tables 2 and 3 

OSIO Subscale Number 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

Subscale Name 

Impulse Control 

Emotional Tone 

Body Image 

Social Relationships 

Morals 

Sexual Attitudes 

Family Relationships 

Mastery of the External World 

Vocational/Educational Goals 

Psychopathology 

Superior Adjustment 



Iabl. 2 
p~~diction of -tino Disorder Inventow-2 'Drive For Thinness' Scores Usino Offer Self-imase Questionnaire Subscale scores 

Adiusted R2 

5 predictors 

.258509 

.248239 

.2479f2 

.247525 

.247520 

.267393 

.247258 

.247238 

-247151 

.247119 

4 predictors 

.243836 

.249656 

.248298 

,248291 

.247482 

.247480' 

.247149 

.247447 

.253832 

.242406 

5 predictors 

.250234 

.244419 

.20974 

.243713 

.2$?591 

,253617 

,243257 

.2C3084 

.242981 

.241176 

i predictors 

.24006C 

.239243 

.2?90?5 

.237821 

.236820 

.236618 

.236596 

-236590 

1 predictor 

.239405 

.I49690 

-122073 

.099255 

-047306 

-044746 

-033486 

.023564 

-018509 

.009640 



-able 3 
hdiccion of Eatin- Disorder Tnventory-2 'Bulimiao Scores Vsina Offer Self-lmaae Questionnaire Subscale Scores 

rdiusced R2 - 1 - - - 8 c 3  4 - 5 - 6 - 7 9 - 10 - 
5 prcdiccoro 

..... ..... ..... ..... ..... -236087 X X X X X 

-230854 X X X 

.230603 X X X 

.230497 X X X 

.230367 X X X 

..... .230182 X X 

..... .229962 X X 

..... .228391 X X 

C predictors 

.233195 X X X 

..... .230839 X X 

.229003 

-227078 

.227027 

.226756 

.2253 i4  

,224845 

.224512 

.224401 

3 prediccors 

,226666 

.226626 

.225515 

,225120 

.223286 

.222893 

.222566 

.222410 

.221977 

.219598 

2 prediccors 

-224817 

.216995 

-205318 

.203513 

.202693 

,202637 

.201959 

.201830 

.201823 

.201822 

1 predictor 

.204767 

.I68962 

.I30465 

.111069 



Table 4 

Results of the Canonical Correlation Analvsis of Offer Self-Imaee Questionnaire and Eating 

Disorder Inventorv-2 Subscales 

Canonical Variate Eigenvalue Canonical Correlation x2 B 



Table 5 

Varimax Rotated Princi~al Com~onents of Self-Ima~e and Eating Disorder Data 

Variable Factor 1 Factor 2 Factor 3 h2 

OSIO Subscales 

Impulse Control 

Emotional Tone 

Body Image 

Social Relationships 

Morals 

Sexual Attitude 

Family Relationships 

Mastery of the External World 

Vocational/Educational Goals 

Psychopathology 

Superior Adjustment 

EDI-2 Subscales 

Drive for Thinness 

Bulimia 

Body Dissatisfaction 

Ineffectiveness 

Perfectionism 

Interoceptive Awareness .532 .438 .234 .516 

Maturity Fears .075 -702 .024 .324 

Interpersonal Distrust .259 .564 .272 .416 

Eigenvalue 7.482 1.988 1.396 

Variance explained 3.693 3.480 3.303 

Cumulative proportion of -394 .498 .572 

total variance 



Appendix A 

Parental Consent Form 

Your child's school has agreed to participate in a study designed to help us learn more about how 
adolescents view themselves, their worlds, and their eating patterns. Your child will be given the 
opportunity to participate in  this study, provided you consent to their participation. Simon Fraser University 
and those conducting this project subscribe to the ethical conduct of research and to the protection at all 
times of the interests, comfort, and safety of participants. This form and the information it contains are 
given to you for your child's protection and for your full understanding of the procedures involved. 

Participation in this study involves your child completing a brief information sheet and four 
separate questionnaires which are designed to assess the various thoughts, feelings, and attitudes adolescents 
have about themselves, Beir lives, and their eating patterns. There are no foreseeable risks to those taking 
part in this study, and al l  iniormation collected during the study will remain confidential as your child's 
responses will be completely anonymous. In addition, your child's pat-aicipation is completely voluntary, 
and they will be ii'formed that they can withdraw their participation at any time should they so desire. We 
are confident that your child's experience of participating in this research project will be a positive one! 
The study is scheduled to take place during two regularly-scheduled class times, and will occur in late 
November or early D ~ e ~ i b e r ,  1395. 

To help us ensure parental or guardian feedback, we are asking that you complete the bottom 
portion of this form ONLY IF you DO NOT wish to permit your child's participation in this project. 
Should this be the case, and you do not want your child to participate in the study, please return or have 
your child return the completed bottom section of this form to their school as soon as possible. Your 
assistance is greatly appreciated. Should we fail to receive your completed form, we will conclude that you 
are providing your consent for your child to participate in the study. Once again, your child's participation, 
even once your consent is obtained, is completely voluntary. In order to ensure that this is the case, 
immediately prior to the study your child will be asked to sign a consent form indicating that they 
themselves wish to participate in the study. 

Any questions or concerns about the study may be brought to the chief researcher, Lana Hawkins, 
or to Dr. Christopher Webster, the Chair of Simon Fraser University's Psychology Department, both of 
whom may be reached at 291-3354. You and your child may obtain a copy of the results of this study, 
upon its completion, by contacting Lana Hawkins at the above telephone number. .......................................................................... 
IF YOU DO NOT AGREE TO YOUR CHILD'S PARTICIPATION IN THE 
STUDY, please fill out the following section, along with your signature. 

I. as parent or legal guardian of 
(your child's full name) 

DO NOT CONSENT (do not agree) to their participation in the research study 
to take place at Richmond Secondary School during regularly-scheduled class time 

Your Name 
Address 

Signature 
Date 
Reminder: Those parents who wish to allow their children to participate should not 
complete this form. 



Appendix B 

Informed Consent Form 

Simon Frase~ University and those conducting this project subscribe to the ethical 
conduct of research and to the protection at all times of the interests, comfort, and safety 
of subjects. This form and the information it contains are given to you for your own 
protection and full understanding of the procedures involved. Your signature on this 
form will signify that you have been informed of the procedures and benefits of this 
research project, that you have received an adequate opportunity to consider the 
information in the document, and that you voluntarily agree to participate in the project. 

Having been asked by Lana Hawkins of the Department of Psychology of Simon 
Fraser University to participate in a research project experiment, I have read the 
procedures specified in this document. 

I understand the procedure to be used in this experiment involves completing a 
brief information sheet and four separate questionnaires. I agree to participate by 
completing the information sheet and the questionnaires which are designed to assess the 
thoughts, feelings, and attitudes I have towards eating and towards myself and my life. I 
understand that there are no foreseeable personal risks to me in taking part. There are no 
direct benefits to my participating in the study, other than my knowledge that I am 
helping the researcher learn more about the perceptions young people have about 
themselves, their eating, and their lives. 

I also understand that I may register any complaint I might have about the 
experiment with either Lana Hawkins or with Dr. Christopher Webster, Chair of 
Psychology at Simon Fraser University, both of whom may be reached through the 
Department of Psychology at 291-3354. I may obtain copies of the results of this study, 
upon its completion, by contacting Lana Hawkins at the above telephone number. 

I have been informed that all information collected during the study will remain 
confidential. My name will not be written on any of the research material, therer'ore my 
responses will be completely anonymous. I understand that my participation is voluntary, 
and that I am free to withdraw from the study at any time. 

Name (please print) 

School - 

Signature Witness 

At the end of the study, a copy of the information provided in this consent form, along 
with some additional information about the study, will be provided to you. 



Appendix C 

SUBJECT INFORMATION SHEET 
Date of birth: Age: - Height: feet inches 

month day year Sex: - (M or F) 

Current weight: lbs. Ideally, how much would you like to weigh? lbs 

Race or ethnicity @lease specify): 
Country of your birth: 
Country of your parents' birth: 

Current Family Situation: 
two-parent family 
one-parent family 

step-family 
other 

Mother's highest level of education completed: 
Grade (please circle) 

1 2 3 4 5 6 7 8 9 1 0 1 1 1 2  
Trade or technical school 
Community college 
University 

5 )  Mother's occupation: 

6 )  Father's highest level of education completed: 
Grade (please circle) 

1 2 3 4 5 6 7 8 9 1 0 1 1 1 2  
Trade or technical school 
Community college 
University 

7) Father's occupation: 

8) How often do you typically engage in the following activities for longer than a 20 minute period '2 
(please mark with an "X" for each activity) 

Nearly 
Never or rare1 y 1-3 times a month At least once a week every day 

jogging 
walking 
running 
sit-ups 
stretching 
weight-lifting 

baseball 

biking 

canoeing 

PLEASE TURN OVER ... 


