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ABSTRACT 

Responding to strong indications in the research that anorexia and 

bulimia are reaching epidemic proportions in ~any Westernized nations, 

including the United States, Paul Garfinkel and David Garner have proposed 

a three-part model which implicates individual, familial, and 

sociocultural factors in the development of these multidetermin(!d 

disorders. The present study uses Garfinkel and Garner I s model to 

investigate factors related to the ex.1.stence of an eating disordor in 

women between the ages of 18 and 38. Three groups of subjects were used 

in the study: an eating-disordored group (bulimics and anorexic blllimic:s; 

18 women), a normal control group (26 women), and a second, depressed 

control group (24 women). The hypothesis that eating-disordered women 

were more impaired than normal controls, as measured by indi vidual. 

familial, and socio-cultural factors, was largely supported, with the 

exception of the Bern Sex Role Inventory (soc:io-cultural measure), where 

little difference W:lS found between groups. The hypothunis that dopressod 

women would look heal thier than women wi th an eat.ing disorder but: lIlore 

dysfunctional that the normal controls was not supported; depressed women 

tended to look very much like bulimics and anorexic bulimics on the 

measures used in this study. Furthor exploration of soclo-cultural 

factors by measures other than the Bem Sex Role Inventory, as well as 

further investigation of additional similarities--and differoncos--botweon 

depressed women and eating-disordered women \'lould suggest more specific 

treatment strategies as well as possible prevention techniques for \"omen 

afflicted by or at risk for an eating disorder. 
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CHAPTER 1 

BACKGROUND AND PURPOSE 

Eating Disorders: Frequency and Determination 

Today I wish to suggest that the present epidemic of eating 
disorders must be understood as a profound developmental 
crisis in a generation of women still deeply confused, after 
two decades, about what it means to be a woman in the modern 
world. 

--Kim Chernin (1965, p. 17) 

Like the psychological symptom of hysteria that Freud 
discovered so well in late nineteenth-century Vienna, anorexia 
nervosa is a dramatic expression of the internal compromise 
wrought by Western women in the 1980' s in their attempt to 
negotiate their passions and desires in a time of 
extraordinary confusion. But whereas hysteria was an 
"imagined" physical response to emotional distress caused by 
the imprisoning female role of the Victorian period, what 
occurs in anorexia nervosa is the excruciating spectacle of 
women actually transforming their bodies in their attempts to 
deal with the contradictory requirements of their role in late 
twentieth-century America and England. 

--Susie Orbach (1986, p. 24) 

Our bodies, no less than anything else that is human, are 
constituted by culture. 

--Susan Bordo (1985-86, p. 76) 

Ample evidence now exists in eating-disorders literature that 

anorexia nervosa and bulimia are significant problems for many women in 

our society; further, the research has now determined that the number of 

women with an eating disorder has in fact increased over the last 10 to 20 

years (Bemis, 1978; Crisp, Palmer & Kalucy, 1976; Duddle, 1973; Halmi, 

1982; Jones, Fox, Babigan & Hutton, 1980; Pyle, Halvorson, Neuman & 

Mitchell, 1986; Wi.lli & Grossman, 1982; See Appendix C). Because the 

I 

--I 
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results of the incidence and prevalence studies indicate that increasing 

numbers of women have anorexia and bulimia, the earlier attribution of an 

"apparent" increase to better reporting methods or a "coming out of the 

closet" phenomenon is no longer tenable. Prevalence studies indicate that 

at least 1 in 250 to 1 in 100 female adolescents over the age of 16 are 

anorexic (Crisp et al., 1976), and that the incidence of bulimia ranges up 

to 20'~ among female high school and college students (Halmi, Palk, & 

Schwartz, 1981; Johnson, Lewis, & Hagman, 1984; Pope & Hudson, 198/.; Mintz 

and Betz, 1988; Pyle, Neuman, Halvorson, and Mitchell, 1991; Drewnoliski, 

Hopkins, and Kessler, 1988; and Stein and Brinza, 1989). Hilde Bruch uses 

the word "epidemic" with regard to the increase of anorexia nervosa (1985, 

p. 9), and Johnson, Lewis, Love, Lewis, and Stuckey (1984), as well as 

Mintz and Betz (1988), find bulimic behavior to be conunon among adolescent 

females. Although historically-repeated doculllentation suggests that 

anorexia has been highly represented in the upper social classes (Crisp et 

aI., 1976; Garfinkel & Garner, 1982; Jones et aI., 1980) and among 

adolescents (Halmi, Casper, Eckert, Goldberg, & Davis, 1979; Mintz and 

Betz, 1988), more recent studies indicate that both bulimia and anorexia 

are represented, possibly in growing numbers, among non-whites (Garfinkel 

& Garner, 1982; Jones et al., 1980), lower social classes (Garfinkel & 

Garner, 1982; Kendall, Hall, Hailey, & Babigan, 1973) and in patients over 

20 (Garfinkel & Garner, 1982; Halmi 1974; Johnson, Stuckey, Lewis, & 

Schwartz, 1982; Pyle, Mitchell, & Eckert, 1981). A factor that has 

remained unchanged over time is that 90-95% of the cases of anorexia aro 

found in women (Crisp et 01., 1976; Garfinkel & Garner, 1982; Mitchell & 

Pyle, 1982; Willi & Grossman, 1982) and a large percentage of bulimics 
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are women as well (Halmi et al., 1981; Pyle et al., 1983). 

The current evidence on the large and increasing number of women who 

have succumbed to these two disorders suggests at least two questions 
. 

about this phenomenon: why is this "epidemic" happening now, and ,~hy are 

women overwhelmingly vulnerable to the problem (Schwartz, Thompson & 

Johnson, 1982). According to some of the experts, contemporary society is 

implicated in the answer to these t",o questions. For them, mid-twentieth 

century culture, which incorporated for women both a return to the 

domestic front in the 1950's and the "women's liberation" of the late 

1960's and 1970's, and "'hich continues today, has presented a confusing 

and ambivalent picture of the role of ",omen, and this some\~hat uncertain 

and unpredictable atmosphere has developed at a time ",hen slimness, 

fi tness, and the female androgynous form are at the pinnacle of the 

fashion and exercise industries, as ",ell as at the focus of media 

attention (Bordo, 1985-86; Chernin, 1985; Orbach, 1986; Brumberg, 1988; 

Wolf, 1991; Paludi, 1991). For a certain group of women, who appear to be 

vulnerable to the vicissitudes of opinion because of certain 

characteristics of their individual make-up and specific features of their 

family background, it may be that this combination of role diffusion and 

body prominence is dangerous and even deadly. Some writers have suggested 

that the solution to this dilemma for these women has been anorexia 

nervosa and/or bulimia, hardly a successful answer, but a resolution that 

at least temporarily seems to offer a reconciliation of their internal 

turmoil, family problems, and the pressures and dictates of culture 

(Chernin, 1980). The present study will attempt to add further 

information to the questions "why women?" and "why now?" through an 
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investigation of factors associated with eating disorders. 

Although much theoretical discussion and some evidence exist to 

suggest that certain cultural changes, attitudes, and norms, as just 

discussed, rnay be implicated in eating disorders, other factors are 

important as well. The consensus among researchers and experts in the 

field of eating disorders is that anorexia nervosa and bulimia are complex 

disorders: Bruch (1985), for example, suggests that eating disorders 

"reflect the interaction of biological, psychological, and social factors" 

(p. 8). Garner and Bemis (1985) state that "while some conceptualize 

anorexia nervosa as having a unitary cause, there is growing recognition 

that the disorder is multi-determined, in the sense that it may develop 

from the complex interaction of different predisposing factors within 

different individuals" (p. 108). Similarly, Johnson et al. (1984a) 

suggest that bulimia "is a multi-determined disorder that can serve a 

variety of biologic, psychological and socio-cultural adaptations" (p. 

256). Although biological and physiological mechanisms are involved in 

both anorexia and bulimia, these physical complications appear to be a 

result of the disorder rather than a causal factor (Garfinkel and Garner, 

1983). The present study will investigate factors associated with an 

eating disorder; the study is guided by a model developed by Garfinkel and 

Garner, which contends that characteristics related to anorexia nervosa 

can be grouped under individual, familial, and socio-cultural headings 

(Garfinkel & Garner, 1982). Discussion of these three components, and 

their involvement with anorexia and bulimia, will consist of a review of 

1) some of the theoretical formulations which underlie each of the three 

factors, and 2) the research resultant from the theory. The study itself 
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will then assess women along these three dimensions in order to determine 

the relation between the presence of these factors and the presence of an 

eating disorder. 

Before addressing the literature on factors conUDonly found in 

anorexia and bulimia, however, an explanation of the shift in the way that 

the terms "eating disorders," "anorexia," and "bulimia" have been used in 

the research is necessary. Al though anorexia nervosa and bulimia are nm'l 

separate and equal classifications in DSM III-R, early research did not 

always separate them (Gandour. 1984; Garfinkel & Moldofsky, 1980). Much of 

the initial widespread work with eating disorders was done in the early 

1970's by Bruch (1973), Boskind-Lodahl (1976), and others, and Nas focused 

on those women with a diagnosis of anorexia nervosa. At that time, no 

diagnosis of bulimia existed; we know, however. from more recent studies, 

that an average of 30-50% of those diagnosed as anorexic (restrictors with 

at least a 25% loss of normal body weight) probably had bulimic symptoms 

of bingeing and/or purging as well (Gandour, 1984). 

With the 1980 publication of DSM III, bulimia became a separate 

diagnostic entity, although anyone with a present or past history of 

anorexia was precluded from receiving a diagnosis of bulimia. In DSM 

III-R, the classifications are anorexia nervosa (with 15% below normal 

body weight) and bulimia nervosa (with no restriction as to former 

anorexia). A diagnosis of anorexia nervosa and bulimia can no\'1 be given. 

In the 1980' s, much of the research ~n anorexia and bulimia 

acknowledged the possibility of differences in various kinds of eating 

disorders (etiological, familial, psychological) and typically designated 

whether the individuals involved in the research were restrictor anorexics 
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(low weight, non-binge), bulimic anorexics (low weight, binge), or 

bulimics (normal weight, binge) (Strober, et al., 1982). In fact, several 

studies suggested that the t\iO bulimic groups were more pathological and 

more similar to each other 1n personality characteristics, family 

background, and prognosis than either were to the restricting group of 

anorexics (Garner, Garfinkel, & O'Shaughnessy, 1985; Strober, 1982). 

However, a further complication is that in some cases bulimic anorexics 

were so designated because they binged, and in other cases because they 

vomited. The obvious difficulties produced by the changing nomenclature 

are that the same individuals would be categorized differently and find 

themselves in different experimental groups from one year to the next, 

because of changing psychiatric nosology. 

This review will attempt to clarify the psychiatric nomenclature and 

patient population whenever possible. However, because of these shifts in 

categories, the review of the literature will not be grouped by type of 

eating disorder, and it is understood that in any research on anorexia 

before the early 1980's, at least half the subjects were probably bulimic 

as well. In addition, because of the past history of problems with 

diagnostic nomenclature and symptomatology, and because restricting 

anorexics may present with certain differences, the present research will 

involve women who are bulimic; that is, they may be normal-weight or 

anorexic (low weight) bulimics. These women will be assessed along 

individual, family, and socio-cultural dimensions. 
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Individual Factors 

Theory 

One theory explaining the psychological characteristics of eating 

disorders from an individual perspective is the psychoanalytic, which was 

a prominent explanation of anorexia from 1930 to 1960 (Bruch, 1985). The 

psychoanalytic interpretation suggests that the etiology of anorexia and 

bulimia is similar, and 

stresses that early object relations are generally seen as 
poor, with mother images being weak and distorted. 
Pre-Oedipal rivalries and oral sadistic drives involve 
over-identification with a kind, passive father and hostility 
toward an aggressive, castrating mother. (Gandour, 1984, p. 
22) 

Early difficulties created by these conditions are said to surface again 

in adolescence as the young women experience conflicting emotions when 

entering the world of the adult female, causing them to reject the 

traditional feminine sex role stereotype. For anorexics, the conflict is 

expressed in terms of fears of oral impregnation, und for bulimics from a 

desire for pregnancy (Bruch, 1985). Bruch suggests that although 

psychoanalysis was initially helpful because it formulated the etiology of 

anorexia in psychological terms, the expected sexual and oral impregnation 

fantasies and fears did not occur in real patients, and so the theory 

began to lose much of its usefulness (1985). 

More recently, ego psychology and object relations have enriched the 

psychoanalytic perspecti ve, de-emphasizing psychosexual drives in favor of 

issues around autonomy, separution,and individuation (Goodsitt, 1985). 

Mara Selvini-Palazzoli, Hilde Bruch, and Margaret Mahler have contributed 

many of the basic tenets which underlie much of the current thinking about 

eating disorders, and which is reflected more recently, at least in part, 
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in the work of Sugarman, Quinlan, and Devenis (1981), Alan Goodsitt 

(1985), and Garfinkel and Garner (1982) (Sugarman et al., 1981). The 

theoL"etical underpinnings of much contemporary research on anorexia and 

bulimia emanates from this background, and is centered on the idea that 

women with eating disorders are functioning with strong deficits in 

personal autonomy and identity stenuning from early difficulties with 

ineffective parenting. Typically, the mother is ei ther overinvolved 

(often) or underinvolved with the young child and thus may inaccurately 

respond to the child's early needs for food, nurturance, and separateness 

(Sugarman et al., 1981). Hilde Bruch (1973) states that rather than 

responding to hunger or physical contact cues from the child by feeding or 

holding her, the mother often responds according to her own inner need~ 

and time table. Thus the child grows up mistrusting her own internal 

needs and feelings, because in practice they have been discounted and have 

gone unmet, and instead has begun to rely heavily on the opinions of her 

mother, and later others in her environment. Bruch states further that a 

child whose hunger, cold, and sleep cue~ have been appropriately responded 

to in time and substance can begin to perceptually discriminate among her 

own internal cues and associate them with the correct need-gratifying 

response. She is also able to learn to discriminate sensations arising 

from within from pressures arising from the environment, and can 

differentiate between her own desire to eat and her mother I s desire to 

have her eat. 

The pre-anorexic/bulimic is hypothesized to have a different 

pattern, however. Lacking a sense of what she wants or who she is, 

without a core sense of identity with which to meet the world, this young 
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child is never quite able to negotiate a comfortable separation from the 

early, primary objects, and boundaries between self and other become 

tenuous (Sugarman et a1., 1981). Sugarman et a1. suggest that adolescence 

tends to recreate and heighten the process of separation and 

individuation, and the future anorexic is in an ideal position not to 

handle this transition to adulthood (1981). She has not recognized her 

own emotional needs for years because early on it did not pay for her to 

have them; she has also not responded to the needs of her body for the 

same reason, and has consequently experienced these needs as overwhelming 

when they surfaced. At adolescence she is also faced with a growing body, 

seemingly changing beyond her control. This changing body becomes the 

focus of her life. According to Selvini-Palazzoli, the body is the focus 

because it represents the incorporation of the bad aspects of the mother 

(Selvini-Palazzoli, 1978). According to Bruch (1985), the control of the 

body is the last "desperate effort to ward off panic about being 

completely powerless" (p. 10). 

Goodsitt suggests that the body represents, to the pre-anorexic, the 

"last vestige of their infantile, archaic grandiosity," (1985, p. 58) and 

is symbolic of the early time when the self was really a "body-self," 

based on bodily needs and sensations. When this body changes, during 

puberty, it not only threatens an already precarious sense of control, but 

also implies that she can never go back in time and be "the perfect child 

to perfect parents" (p. 75). Goodsitt further states that these bodily 

changes, while causing her to confront her aNn symbiotic needs, also call 

into question the false self that she has created in response to her 

family environment. As she matures physically, issues of separating from 



~~"====:';'::";'----'- .. 

18 

this system which has dictated her thoughts and desires for so long 

terrify and disturb her as she faces the emptiness and incompleteness of 

her own self. She has "negated" her selfhood, cancel~d her own needs and 

desires in order to be pleasing, acconunodating, and ~ensitive to those 

around her (Goodsitt, 1985, p. 78). Bruch (1973) suggests that a 

"paralyzing sense of ineffectiveness" (p. 251) is a result of these early 

interactions and this feature, together with a distorted body image and an 

inaccurate perception of internal states are the primary iudi vidual 

factors involved in anorexia. 

Research 

The following section will review the literature with regard to 

studies that have investigated individual factors and their relation to 

eating disorders. A conunon element which emerges from all the theoretical 

literature on eating disorders is that the anorexic and bulimic display 

characteristics of a "deficit self," which becomes a fundamental 

determinant of the subsequent eating disorder. III reviewing the 

literature on the individual characteristics or psychogenic factors which 

might be related to an eating disorder, the search will be limited to 

those studies investigating this sense of personal ineffectiveness which 

appears to be so prevalent in these women. Although most clinicians who 

have experience worldng with eating-disordered women would agree that this 

feeling of ineffectiveness is both a striking and cOllunon characteristic of 

these women, the measurement of this dimension has been problematic. The 

translation of this feeling, which is so tangible in a clinical setting, 

to words which can be administered 1n a paper-and-pencil assessment, has 
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yielded conflicting and confusing results. Researchers interested in 

substantiating this "deficit self" theory have focused on the 

psychological constructs of autonomy and self-esteem as important 

ingredients in an "effective" self; reporting a lack of these ingredients, 

therefore, would be an indicator of a deficit self. The review of the 

literature in this section will examine first the studies measuring 

autonomy in eating-disordered women and second, those studies 

investigating self-esteem. The construct of autonomy in eating disorders 

has typically been measured in one of four ways: by using a locus of 

control measure, by focusing on subscales of personality assessments that 

are labeled autonomy, independence, control, etc., by certain perceptual 

tests, and by social desirability and conformance Ineasures, which evaluate 

the dependent pole of autonomy. 

All of the research which has investigated characteristics of women 

with eating disorders is correlational in nature. Consequently, we cannot 

say for certain that the characteristics found to be typical of 

eating-disorder patients are a cause of the disorder, a resul t of the 

disorder, or linked in some way to a third factor which may be a cause of 

both the eating disorder and the personality characteristic. 

Autonomy 

The following section will review the construct of autonomy l.n 

eating disorders, as assessed by these four types of instruments: 1) 

locus of control measures, 2) personality assessment subscales, 3) 

perceptual tests, and 4) social desirability and confornlance scales. 

Rotter's Internal-External Locus of Control Scale (I-E) is a measure 
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that has often been used with eating-disordered patients to assess the 

area of autonomy and personal control. Initially the 23-item test was 

thought to measure a unidimensional construct described by Lefcourt (1966) 

as follows: 

internal control refers to the perception of positive and/or 
negative events as being a consequence of one's own actions 
and thereby under personal control; external control refers to 
the perception of positive and/or negative events as being 
unrelated to one's own behaviors in certain situations and 
therefore beyond personal control (p. 207). 

In a 1973 article, Reid and Ware published results of a factor-analytic 

study of Rotter's I-E scale that indicated the presence of two separate 

factors in the scale, which they expanded to 30 items. The first factor, 

called "fatalism," "concerned the belief that luck, fate, or fortune vs. 

hard work, ability, and personal responsibili ty determine one's outcomes": 

the second factor, labeled "social system control," "measured the extent 

to which people believe they can or cannot effect change wi thin the 

sociopolitical realms of their society" (Reid & Ware, 1973, p. 264). In 

a further analysis of Rotter' 5 I-E scale using multiple regression 

techniques, Reid and Ware have discovered, in a scale expanded to 45 

items, a third factor which deals with self-control over one's impulses, 

desires, and emotions (Reid & Ware, 1974). Most of the research in eating 

disorders has utilized Reid and Ware's modification of Rotter's scale 

which is a 45-i tern forced-choice questionnaire (Hood, Moore, & Garner, 

1982). Seven studies have reported using a locus of control measure in 

eating-disordered patients, and the findings from these studies have 

yielded mixed results. The results reported in all the following studies 

are significant at p.OS or better unless otherwise indicated. 

Garner, Garfinkel, Stancer, and Moldofsky (1976) used a modified 

I 
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version of Rotter's Locus of Control Scale by Reid and Ware on five groups 

of individuals in order to determine personality correlates of body-inluge 

disturbances. The measure was given to 18 subjects with primary anorexia 

(no mention made if there were bulimic anorexics in the group), 16 

subjects with juvenile-onset obesity, a control group of 16 thin normals, 

a second control group of 16 "normal weight-range normuls," and a third 

control group of 16 nonpsychotic psychiatric patients with no history of 

weight problems. They found that the anorexic group did not differ froln 

any of the control groups on the total I-E score, but they scored 

significantly higher than the obese and psychiatric patients on the 

self-control scale. 

A study by Dunn and Ondercin (1981) investigated the personality 

variables of a group of compulsive eaters and a group of non-compulsive 

eaters. The compulsive eaters consisted of 23 female introductory 

psychology students who scored in the upper quartile on the Compulsive 

Eating Scale and the controls were compri:wd of the 2'1 college l'Jomen who 

scored in the lowest quartile (out of 252 females taking the test). No 

information was given about the compulsive Eating Scale except that it has 

been shown "to discriminate between subjects with regard to degrees of 

compulsive eating" (Dunn and Ondercin, 1981). This article was apparently 

written prior to the publication of DSM III, as no mention is made of the 

term "bulimia," although the compulsive eaters appear to meet the criteria 

for this diagnosis. The results indicated that the high-compulsive group 

scored higher on the I-E Scale than the low-compulsive group. 

Hood et al. (1982) designed a study to test the ability of the I-E 

Scale to assess the dimension of ineffectiveness in anorexia nervosa. They 

--I 
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administered the I-E to 31 high-school age anorexics and 23 university-age 

anorexics who had been patients at the Clarke Institute of Psychiatry from 

1976 to 1979. They compared the results of the high-school anorexics with 

norms established through testing a random sample of 1.25 females in grades 

9-12. University norms were obtained from the psychology department at 

York University (N=M.). The results of the study indicated that external 

I-E orientation is not a characteristic found in all anorexics. In this 

study, only the younger group of anorexics differed from controls on the 

I-E, and then only on the social system control and fatalism dimensions. 

However, they scored lower, indicating more internal control than normals, 

and thus in an unexpected direction. Hood et al, suggest that high scores 

on the external dimension. may relate more to the ability of the anorexic 

to control her weight than to her feelings of ineffectiveness. They 

concluded that the I-E Scale is not an "adequate measure of 

ineffectiveness as a primary disturbance in anorexia nervosa" (Hood et 

aI., 1982, p. 12). In addition, Hood et al. found that externality 

increased with age, possibly, they conjectured, because younger subjects 

who have not yet separated from the family have not yet differentiated 

their own control from that of the mother, whereas older subjects who have 

separated have had to assess the quality of their own inner resources. 

Garner, Garfinkel, and O'Shaughnessy (1985) used the three-factor 

I-E Scale by Reid and Ware, along with a number of other measur(~s to 

assess the characteristics of restricting anorexics, bulimic anorexics 

(defined as both 10\'1 weight and bingeing), and normal weight bulimics. 

Each group had 59 subjects with an average age of 22. Results on the I-E 

Scale found significant differences in scores between the restricting 
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anorexics and both groups of bulimics on the self-control dimension, with 

bulimic groups indicating less self control, but not on the fate or social 

systems control scale. Since no control group of normal subjects was 

used, and scores were not reported, no conclusion can be drawn about the 

relevance of the I-E dimension for describing characteristics that are 

unique to women with eating disorders. 

In a study of normal-weight bulimics and normal-weight controls 

designed to describe the nature of psychopathology in bulimia, Weiss and 

Ebert (1983) used a modified version of the Nowicki-Strickland Locus of 

Control Scale, together hli th several other assessments, to determine 

psychological and behavioral characteristics of these two groups. The 

Nowicki-Strickland Locus of Control Scale is described as a 40-item yes-no 

scale that measures generalized expectancies of control. Internal control 

is defined as a belief that reinforcing events are the result of one's own 

activities; external control is defined as a belief that reinforcing 

events are the result of outside forces such as fate or powerful others 

(Weiss and Ebert, 1983, p. 295). The subjects consisted of 15 women who 

met DSM III criteria for bulimia and had nover been anorexic or obese, and 

15 normal-weight controls. The results indicated that bulimics felt 

significantly less Inastery over theIr lives than the controls. 

Williams and Chamove (1990) assessed 31 eating-disordered patients 

(bulimic and anorexic); 30 psychiatric controls (various psychological 

disorders with psychotic, addicted, and organic patients excluded); 30 

dieters, and 93 normal controls using the Reed and Ware Locus of Control 

Scale, the Family Environment Scale, and several other measures. The 

women were between 15 and 35, and did not differ among groups on age, 

I 
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height, weight, marital status, or socio-economic class. As expected, the 

eating-disordered subjects demonstrated more "external" scores than all 

other groups on locus of control, but were significantly higher than the 

control group alone, with psychiatric controls and dieters, respectively, 

falling in between. Although this research lends support to the 

hypothesis that eating-disordered women have a more external locus of 

control than normal controls and dieters, they do not appear significantly 

different in this case from other psychiatric controls. 

In a study comparing bulimic women from three weight groups 

(unde~weight = 20, normal weight = 31, overweight = 22) with restrictor 

anorexics (n = 20), normal controls (n = 31), and obese (n = ')') -- , 

Shisslak, Pazda, and Crago (1990) investigated psychological 

characteristics related to body weight and presence of bulimia. Subjects 

did not differ in age (mean age 21 years) ,height,cducation or family 

income. Ethnicity was not reported. Subjects were given the Internal-

External Locus of Control Scale, the Rosenberg Sclf-Esteem Scale, the 

Semantic Differential Potency Scale (reported to be a measure of self-

eff i cacy) as I"ell as the MMPI. The underl'Jeight bulimic group scored 

significantly lower on assessments of personal effectiveness and displayed 

a more external locus of control. 

To summarize this diverse group of results from the locus of control 

literature with eating disorders is problematic. The resenrch using the 

three-scaled I-E (social system control, fatalism, and self-control) 

reveals 1) a study showing anorexics with more self control than an obese 

group and a mixed psychiatric group but scores on all three dimensions 

similar to normal controls: 2) a study showing bulimics differing from 
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normals (in the predicted direction) on total I-E score; 3) a study of 

anorexics indicating only the younger ones differ from the normals on any 

I-E dimension (and then in an unpredicted direction, i. e. toward more 

internal control); If) a study ,~i th no normal control group but indicating 

that restricting anorexics have more self-control than bulimic anorexics 

and normal-weight bulimics, 5) a study of bulimics and anorexics 

indicating the eating-disordered group had more external locus of control 

compared to normals, but not significantly more compared to dieters and 

other psychiatric controls, and 6) a study indicating bulimics (3 weight 

ranges) have more external locus of control than normals, ,~i th underweight 

bulimics significantly higher than all other gt'oups. A final study using 

a different locus of control measure (largely undefined) indicates that 

bulimics feel less mastery over their lives than normal controls. 

Although some of these results are not surprising (restrictinG anorexics 

report more self control than bulimic and obese "'omen) this may speak more 

to an issue of food or Neight than to one of personal effectiveness. One 

conclusion tllat does seem apparent is that not all eating-disordel'ed 

patients report difficulty ,~ith autonomous functioning as measured by the 

I-E construct, and that bulimics may demonstrate higher external scores 

than anorexics. A second likely conclusion is that the I-E may not 

measure the dimension of personal effectiveness that certain researchers 

thought it would. A primary difficulty in summarizing the I-E research is 

that no two studies use the locus of control measures in the same ,~ay. 

The research questions vary greatly, the control groups differ, and the 

defining criteria for eating-disordered groups differs. Consequently, a 

summary of findings can be little more than a list of the results. 
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Related research, or replication of existing research appears necessary 

before the I-E construct can be established as a meaningful measure of 

autonomy \'lith eating-disordered patients. 
. 

The construct of autonomy in \~omen with eating disorders, ~n 

addition to being measured by an I-E scale, has also been measured by 

using certain subscales in personality assessments. Catell's Personality 

Factor Questionnaire (16PF) has subscales that are labeled "Independence" 

and "Control." The Ed\'lards Personal Preference Schedule (EPPS) and the 

Adjective Checklist (ACL) contain an Autonomy Scale, the 

Hysteroid-Obsessoid Questionnaire (H-O) has an Overdependence Scale, and 

the California Psychological Inventory contains Conformance, Self-Control, 

and Independence Scales, and the MCMI has a Dependency Scale. These 

assessments have been used by researchers who are trying to determine 

personality patterns which are associated with eating disorders, but few 

of the investigators suggest why they are using a particular asses!.ment, 

and ~n many cases the results are not significant or conclusive. 

Smart, Beaumont, and George (1976) found no differences bet\~een a 

group of anorexics and an undefined normal control group on the control 

dimension of the 16PF, but found anorexics to be significantly more 

independent as measured by the Independence Subscale of the 16PF. Pillay 

and Crisp (1977) studied 11 anorexics whose weight had been newly restored 

and compared them wi th a control group of 60 undergraduates; they found no 

differences between the two groups on the EPPS Autonomy Scale or the A-O 

scale of Overdependence. McGloughlin, Karp, and Herzog (1985) compared 25 

anorexics and 25 bulimics with a control group of 25 normal weight 

students and staff volunteers on the Autonomy Scale of the Adjective 
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Checklist, and found no significant differences between groups. Tisdale, 

Pendleton, and Marlee (1990) compared a group of 37 outpatient bulimics 

(non-restrictors) with 32 general psychiatric outpatients and 30 normal 
. 

controls on the Millon Clinical Multiaxial Inventory (MCMI), and found 

bulimics scoring significantly higher than both groups on the Dependency 

Scale, where dependency is defined as passivity, conflict avoidance, 

eagerness to please, being self-sacrificing, possessing a poor self-image, 

and possessing a "Pollyanna" cognitive style. 

In swrunary, these results suggest no difference between eating 

disordered groups and normal controls on scales labeled "autonomy," as 

measured by the Autonomy subscales on the Adjective Checklist and the 

EPPS. These results do not support the position of Bruch and others that 

women with eating disorders are less autonomous--although the unstated 

definition of autonomy, as used by the EPPS, the CPI, and the ACL by be 

differ:-ent from the one used by clinicians in the field of eating 

disor:-ders. 

Resul ts from the research us ing scales labeled "dependent" or 

"independent" suggests conflicting r:-esults \-lith eating-disorder.ed women. 

Pillay and Crisp (1977) found no differences between anorexics and 

controls on the H-O Scale of Overdependence, but Smart, Beaumont, and 

George (1976) found anorexics to be more independent as measured by the 

Independence Scale of the 16PP. Tisdale et al. (1990) did find normal 

weight bulimics scoring significantly higher than normals and psychiatric 

controls on the Dependency Scale of the MCMI. Results in this area appear 

conflicting, but suggest possible differences between anorexics and 

bulimics on measur:-es of dependence. 
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Only one subscale labeled "Control" was used in this personali ty 

research on eating-disordered women, and it did not discriminate between 

anorexics and an undefined normal control group. Again this appears to 

contradict the theoretical or clinical position that anorexics in sOllie way 

feel less control over their own lives, less effective as individuals. 

From the review of the personality assessment research, as it 

relates to women with eating disorders and autonomy, one of t\~O 

conclusions seems appropriate. Since the hypothesis of theorists and 

clinicians is often not supported (except with bulimics and the Dependency 

Scale of the MCMI), either the measures used are not measuring the 

construct or the position that anorexics and bulimics are lacking in 

feelings of autonomy is untenable. Additionally, restricting anorexics, 

bulimic anorexics, and normal weight bulimics may score dj fferently. 

Another major problem is that the construct of autollomy in the clinical 

literature is not well-defined. As a result, its measurement is 

problematic. The use of a different assessment or a different method of 

measuring autonomy might help clarify the issue. 

A third way of measuring the autonomy/control dimension of personal 

effectiveness has been to use the Embedded Figures Test (EFT), a test of 

field dependence, and Witkin and Goodenough in two reviews of the 

literature suggest that ample evidence exists for the construct validity 

of the EFT as an assessment of autonomous functioning (McLaughlin et al., 

1985). McLaughlin et al. state that "There is now a fairly extensive body 

of evidence linking field independence, as measured by the EFT, and 

autonomy in interpersonal relations" (McLaughlin at al., 1985, p. 517), 

al though they do not suggest any behavioral correlates of autonomy in 
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McLaughlin et al. use the EFT in order to 

clarify some of the inconsistent results on autonomy in anorexics when 

this dimension has been measured by an I-E Scale. The results of their 

study of 25 bulimics, 25 anorexics, and 25 normal-weight controls indicate 

that both eating-disordered groups were significantly more 

field-dependent; that is, they were less able to function autonomously, as 

measured by the EFT, than the control group. 

Basseches and Karp (1984) also used the EFT to test field 

dependence in young anorexic and obese women. Sixteen anorexic women (no 

mention of restricting or bulimic), and 16 obese women were compared with 

16 controls on their performance on the EFT. The anorexic and obese group 

did not differ from each other, but both groups scored significantly 

higher than the control group, indicating more field dependence and less 

progress toward autonomy. For McLaughlin et al. and Basseches and Karp, 

the EFT confirms Bruch's hypothesis that anorexics (and here bulimics as 

well) over-comply with external expectation as a result of deficits in 

their sense of self and a lack of trust in their own inner experience 

(McLaughlin et al., 1985). The EFT represents to its users a test free of 

response bias in which a more accurate measure of autonomy can be 

achieved. 

The fourth mode of assessing autonomy has been to uleasure the need 

for approval from others, or the 'desire for social acceptance. This 

personality characteristic is similar to the non-autonomous, dependent, 

over-reliant style that has been investigated so far. The Crowne-Marlowe 

Social Desirability Scale has been used to measure this desire to obtain 

approval by making a socially desirable response, and has been one of the 
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assessments used in two of the studies already reported. Dunn and 

Ondercin (1981) in their study of compulsive eaters found that those 

categorized as high compulsives showed a significantly higher need for 

approval than did the low group. Strober (1980) in his study of 

twenty-two young, nonchronic anorexia patients, found that these 

adolescent patients had a significantly greater need to achieve a socially 

positive impression, as measur.ed by the Crowne-Marlowe, than either the 

depressive patients or the personality disorder putients. He also found 

that they had greater tendencies toward conformance, as measured by the 

CPI, than either of the other groups. The use of other diacnostic groups 

as controls in this case is valuable because we can dr.aw some preliminary 

conclusions about conformity and the need for socinl desirability that 

suggest that these characteristics may be a unique feature of women with 

eating disorders and are relatively unconunon in women wi th other 

psychological problems. 

A review of the literature on eating disorders and the construct of 

autonomy, which is one aspect of the individual or deficit-self dimension 

that many clinicians and theorists believe is central to anorexia and 

bulimia, presents a somewhat confusing picture. Although the social 

desirability scales and the embedded figures assessments appear to be 

consistent across eating-disordered groups in suggesting deficits in 

autonomous functioning, the l'lritten personality assessments and the 

locus-of-control scales present a more mixed picture. The inconsistencies 

across eating-disorder groups in their scores on personality assessment 

measures may reflect, more than anything else, differences in the way 

autonomy, independence, self control, and conformance are defined and used 
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in each particular test. The incongruences in the eating-disorder 

locus-of-control literature may suggest that the construct is not 

well-defined or precisely accurate in describing the deficits encountered . 
in euting-disorder patients. Rather than feeling that fute or large 

social systems govern their lives, or that they have no self control, they 

may perhaps feel that who they are and what they want is definite, in the 

sense that it is a reflection of the opinions and emotions of others. 

Unfortunately, this leaves them with not only a shifting sense of self, 

but also an empty sense of self when times of separation and individuation 

occur. 

Self-Esteem 

The second dimension if individual factors which has been explored 

with regard to eating disorders is self-esteem; these results appear to be 

considerub1y more consistent than the findings from the autonomy measures. 

Pillay and Crisp (1977), in their study of 11 anorexics and 60 normal 

controls mentioned eurlier, found the eating-disordered \Vomen 

significantly more self-effacing, as measured by the Hysteroid-Obsessoid 

Questionnaire, than the group of normal controls. Casper, Offer, and 

Ostrov (1981) studied the self-image of 30 adolescents with acute anorexia 

nervosa (several also had bulimic symptoms) and a group of 200 age-matched 

normal adolescent controls. Utilizing the Offer Self-Image Questionnaire, 

a 130-item questionnaire with 11 subscales, they found that the older 

division of anorexics (16-19 years) scored significantly lower on the body 

and self-image scale than the normal controls. The younger age group did 

not score differently from the controls. Weiss and Ebert (1983) in a 
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study of normal weight bulimics and normal weight controls, also found 

that the bulimic sample scored significantly lower on self-esteem, as 

measured by five subs cales of the Piers-Harris S~lf-Esteem Inventory, than 

the control group. As reported earlier, Shisslak et al. (1990), in a 

study comparing bulimic women from three weight groups, with restrictor 

anorexics, normal controls, and obese women, found underweight and 

overwei~ht bulimics scoring significantly lower on measures of self-esteem 

(measured by the Rosenberg Self-esteem Scale) than all other groups. 

The Eating Disorders Inventory (EDI), a 64-item self-report, 

multi-scale measure, has also been used to assess self-esteem with its 

subscale labeled "Ineffectiveness" (Garner, Olmstead, & Polivy, 1983). In 

the validation of the scale, three samples of anorexics (total N=113), 

approximately half of whom were restricting and half bulimic, and three 

sub-samples of controls (N=577) were used. The anorexics scored 

significantly higher on all subscales, including Ineffectiveness, than the 

controls. Johnson and Flach (1985) and Garner et al. (1985) have also 

used the EDI in two studies with eating-disordered patients. In a study 

of family characteristics of bulimic patients, Johnson and Flach 

administered the EDI along with the Janus-Field Feelings of 

Ineffectiveness Test and several other measures. The results indicated 

that the bulimic patients scored similarly to the norms reported for the 

anorexics, and significantly higher than the controls on all eight 

subscales including ineffectiveness. Garner et al. (1985), in a study 

designed to assess the validity of the distinction between bulimia with 

and without anorexia, used the ED! along with a number of other 

assessments. On the EDI, the scores of all three groups (bulimia with 
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anorexia, N=59, bulimia without anorexia, N=59; restricting anorexia, 

N=59) were elevated on all subscales, including Ineffectiveness. All 

three groups had elevated scores on the ,Janis-Field Feelings of 

Ineffectiveness scale as well. 

Mintz and Betz (1988) explored the prevalence and correlates of 

various kinds of eating-disordered behaviors among 643 non-anorexic, non-

obese female college students. The students were divided into six groups 

(normals, chronic dieters, bulimics, bingers, purgers, and sub-threshold 

bulimics) using the Weight-Management Eating, and Exercise Questionnaire. 

Other measures included the Body Parts Satisfaction Scale (BPSS), the 

Rosenberg Self-Esteem Scale, tho Beliefs About Attractiveness Scale, and 

a supplemental body-image questionnaire. Sixty-one percent were 

classified as having some intermediate form of disordered eating (which 

does not count the 3% who were bulimic and the 8 anorexic and 31 obese 

were not included in the study). In addition, greater eating disturbance 

was 

strongly correlated with lowered self-esteem, more negative 
body image, greater tendency to endol:'se socio-cultural beliefs 
regarding the desirabiE ty of female thinness, obsessive 
thoughts concerning \'leight and appeal:'ance, and interference of 
weight and appearance concerns with other life domains. (p. 
163) 

Although the hypothesis that lowered self-esteem is positively linked to 

greater eating disturbances, perhaps the more important finding here is 

that some form of disordered eating is the rule, rather than the 

exception, on college campuses--even though full-fledged eating disorders 

may be less prevalent. 

In a final study examining self-esteem, Engel, Fuchs, Meier, and 

Deneke (1988) investigated disturbances and/or self-regulatory processes 
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of self-esteem in 30 anorexics (DSM III criteria) and 64 women controls 

who were medical students. The 63-item assessment measured the endangered 

self, classical narcissistic self, the ideal s~lf, and the hypochondriac 

self. Significant differences were found between the two groups in the 

endangered self and hypochondriacal self categories. Aspects of the 

endangered self that are relevant in this review are a sense of 

helplessness and insignificance reported by the anorexics and not by the 

controls. In spite of muny methodological problems in the study, 

including a non-random control group which mayor may not be free of 

eating disorders and about which we know little, the effort to develop a 

more extensive measure of "self," cmd link it to various eating-disorder 

symptoms, as well as theoretical formulations on tho eating disorder, 

appears a fruitful direction for current eating-disorders research to 

pursue. 

In summary, the results of the self-esteem assessment of both 

anorexics and bulimics suggest overwhelmingly that feelings of 

worthlessness and ineffectiveness are a cOllunon concern among these women. 

The only exception to this finding is that young anorexics appear not to 

be different from controls, again, possibly because they have not 

separated yet and are relying on a familial or joint sense of 

effectiveness. 

In concluding a review of the literature on individual factors in 

anorexia and bulimia, the research suggests that at least some evidence 

exists to support the theoretical and clinical position that women with 

eating disorders suffer from an ineffective sense of self, or in other 

words, are operating with a deficit self. 'rhe support comes largely from 
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studies which interpret this deficit self as low self esteem, and assess 

this characteristic with appropriate measures. A more limited amount of 

support comes from the research defining "deficit self" as relating to 

autonomy / lack of dependency. Al though certain measures of autonomy, such 

as the EFT, and dependency, such as the MCMI Scale, and some 

social-desirability scales, indicate that women wi th eating disorders are 

less autonomous or more dependent than normal controls, other measures, 

such as locus-of-control scales and certain other sub-scales of 

personality assessments, have not substantiated this conclusion. More 

careful definition of the term "deficit self," and more accurate measures 

to assess this characteristic, are necessary in order to clarify these 

discrepancies. 

Familial Factors 

Theory 

The contribution of the falnily to the presence of anorexia nervosa 

has been recognized at least as early as 1873 in the writings of Lasegue: 

the relatives and friends begin to regard the case as 
desperate. It must not cause surprise to find me thus always 
placing in parallel the morbid condition of the hysterical 
subject and the preoccupations of those \-lho surround her. 
These two circumstances are intimately connected and we should 
acquire an erroneous idea of the disease by confining 
ourselves to an examination of the patient. . the moral 
medium amidst which the patient lives exercises an influence 
which it would be equally regrettable to overlook or 
misunderstand. (Garfinkel & Garner, 1982, p. 164) 

However, since the early management of anorexia nervosa \~as handled 

by physicians, little effort was madl.! to act 011 observations such as 

these: the disease was first treated through exploring the organic 

I 
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responses, with psychological and familial issues largely ignored 

(Minuchin, Rosman, and Baker, 1978, p. 12). The situation soon changed, 

however, as the ideas of Freud and others contributed to a shift in focus 

in those ''1ho were involved in psychosomatic medi cine (Minuchill et al., p. 

13). A departure from somatic concerns to an incroased curiosity with 

psychological components of certain diseases paved the ''lay for a 

psychoanalytic interpretation of anorexia, ''1hich ''las then folloNod by 

theories involving pre-Oedipal issues, object relations, and ego 

psychology, as mentioned earlier. 

The approach continued to represent a linear, individualistic view 

of the disease, however. Selvini-Palazzoli (in her early writings), 

Bruch, and others continued to emphasize the life history of the patient 

in question (Sours, 1980, p. 214) and saw the locus of pathology and 

treatment to be in the individual (Minuchin et al., p. 83). In the early 

1970' s, however, Selv ini -Palazzoli shifted from her concern \'Ii th the 

individual and the mother-daughter relationship to an emphasis on looking 

at the interactions of the entire family system (Garfinkel and Garner, 

1982, p. 181). This system \'las seen as dysfunctional, frequently lacking 

in conflict resolution, unable to sustain parental leadership, and 

promoting covert coaE tions bet''1een family members (Garfinkel & Garner, p. 

182). 

Minuchin et al. (1978) also propose a family systems approach in 

attempting to elucidate the etiology of anorexia nervosa and other 

psychosomatic diseases in children. Their investigation of psychosomatic 

families began in the late 1960's and early 1970's \'lith diabetic children 

who experienced frequent hospitalizations for acidosis, a condition \'Ihich 
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typically does not re-occur once a child is on insulin. Their research on 

these children and their families allowed them to gather evidence that 

psychosomatic diabetic children have a metabolic response to family 

conflict which can ultimately lead to a state of life-threatelling diabetic 

acidosis (Minuchin et al., 1978), and they were able to measure this 

conflict with behavioral observations as well as measures of metabolic 

change. 

While beginning to work with the families of these children, 

Minuchin et al. also began receiving referrals for certain families of 

asthmatics and anorexics. As Minuchin and his staff worked with these 

psychosomatic families, they begun to see certain tr3nsactional patterns 

which were conunon to all of them, regardless of differences in the 

presenting illness of the child. In all, five major characteristics I'lere 

observed in these families: enmeshment, overprotecti veness, rigidi ty, 

lack of conflict-resolution, and participation of the child in parental 

conflict (Minuchin et al., 1978). 

Minuchin et al. see these patterns as central to the difficulties 

in the family and instrumental in maintaining the problems, such as 

anorexia, in the child. Family enmeshment, in Minuchin I s terms, refers to 

interactions in the family system which are extremely close and intense. 

Boundaries between individuals tend to be unclear and weak, and individual 

identity becomes submerged and remains secondary to the operations of the 

family system. Overprotectiveness is manifested by the extreme concern 

all family members have for each other. Rigidity is displayed in response 

to change from within the system or outside it: an adolescent with a new 

set of needs and desires is, according to Minuchin, as much a threat to 
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the status quo as a change of job or location. Conflict avoidance occurs 

because these families are unable to confront disagreements directly, and 

tend to ignore or diffuse differences. When the child becomes involved in 

the parental conflict, Minuchin et ale observed three patterns of 

interaction: triangulation, where the child cannot express an opinion 

wi thout siding with one parent and opposing the other; parellt-child 

coalition, where the child and one parent form a consistent coalition over 

time; and detouring, where the sick child is designated as the only family 

problem. 

More recently, Humphrey and Stern (1988) have outlined a theoretical 

position which sees the family as central to the development of bulimia 

but combines a family systems approach l-lith object relations theory. They 

suggest that an individual's unmet needs for "nurturance, soothing, 

dependency, empathic mirroring, and tolerance of aggression and autonomy" 

(Humphrey and Stern, 1988, p. 348) are pastied down from one generation to 

the next. Running contrary to these iudi v idual needs are the needs of the 

family as a whole, \~hich may require sacrifice of the individual for the 

good or stability of the system. The effect of this sacrifice of self 

needs often leaves the bulimic feeling inadequate, false, and in need of 

others to complete the self, and family members, in general, as feeling 

"emotionally hungry" or deprived, because the self has not developed. 

Pamily members are unable to feel secure in an identity outside the 

family's: "without the system there is no self" (Humphrey and Stern, 1988, 

p. 344). Pood, then, comes to represent or substitute for deficiencies in 

nurturing and empathy: a binge represents a loss of control and favors 

primary needs and impulses, and a purge suggests the discarding of greedy 
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self-indulgence, as well as the anxious and hostile feelings that infuse 

family relationships. The linking here of intrapsychic functioning with 

the nature of interpersonal relationships ,'tIithin the family suggests a 

pO''tIerful merger of two already viable perspectives on the development of 

eating disorders, and an additional area for further research. 

Minuchin et al., along with Selvini-Palazzoli and Humphrey and 

Stern, present a convincing theoretical/clinical position which suggests 

that the roots of anorexia nervosa lie in a disordered family system. 

Much of the data-based evidence presented by Minuchin, hO\'tIever, is 

focused on only a few studies with diabetic children, and although the 

physiological studies appear strong in support of the connection between 

diabetic acidosis and family stress, similar investigations with anorexic 

families need to be done before similar claims can be made for 

eating-disordered families. The involvement of family turmoil in anorexia 

and bulimia is widely agreed on by clinicians and theoreticians; however, 

that one can look to family turmoil as the only--or even the 

primary--cause of the problem, as some family-systems theorists would 

claim, is open to much further investigation (Sours, 1980). Central to 

any discussion of family difficulty and eating disorders ~s the 

determination of whether family turmoil caused the eating disorder or 

whether the eating disorder caused family problems. Unfortunately, the 

research in the area is also not able, as yet, to resolve this dilemna. 

Research 

For family-systems theorists, the etiology of anorexia is at least 

partially embodied in the current interactions of the family, and 
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consequently individual psychodynamics and family history arc less 

necessary aspects of the conceptual formulation or treatment of the 

disease (Sours, 1980). Although not all of' the research done on the 

families of women with eating disorders is systems oriented, many of the 

studies manifest 

interactions. 

a systems orientation in evaluating familial 

The following studies on eating disorders and family interaction 

will be divided into six categories in an effort to manage the .large 

amount of data: 1) early attempts, 2) early studies, 3) larger 

investigations, 4) full-blown studies with additional questions, 5) 

studies utilizing the structural analysis of social behavior, [.Ind 6) 

research that considers the role of depression. 

Early attempts at looking into families with an eating-disordered 

child did not use standardized assessments, and thus lacked the 

reliability and objectivity of later research. Morgan and Russell (1975) 

and Kallucy, Crisp, and Harding (1977) extracted information from medical 

records, and intervieloJs and therapy sessions, respectively, from loJhich 

they based their conclusions. Although Morgan and Russell concluded that 

a disturbed parent-child relationship was predictable of an unfavorable 

outcome in anorexia, and the Kallucy et al. study determined that 

significant pathology, illness, and alcohol problems existed 1n the 

families of anorexics, in neither case was a control group used nor was 

the method of data-extraction explained. Both studies neglected to report 

how various categories of data collection were decided, who extracted the 

data, or whether the interviewers or clinicians were blind to the nature 

of the study. 
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Studies by Michael Strober (1981, 1982) and Garner et al. (1985) 

also investigated family problems with eating-disordered patients. 

However, the focus of this research was on determining whether bulimics, 

anorexics, and bulimic anorexics have specific characteristics which 

differentiate each group from the other. No non-eating-disorder control 

groups were used in this research. As a result of this specific focus, the 

findings in these studies are of minimal importance to the present 

investigation. 

After initial attempts to look at families of eating-disordered 

,~omen left much unclear, research became more systematic. Thompson and 

Schwartz (1982) investigated the life adjustment of women 1'J.ith anorexia 

nervosa and anorexia-like behavior. The subjects included a recruited 

anorexia nervosa group (wi th some bul imi c anorexi cs , N=26); a normal 

weight "anorexia-like" group (scoring 25 or higher on the Eating Attitudes 

Test, N=25) and a probleul-free normal group (N=25). Both control groups 

were recruited from a midwestern liberal arts college. Groups did not 

differ on any important demographic variables. Several assessments were 

administered and a psychiatric interview was given. The anorexic group 

reported that there was significantly more turmoil in their families than 

the other two groups. Although the results here are not comprehensive, as 

few family-oriented questions were asked, the limited results arc in the 

predicted direction. 

Garfinkel et a1. (1983) compared families of anorexics 

(approximately half restricting and half bulimic) with families of normal 

controls. The 23 anorexic subjects were inpatients from Canada, and 

another 19 anorexics from Ireland were added for the family interaction 
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aspect of the study. Tests administered for the overall investigation 

{ncluded the Family Assessment Measure, as \'1e1l as u number of other 

assessments. A normal control group of 24 (r2 from each country) were 

also evaluated. Garfinkel et al. report that 

Mothers and daughters in the anorexic group were similar 
in rating increased difficulties in Task AccompliGhment, Role 
Performance, Communication and Affective Expression in their 
families in comparison with controls. The elevated scores on 
these four subscales were remarkably consistent in mothers and 
daughters in both countries and the levels approach the value 
of 60 which Skinner et al. (1983) have previously found to be 
indicative of family difficulties. Fathers in both countries, 
however, did not report any familial problems, suggesting 
marked differences in the perception of difficulties or their 
willingness to be reported by different family members. 
Mothers and children in the anorexic group also scored lower 
on the Social Desirability Scale, possibly again indicating a 
greater expectation that difficulties should be revealed in a 
clinical popUlation (1983, p. 826). 

The authors caution that small sample size und younger age of the 

controls may be a problem, and thus the results should be considered as 

pilot data. In addition, the two-country combination groups may add 

other complicating factors to the data. 

In a study by McKeon and ShisBluk (1981f) norlllal I'leight bulimics 

(N=24), bulimic anorexics (N=13), restrictor anorexics (N=5) and normal 

controls (N=41) were compared on the SCL 90, the Family Environment Scale 

(FES), the Family Dynamics Survey, and a weight and eating history. In 

analyzing the data from the FES, McKeon and Shisslak found that the 

families of both normal-weight and bulimic anorexics were less cohesive, 

expressi ve, independent but more conflicted than controls. The two 

bulimic groups also viewed their families as giving less emotional support 

and having a greater noed for counseling than families of control 

subjects. Bulimic anorexics saw their families as having significantly 
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less closeness, and significantly poorer communication, than normal-weight 

bulimics and controls, although normal-weight bulimics also felt 

significantly poorer communication occul:'red' in their families than 

controls. McKeon and Shisslak caution that the large number of analyses 

undertaken in this small sample may decl:'ease the significance of the 

results, but indicate nevertheless that the findings are still robust 

enough to contribute to the family literature on eating disorders. 

Sights and Richards (1984), using a small sample, investigated the 

characteristics of parents of six bulimic and six nonbulimic women. In an 

audiotaped interview, mothers and fathers, independently and jointly, were 

asked about relationships within the family. Two judges used the Parental 

Characteristics Rating Scales to rate the interviews. Basud on the data, 

bulimic mothers were seen as having highel:' expectations for their 

daughters, and were judged to be more domineering than the mothers of 

controls. Fathers of bulimic women were seen as distant during 

adolescence after having been closer during the carly childhood yoars; 

this transition in closeness was not I:'epol:'ted by the contt'ol gl:'oup. 

Parents of bulimics were also judged to be more demanding, and were seen 

to compare siblings more openly than controls. The judges also found a 

higher level of stress between parents and daughters in the bulimic group. 

Although this study is significant in that it stl:'ives to obsel:'ve behavior, 

rathel:' them relying exclusively on paper and pencil tests, the small 

sample size, and problems with low I:'eliabili ty and internal consistency of 

the scales would suggest that the reader view the results as preliminary. 

As in many of the other family studies, no psychiatric control group was 

used, so we are uncertain that these results are specific to an 
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eating-disordered population. 

Studies since 1985 l'lhich look at families and eating disorders 

typically offer a sufficiently large sample; a normal control group, 

tlppropriate statistical techniques, and/or well-known assessments. The 

remaining studies will be divided into a group that expands on the studies 

already reviewed, a group utilizing the structural analysis of social 

behavior (SASS), primarily Humphrey's group, and finally two studies 

looking at the addition of depresr.ion to an eating disorder. Also, most 

of the later studies add a further component, \'1hich may be u dieting 

group, screening for prior anorexia, looking at marital aspects or family 

triads, or using more sophisticated behavior techniques in the assessment. 

As mentioned earlier, Johnson and Flach (1985) studied the fam.i.lies 

of 105 bulimic patients and 86 normal control subjects using the Eating 

Disorders Inventory (EDI), the Diagnostic Survey for Eating Disorders, a 

self-report questionnaire on symptomatic eating behavior, and the PES. 

Subjects were similar on all major demographic variables, and were 18-20 

years of age. Single women were highly represented in both samples, with 

a higher percentage of bulimic women Ii ving at home. Bulimic: women scored 

significantly lower on the cohesiveness scale than the normal controls, 

and also reported thut their families did not encourage independence as 

much as the controls'. The bulimics also reported significant conflict 

within the family, but expression of feelings was discouraged. Johnson 

and Flach characterize the families as enmeshed but disengaged. One 

problem with a study such as this is that in asking only the 

eating-disordered subject about her perceptions of her family, her own 

perceptual biases may skew the results. 



In a stepwise regression analysis done to determine which variables 

might be associated with severity of illness, Johnson and Flach found 

that five subscales accounted for 73% of the' variance. They were, in 

descending order of importclnc:e, the bul imia fmb!lc:ale (EDI), organization 

subscale (FES), achievement orientation (FES), drive for thinness (EDI), 

and body dissati!lfaction (EDI). Although several factors emerged 

distinguishing bulimic families from control families, family problems 

with affect, conununication, or conflict were not predictive of severity of 

the illness. Factors which might be described as individual rather than 

familial appear to dominate here. However, the study as a whole does lend 

some support for the hypothesis that a relationship exists between family 

turmoil and eating disorders. 

In a study of 16 bulimic anorexic (patients in the University of 

Wisconsin Eating Disorders Program) and 24 nondistressed family triads 

(mother, father, and teenage daughter recruited through psychology courses 

and the public schools), Humphrey (1986) confirmod earlier research and 

clinical findings on the families of bulimic anorexics. The FES and the 

Family Adaptability and Cohesion Scale (FACES) were administered to the 

two groups (average age 18, in both groups). All three family members 

concurred that bulimic anorexic families were significantly more isolating 

and non-disclosing (on both measures), detached (FACES), less involved nnd 

supportive (both measures), and had poorer boundaries (FACES) than the 

control fnmilies. The bulimic anorexic daughters also saw their hOllle life 

as significantly less organized, more chaotic, and more conflicted than 

controls. Humphrey reports that the results of a study such as this 

suggest that highly conflicted families that incorporate little support or 
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involvement and are too isolated may have a higher risl< of producing a 

bulimic anorexic daughter. 

A study by Williams and Chamove (1990), rciported earlier, found that 

eating-disordered patients (bulimic and anorexic) differed all the 

Independence subscale of the PES from dieters and normal controls, but not 

from psychiatric controls. The eating-disordered group did not differ 

from other groups on the Family Control subscale. 

A third study of faroily characteristics by Ordman and Kirschenbaum 

(1986) studied 25 bulimic and 26 non-bulimic normal controls on several 

assessments including the Family Adaptability and Cohesion Scale, and the 

FES. Results on the FES indicated that bulimics in this study saw their 

families as significantly less cohesive and expressive but with more 

conflict than the control group. The findings from FACES revealed that 

the bulimics scored significantly lower on the Cohesion and Social 

Desirability Scales. 

Most of the studies of the late 1980's and early 1990's add another 

component or question to the research. In the first of these, which looks 

at dieters as well as eating-disordered women, McNamara and Loveman (1990) 

investigated 31 bulimics (the study does ~ot clarify whether or not some 

of them might have been restricting), 6] repeat dieters, Dnd 59 dieters 

using the Family Assessment Device (FAD), which measures problem-solving, 

cOlTununication, roles, affective responsi veness, affective invol velilent, and 

behavioral control. The sample was dL'awn from 600 women in an 

introductory psychology course; no information was available on race, SES, 

history of psychiatric problems, or current treatment, so we do not know 

how many in the bulimic group had received a clinical diagnosis of bulimia 
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(as opposed to responding to questions from DSM III-R criteria for 

bulimia) or were in treatment. The results are in the predicted direction 

for the bulimics, who saN their families as having significantly higher 

a'ffecti ve involvement (more intrusiveness), less affecti ve rl~spollSi veness 

(not responsive to daughter's needs), poorer problem solving skills, 

poorer family communication, and poorer behavioral control than both 

repeat dieters and controls. The hypothesis that the at-risk repeat 

dieter group Nould show more dysfunction than controls but less than 

bulimics Nas not supported. Although certain group characteristics appear 

not to have been investigated, as mentioned earlier, these results are 

consistent with prior research. 

Shiss1ak,'McKeon, and Crago (1990) investigated whether differences 

were present betNeen anorexic bulimics and normal weight bulimics with no 

history of anorexia, compared to normal controls, in family functioning. 

This research was attempted because much of the previous research had 

failed to differentiate between the two types of bulimia. TI~enty-four 

normal l'leight bulimics, 13 bulimic anorexics, and 41 Ilormal l'll!ight 

controls were given the Family Environment Scale (FES) and the Family 

Dynamics Survey (FDS). All the groups Nere similar in age, and the two 

bulimic groups Nere similar in terms of age of onset, duration of 

symptoms, frequency of bingeing and vomiting, and differed only in l'leight. 

The findings confirm that bulimics, both with and without a prior history 

of anorexia, perceived their families on the FES as less cohesive and 

expressive, more conflictual and lower in active-recreational orientation 

than controls. Similarly, they saw their families as manifesting poorer 

conununication, were in greater need of counseling, and were less 
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emotionally supportive as measured by the FDS, than controls. The only 

difference between bulimics and bulimic anorexics was that the latter 

percei ved their families as being less close' than ei ther bulimics or 

controls. Although the present study found significant support for the 

increased dysfunction of bulimic families compared to normal controls, 

they did not discover substantial support for the hypothesis that families 

of normal weight bulilnics are different from those of anorexic bulimics. 

A study by Dolan, Lieberman, Evans, and Lacey (1990) sought to 

investigate differences between parents I backgrounds as I~ell as family 

atmosphere of a group of 50 bulimic women (no informatioll on prior history 

of anorexia, although apparently all were normal weight at the time oE the 

testing) compared with a group of L.O controls. Normal subjects wero 

recruited from physicians in the same catclunent area as the eating-

disorder clinic providing the bulimic patients. None of the controls had 

a current or previous history of an eating disorder, or psychiatric 

treatment within the year. Both groups were similar in age, height, 

weight, social class, family size, sibship size and gender ratio, and 

divorce rate. Parents of bulimics were significantly older when their 

daughters were born, and there was a significantly greater difference 

between the ethnic origin of the parents of the bulimic group compared to 

the controls. Measures given included 1) the Perception of Parents 

Questionnaire (POP), 2) a 62-itcm questionnaire measuring 6 family factors 

and 3 personal factors, as well as 3) a demographics and family 

composition form. On the POP scale, tho bulimics indicated less affection 

and attention shown toward them by their parents than normal controls. 

The bulimics also reported about their parents that they had more marital 

I 

--j 



49 

disharmony, more repressive attitudes toward sex, more loneliness, and 

lower self regard than the comparison group. The authors theorized on the 

relation between communicating nurturance and food, and hO\~ dysfunctional 

patterns in families may predispose women to problematic eating behavior, 

particularly in their teens, as they negotiate the conflict between food

as-comforter and low body weight as culturally desirable. 

Stern et al. (1989) used the PES (both patient and a parent 

responding) to investigate family functioning of 20 restricting anorexics, 

13 bulimic anorexics, 24 normal weight bulimics, and 57 age- and 

ethnicity-matched controls (although bulimics were some,,,,hat older). 

Eating-disordered patients met DSM III criteria for bulimia, and anorexics 

met similar criteria for anorexia. Controls scored below 20 on the Eating 

Attitudes Test (EAT), although no other restrictions on prior or present 

treatment for, or diagnosis of, another psychiatric disorder were 

mentioned. In most cases the parent filling out the FES was the mother, 

although the father was the participant in 2 cases. The findings are in 

the predicted direction compared to controls as the eating-disordered 

families as a whole (average of parent/child scores) see themselves as 

less supportive, less expressive, and more conflictual than control 

families. They ulso found that: parents tend to view the families more 

positively than their children, regardless of diagnosis. In <.Idd! tion, 

they did not find support for bulimics and bulimarexics I being more 

similar than either l.S to anorexics, not' did they find significant 

differences among groups of eating-disordered patients, except all 

achievement orientation, where bulimics scored highet' than anorexics. 

Although other studies indicate fathers and mothers may see marital and 
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family relations differently (Humphrey, 1988), the presence of only 2 

father responders in this study is probably not significant. 

Williams and Chamove (1990), in a study ~eported earlier, used the 

FES with 31 eating-disordered patients (bulimic and anorexic); 30 

psychiatric controls, 30 dieters, and 93 normal controls. On the PES, the 

eating-disordered group had higher mean scores, as expected, on a "wosure 

of Family Control, but not significantly higher. As predicted, the 

eating-disordered group also scored lower on the subscule Family 

Independence, with the group mean being significantly lower than dieters 

and normal controls, but not the psychiatric controls. 

Kog and Vandereychen (1989) investigated 30 families of eating-

disordered patients (19 restricting anorexics, 6 bulindc anorexics, and 5 

bulimics) and matched them ''lith 30 controls on social class, family size, 

sex, and age of the patient. Three behavioral measures (written, joint 

family tasks) and 3 self-report measures were used; both behavioral and 

self-report measures assessed family cohesion, adaptabiLity, and conflict. 

Data was evaluated by comparing the eating-disordered group ,,,ith controls: 

bulimics (normal weight and anorexic) versus restrictors Vl~rsus controls; 

and anorexics (t'l~strictors and bulimics) versus normal \"t~ight bulimics 

versus controls. Eating-disordered families 8hm"cd fewer disagreements 

and more stability (defined as rigidity) in belluvioral interaction, thus 

supporting the findings of others that conflict avoidance 1S a 

characteristic seen in eating-disordered families. However, this has been 

noted primarily for anorexic families and less for bulimic ones. Bulimic 

families (restricting and normal weight) showed less disagreement than 

controls, and restricting anorexics demonstrated more cohesion than 
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bulimics or normal controls, again upholding prior research. Anorexics 

(restricting and bulimic) scored lower than controls on disagreement and 

higher on cohesion than both bulimic and cont'rols. Age did not appear 

significant in any of the comparisons, although weight did, suggesting 

that there are differences among eating-disordered groups \~ith regard to 

cohesion, adaptability, and conflict. Small sample size, confusing 

presentation of results, and lack of clarity and differentiation between 

behavioral written tasks and self-report task5 along the three major 

dimensions make further conclusions somewhat difficult to draw from this 

study. 

Another group of studie5 with eating-di50rdered women has employed 

the Structural Analysis of Social Behavior (SASB) as the primary 

instrument. Laura Humphrey has done a number of studies \~i th the famil ies 

of eating-disordered \wmen using the SASB. In the SASB, each subject was 

asked to rate her parents and herself in nine relationship::;: mother 

focuses on me (other), mother reacts to me (self), I focus on mother 

(other), I react to mother (self); the same set of four pertainillg to the 

father; and I treat myself (intrapsychic). These ratings consisted of a 

total of 32/. items, including 36 items for all nine combinations of 

different attentional focuses and persons rated. The items were rated 011 

a "0" (not at all, never) to 100 (ah~ays, perfectly) scale according to 

how well they characterized the person being rated. 

A 1986 study by Humphrey attempts to substantiate the disturbed 

nature of eating-disordered families, but from the perspective of a 

psychoanalytic model. The SASB was used to test the analytic hypothesis 

that bulimia results from marked deficiencies in parental nurturance and 
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empathy, and (in part) affective regulation. The subjects (N=80) were 

divided into four equal groups: restricting anorexics, bulimic anorexics 

(with vomiting), normal-weight bulimics, and ~ormal controls. Subjects 

were between 15 and 23 years of age. The results indicated that the two 

bulimic groups perceived less nurturance and empathy than the controls 

did, but only problems with nurturance were characteristic solely of 

bulimics, and were not as severe in restricting anorexics. All three 

eating-disordered groups saw their parents as more blaming, re ject:ing, and 

neglectful toward them than the parents of controls; the eating-disordered 

groups also treated themselves with more hostility and deprivation than 

the non-eating-disordered subjects. Although one can praise an attempt at 

operationalizing a psychoanalytic construct and using the resultant 

instrument in a study such as this, one must be cautious in interpreting 

the results until families containing daughters with different psychi~tric 

diagnoses are also assessed. When this fuller assessment has occurred, 

family characteristics identifiable as specific to an eating-disordered 

family ",ill be more apparent. 

Humphrey's 1988 study using the SASB looked at 7/, family triads ,,,ith 

teenage daughters, "'hich included 16 restricting anorexics, 18 bulimic 

anorexics, 16 bulimics, and 24 controls. None of the eating-disordered 

patients had additional diagnoses, such as affective disorders, 

personali ty disorders, or other impulse control disorders. The normal and 

clinical samples did not differ ~n any pertinent socio-demographic 

variables. Daughters average age in all groups was 18. As predicted, all 

three eating-disordered groups perceived the father-daughter relationship 

as distressed compared to normal controls, but different patterns emerged 
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between groups with the restricting anorexics dyads indicating less 

distress. Mother-daughter results were similar, when compared to 

controls, and suggested that blame, rejection, and guilt characterized 

daughters' attitudes toward mother, and sulkiness, avoidance, and 

withdrawal characterized their behavior. Again, the restricting dyads were 

much more positive. In terms of the mother-father dyads, mothers of 

restricting adolescents manifested the greatest marital distress compared 

to normal controls. 

In a separate but related study of the same subjects, the 74 

families were coded during a 10-minute interaction involving a discussion 

wi th the daughter about her ,·Ii thdrawal from the fami ly. The coding was 

taken from the SASB observational system, which looks at content and 

process, focus on other or self, and affiliation/interdependence. Ratings 

were done by an undergraduate, graduate student, and graduate in 

psychology after 100+ hours of training. Inter-rater reliability ranged 

from .56 to .79. A complex set of results looking at mother to daughter, 

daughter to mother, father to daughter, and daughter to father dyads along 

16 dimensions followed from the analysis. Briefly, the observed data 

supported the subjective experience of the bulimic groups, particularly 

the existence of hostile enmeshment between mothers and daughters with 

mutual blaming, belittling, and sulking behaviors predominating. The 

subjective experience of families of classical anorexics, however, 

measured by the SASB questionnaire, did not parallel the observational 

data. They denied, in the subjective assessment, most deficits observed 

during the coding session (being both too nurturant and too neglectful) 

and presented on paper as being more loving and happy. In general, the 
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SASS methodology was able to differentiate clinical fronl normal families 

and substantiate significant dysfunction in eating-disordered families. 

In addition, information from both self-repori and observation revealed 

added information, especially about anorexics. It \'las also able to 

differentiate among eating-disordered groups suggesting that family 

dynamics may be some\<Jhat similar in the three main eating-disordered 

groups but suggesting a pattern of dysfunction \'lithin groups. 

In the final category of assessing eating-disordered \'lomen and 

family dysfunction, two recent studies have sought to determine the role 

of depression in family perception of dysfunction in bulimic families, one 

using the SASS, the other using the PES. Wonderlich and S\'lift (1990) used 

the SASS and the Millon Dysthymia Scale (using DSM III-R criteria) to 

assess 11 restricting anorexics, 26 bulimics, 11 bulimics anorexics, and 

29 normal controls recruited from an educational psychology course at the 

University of Wisconsin. The control group \<Jas screened fot, prior 

psychiatric history and current eating-disordered behavior. Eatillg-

disorder groups did not differ in duration of disorder or length of 

treatment, and \'lere both inpatients and outpatients. Demographics of uge 

and education (no others listed) \'lere found similar among groups. The 

important finding was that differences between eating-disordered groups 

and controls did not appear \'lhen the level of dept'ossion ,,'as statistically 

controlled. Eating-disordered subjects \'lith high depression scores were 

the ones who differed from controls in their ratings of dysfunction with 

parents. Wonderlich and Swift suggested three interpretatiolls of the 

findings: 1) eating-disordered women experiencing hostile parenting may 

be prone to experience dysphoric moods, 2) depressed mood may distort 
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perceptions of parental relationships, or 3) the MCMI Dysthymia scale may 

measure a more general trait of negative affect or personali ty style than 

of depression per se. The authors also found fewer, clear differences 

among eating-disordered groups thun much past research has indicated. 

The other recent study seeking to determine the role of depression 

in family perception of dysfunction in bulimic families, using the FES was 

done by Blouin, Zuro, and Blouin (1990). Ninety-nine bulimic women 

meeting DSM III criteria for bulimia (categorized as depressed or non

depressed using the Diagnostic Interview Schedule (DIS) or the results of 

the Hopkins Symptom Checklist (SCL-90) ,~ere compared ''lith 37 age- and sex

matched controls (controls were excluded if they indicated lifetime 

history of bulimia, although no other exclusions, such as prior 

hospitalization, depression, or concurrent therapy, were addressed). As 

predicted, the results from the bulimic group as a whole showed that these 

women perceive their families as less cohesive, less encouraging of 

independence, less expressive, more oriented toward achievement and less 

oriented tm'1ard recreational pursuits. However, when the bulimic group 

was divided into depressed and non-depressed bulimics nnd eompared with 

controls, only the depressed bulimic women supported the profile, whereas 

the non-bulimic group could not be differentiated from controls. After 

briefly comparing their results with four studies of the family 

environment of depressed individuals without an eating disorder, Blouin et 

al. conclude that only one characteristic may in fact differentiate the 

families of bulimics: achievement orientation. The research by both 

Blouin et a1. and Wonderlich and Swift suggest the possibility that the 

role of depression may be more significant in relation to the perception 
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of family dysfunction in eating-disordered families than the presence of 

the eating disorder. 

In sunullary, the familial studies which 'compare eating-disordered 

families with normal families consistently find the former group to be 

deficient in several significant categories of family functioning, and to 

be characterized typically by more hostility, less support, more 

rejecting, blaming and neglectful behaviors, and more conflicted 

interactions than controls. Bulimic families appear to be les~ expressive 

but more conflicted than restrictive anorexic families. Restricting 

families report more support, concern, and organization, ami fel'ler 

problems, in paper-and-pencil tasks, although the research suggests that 

this may be a function of the denial which is characteristic of the 

interactions of these families, since under observation they appear both 

too nurturant and too neglectful. 

The following conclusions were also suggested by more recent 

reviews. Repeat dieters' families did not show more problems than normal 

controls'. Mixed support was found fOl" differences batlVeon families of 

bulimics and bulimic anorexic~; IVhen differences did occur, bulimic 

anorexic families appeared somewhat more distressed. Parents of bulimics, 

as seen by their daughters, are described as more different ethnically, as 

well as more disharmonious than controls. Mothers of restricting 

anorexics are the least happily married compared to bulimics and normal 

controls. The presence of depression in an eating-disordered population 

may be the factor related to perception of family dysfunction rather than 

the eating disorder itself. 

Unfortunately, none of the studies conlpare eating-disordered 
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families with the families of other diagnostic groups (except the study by 

Williams and Chamove, which found no differences between eating-disordered 

women and psychiatric controls) and we are consequently uncertain whether 

the descriptions of eating-disordered family functioning are unique to 

anorexic and bulimic families or whether the description may be true of 

many other families containing a daughter with a psychiatric problem. All 

of the studies discuss the additional difficulty of assessing family 

characteristics after a member has been ill with an eating disorder for 

months or years, as it may be questioned whether the family dysfunctioning 

caused the eating disorder, or the anorexia and bulimia produced 

significant dysfunction within the family. 

Cultural Factors 

Overview 

Clinicians and researchers in the field of eating disorders agree 

that socia-cultural factors have played an important role in the current 

increase of anorexia nervosa and bulimia (Boskind-\~hi te & Whi te, 1983; 

Bruch, 1985; Chernin, 1985; Garfinkel & Garner, 1982; Orbach, 1986; 

Schwartz, Thompson & Johnson, 1983; Sours, 1930). Nun~rous statistics 

indicate that the roles of women within that socio-cultural context are in 

fact changing. For example, Barnett reports that while the entering class 

in medicine in 1969-70 was 9.2% female, in 1979-30 that percentage had 

grown to 27.9% (1986). In a May 17, 1938 article in the Los Angeles 

Times, Radcliffe president Matina Horner states that in 1987, for the 

first time, more women were accepted into medical schools than into 

schools of nursing (Bayette, 1988). Many such statistics are furnished by 
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In 1960, 6,645 men 

received M.D. degrees in the United States, compared to 387 women; that 

figure increased steadily, with the last statis~ics, from 1984, indicating 

that 11,359 men and 4,454 women received medical degrees, representing an 

increase of 71% for men compared with 1051% for women. Another such 

statistic reveals that in 1960, only 18.6% of married women with children 

under age 6 were in the work force, and that that number increased 

steadily over the years, with the most recent statistic indicating that 

53.6% of the same population was working in 1986. These are just a few 

examples; the same drnmatic trend can be seen in virtually every 

statistical comparison over the same period. 

For statements nnd statistics like these to have any meaning at 

all, however, some of the complexi ties of our current Western society need 

to be filtered out and discussed in terms of their central in£ltwllce on 

women and their eating patterns. Indeed, a few studies do attempt such 

filtering and unalysis. However, although the socio-cultural component in 

eating disorders is acknowledged by all, systematic studies in the area 

have been linli ted. This has been a result of the difficulty of lIImwuring 

specific aspects of the socio-cultural component and drawing firm 

conclusions about it, in addition to the fact thnt these striking 

statistics are a fairly recent phenomenon. Certain socio-cultural 

attitudes are not difficult to measure; for example, clear documentation 

exists showing our society I s preoccupation with slenderness, as the 

following paragraphs will suggest. We can say l'1ith certainty that this is 

so; what we can say with less certainty is why this is so. Attempts to 

address this issue have been inconclusive. 
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The following discussion, which considers this cultural aspect of 

eating disorders to be central, will proceed from document:i ng this 

"thinner" culture to some of the ramifications--on individuals--of this 

preoccupation with weight. Next will follow an investigation of sOllie of 

the theories suggesting why women are increasingly concerned with their 

bodies in this way, asserting the centrality of the impact of the women's 

movement and changes in women's roles. A final section will present the 

studies that have investigated specific socio-cultural constructs, namely 

sex-roles and gender identity in order to have at least a partial 

understanding of these factors as they relate to eating disorders. Lewis 

and Johnson (1985) sUlIUnarize the dilemma that women are facing in this 

way: 

Role expectations for women have changed substantially over 
the last two decades. Our current adolescent and young adult 
population represents the first gelleration of young women to 
be parented during the early stages of the women's movement. 
It is plausible that what we ore observing in this 
sUbpopulation of undifferentiated bulimic women is a group 
that has been caught up in the cultural cross-fire regarding 
sex-role expectations. Perhaps the rearing of this group of 
women was traditional in that it did not prepare them to deal 
with the complex demands on \'lomen in our contemporary society, 
especially the current demand for self-def ini tion. Indeed, 
due to this discontinuity in socialization, characteristics 
that may once, not long ago, have been an asset are now a 
liability. (Lewis and Johnson, 1985, p. 255) 

Increasing Slenderness Preoccupation in Women 

Evidence exists that the women in our culture are preoccupied with 

slenderness. In 1966, Heunemann, Shapiro, Hampton, and Mitchell 

discovered that 70% of high school girls were not pleased with their 

bodies and desired to weigh less (Garner, Garfinkel, Schwartz, & Thompson, 

1980). In 1978, a Nielsen survey indicated that 56% of all women 21,-54 
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diet, 45% of all U.S. households contain someone on a diet during the 

year, and of the fem~le dieters, 76% diet not for health but for cosmetic 

reasons (Schwartz et al., 1982). In 1980, Ga~ner et al. did a study of 

the height and weight of Playboy centerfolds and Miss America Pageant 

contestants from 1959 to 1979, and found that weight significantly 

decreased over the 20-year period; in addition, thoy found that hips 

significantly decreased, waist increased, and bust decreased, creating a 

more tubular, androgynous form. Significantly, this occurred over a 

period of time when women's bodies were in reality increasing in size, 

according to the actuarial tables of the same period (Garner et £11., 

1980). Garfinkel (1981) reports ~adame Tussaud's Wax Museum as claiming 

that according to the views of its customers T\~iBgy became "the most 

attractive woman in the world" in 1976, as results of annual polls there 

also succumbed to what Chernin calls the "tyranny of slenderness" (1981). 

Garner et al. (1980) surveyed six women's magazines from 1959 to 1978 in 

order to determine the number of diet articles per year. They found the 

number increased significantly over the 20-year period, from an average of 

17.1 for the first decade to 29.6 for the second. Thonwson and Schwartz 

(1982) report that anorexic-like behavior exists in a high percentage of 

normal college women who are not under specific pressure, as from dancing 

or modeling, to be slender, but nevertheless demonstrate a need to be 

thin. Finally, Mintz and Betz (1988) found that 62% of women on one 

college campus to have significantly disordered eating. Pyle et al. 

(1991) report 71% of non-bulimic women fear being fat, and 61% of non

bulimic women feel fat. 

Another piece of evidence for the pervasiveness of disordered 
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eating and obsession with weight, within the socio-cultural context, 

comes from Wooley and Wooley's article "The Beverly Hills Eating Disorder: 

The Mass-Marketing of Anorexia Nervosa." Indeed they suggest that 

disordered eating is sometimes held up as a positive solution to problems. 

Their article in the International Journal of Eating Disorder~ focuses on 

the best-selling book, The Beverly Hills Diet, by Judy Maze!. (1980). 

t<:azel's strategies for weight loss center. exclusively on compensating for 

permitted b.inge~l and !lccomlllodating a total prooccupatioTi \."ith food 

primarily by fasting and eating only fl."uit. This causes diarrhea \."hich, 

according to Mazel, is beneficial as an effective moans of oxpelling fat 

from the body. "Fat" is regarded as the enemy, and 110 price is too high 

to pay for slimness. Wooley and Wooley suggest that Mazel's diet 

liter.ally replaces the problems of potential obesity with trw very 

inunediate problems of anorexia and bulimia. Wooley and Wooley's article 

is dotted with quotations from Mazel's best-seller, a fi rst-pet"son 

account of Mazel'a own dietary habits; almost all of these quotations 

appear to be taken from the diaries of an anorexic and/or a bulimic. Fol." 

example, Wooley and Wooley quote Mazel as saying: 

I am still obsessive and compulsive when it comes to food and 
eating. I still eat a triple ordel." of potato pancakes without 
choking, an entire roast beef without blinking an eye, a 
whole, extra rich cheesecake without D single gusp. • I 
still respond to emotional situations by eating. So can you. 
When I awaken at night I still make a bee-line for the 
refrigerator .•• If I can do it, if I can maintain, so can 
you. (p. 62) 

This book, which au Wooley and Wooley point out ~s tantamount to an 

instruction book for anorexia and bulimia, has sold millions of copies 

since it first appeared in 1980. 
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Individual Ramifications of Slenderness Preoccupation 

We appear to know something about weight in our culture; we know 

women are concerned about it I we know they want to weigh less. We even 

know something about the pressures of thinness and how they may operate in 

eating disorders. Garner and Garfinkel (1978) tested 112 dance students 

(all women) with the Eating Attitudes Test, a 40-item questionnaire which 

assesses the symptoms of anorexia nervosa. They discovered that anorexia 

was significantly over-represented in this group and suggest that 

"individuals who focus increased emphasis on body size are at risk of 

anorexia nervosa" (Garner and Garfinkel, 1978, p. 674). Furthermore, 85% 

of a group of bulimic women studied by Mitchell, Hatsukami, Pyle, and 

Eckert (1986) indicated that they began binge-eating during a period of 

dieting that was typically encouraged by family and friends. Increased 

concern with weight has been directly correlated with the development of 

eating disorders. 

Theory 

Marlene Boskind-Lodahl was one of the earliest clinician/researchers 

working with eating disorders who began seeing this increased concern with 

slimness as having certain cultural dimensions. Her 1976 article was one 

of the first to stress the importance of culture and women's roles in the 

development of anorexia and bulimia. From her clinical work with 138 

"binger-starvers" in the early 1970's, she observed that bulimarexics had 

been socialized to be dependent, acconunodating, and submissive I and in 

fact had over-identified wi th the traditional role of women to the 

exclusion of developing themselves as individuals. She indicates that 

.-1 
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most of the women she saw had been rewarded for physical attractiveness 

and passive "goodness" while more assertive and independent 

characteristics had gone unrecognized or been punished. The rewards for 

these young women came typically through pleasing others, particularly 

young men, and when this part of their lives became less fulfilling than 

expected, they believed that somehow the appearance of their body, i.o. 

their weight, was the reason. The dieting began, followed by fasting, 

then bingeing, and the cycle had started. As an indicator of the cultural 

change that contributed to this cycle, Bosl<ind-Lodahl found that the 

mothers of those young women with eating disorders tended to be 

"frustrated in career aspirations," and generally ineffective and 

powerless except in the area of raising their children, where they were 

"suffocating, dominating, and manipulative" (Bosl<ind-Lodahl, 1976, p. 

348). 

Al though weight is a preoccupation for women, and this 

preoccupation may well lead to eating disorders, Susan Bordo (1885-86) 

suggests that this obsession with weight is parvasi va throughout our 

society, and extends well beyond the more limited population of \~omen with 

eating disorders. She states: 

what we need to ask is why our culture is so obsessed with 
keeping our bodies slim, tight, und young that when 500 people 
were asked in a recent poll, what they foared lIlost in the 
world, 190 replied "getting fat." In an age when our children 
regularly have nightmares of nuclear holocaust, that as adult 
we should give this answer--that we most fear "getting 
fat"--is far more bizarre than the anorexic's lIlisperceptions 
of her body image or the bulimic's compulsive vomiting. (p. 
162) 

Although Bordo acknowledges society I s involvement with \'leight-related 

issues, that involvement by itself is not sufficient to explain the 

I 
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increase 1n eating disorders. She suggests that underlyillg the 

slenderness phenomenon are three fundamental cultural issues: dualism, 

control, and gender/power. In identifying and analyzing these three areas 

Bordo intends to link anorexia with certain historical traditions as wall 

as certain contemporary attitudes. 

Bordo suggests that the basic body imagery of the anorexic has its 

roots in the dualist heritage still prevalent in \~estern society that 

divides human existence into t\W spheres: the body, or flesh, and the 

mind, or spirit. The spiritual traditionally represents the good, the 

pure, the control of the body's disruptive desires, hungers, and needs. 

From Plato through St. Augustine and Descartes, according to Bordo, the 

goal has been to subdue the spontaneities of the body and the desires of 

the flesh precisely because they represent disruption of what has come to 

be identified as "the individual"; Bordo points to the fundamental dualism 

here and concludes that desire is to be seen, then, as something that is 

alien to the individual. For the anorexic, the issue of control 1S seen 

in this dualistic way, as the struggle between mind and body, \.;hich then 

becomes central: "When I fail to exercise as often as I prefer, I become 

guilty that I have let my body 'I"in' another day from my mind," and "My 

soul seemed to grow as my body waned; I felt like one of those early 

Christian Saints who starved themselves in the desert sun. I felt 

invulnerable, clean, hard as the bones etched into my silhouette" (Bordo. 

1985-86, p. 80). 

Bordo thus sees the issue of control to be a central feature of 

today's society, and observes the manifestation of this effort at control 

in the widespread effort to master one's body through excessive running, 
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iron man triathlons, certain kinds of body building--and anorexia. She 

cites runners who state "to run \'Ji th pain is the essence of life" and 

"when I run I am free . the pleasure is cloiing off my body--as if the 

incessant pounding of my legs is so total that the pain ceases to exist." 

She quotes body builders: 

I'm constantly amazed by my muscles. The first thing I do 
\'Jhen I wake up in the morning is look down at "my abs" and 
flex my legs to see if the "cuts" are there ..• My logs have 
always been my most stubborn part and I want them to develop 
so badly. Every day I can see things happening to them ..• 
I don't flaunt my muscles as much as I thought I \'Jould. I 
feel different about them; they are my product and I protect 
them by wearing sweaters to keep them warm. (p. 84) 

Bordo then reports the body-builder as saying: "It's up to you to do the 

chiseling; you become the master sculptress" (p. 84). The body is seen as 

alien or separate and as something one can control, manipulate, and even 

create. This denial of (and investment in) the body, as these citations 

indicate, finally confront the very mortality that "the body" indicates. 

Excessive exercise, denial of bodily sensations, and even the attempt to 

produce the "perfect II body, are all finally efforts to transcend the 

inevitable death of the body. Bordo suggests that rather than confronting 

death through the more traditional means of philosophy or religion, many 

in contemporary culture are choosing to ward off the ageing process 

through the pursuit of youth and the control of the body. 

Bordo's explanation of the gender/power dimension involves two 

levels of investigation: the first is concerned with social limitations 

and the tradi tional role of women, and the second is connected to the 

archetypally "voracious hungers" and needs of the tradi tional female image 

(p. 87). First, then, Bordo sees anorexia as a protest against the limits 

placed on the role of \'lomen, beginning particulnrly after World War II 
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when women were sent home from \'Iar-time jobs and pushed to take up the 

banners of mother, \'Iife, and suburban hostess. These \'Iomen of the 1950's, 

suffering from what Betty Friedan called "the problem \'Iith no name," moved 

into the 1960' s with a gro\'ling sense of malaise, disenchantment, and 

meaninglessness. Bordo suggests the response of eating disorders to this 

confined domesticity was not unlike the response of hysteria to Victorian 

repression. 

The second issue here, that of insatiable female neediness, is a 

characteristic, Bordo says, that "\'Iaxes and wanes" according to historical 

social crises (1985-86, p. 91). During the second half of the nineteenth 

century, \'Ihen the first wave of \'Iomen' s liberation \'Ias occurring, a 

predictable societal reaction occurred simultaneously: 1n this reaction 

limitations of all kinds \'Iere placed on the "needs" of women, from the 

highly dramatic, such as ovary removal for "troublesomeness, eatjnt:; like 

a ploughman, erotic tendencies, persecution mania, and simple cussedness" 

(p. 92) to the more mundane, such as an emphasis on the \'Iearing of the 

corset, which neutralized \'loman, rendering her unfit to \'Iork because she 

could not move. During this same time the idea of \'Ioman as "s\'Ieet, 

gentle, domestic, without personal ambition" was the cultural ideal and an 

image that many \'Iomen of the time tried to achieve (Bordo, 1985-86, p. 

93). Bordo suggests that the anorexic, living in the aftermath of the 

second major feminist movement, also sees herself as too devouring, too 

needy, and "too much there" (p. 91). 

Like Bordo, Susie Orbach locates the cultural aspect of anorexia 

nervosa in the economic and social changes that have taken place during 

the last forty years in Europe and America, but Orbach focmies 
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specifically on the transmission of the traditional feminine ideal as it 

is passed from mother to daughter (1985, 1986). Orbach believes that t\oJO 

primary injunctions are taught to little girls by their mothers from early 

in childhood: first, they are instructed not to express dependency needs, 

and second, they are encouraged not to initiate. Rather than take care of 

their own needs, their wishes are converted to taking care of the needs of 

others. Rather than initiate, they remain passive, deferential, and 

flexible and are rewarded for doing so. As a result, their needs are 

umnet and submerged; they feel "unentitled and Nrong," and consequently 

need the approval of others to assure them that they are all right" 

(Orbach, 1985, p. 84). As food is an early corrununicator betNeen mother 

and child, and the earliest medium through \oJhich needs are expressed and 

fulfilled, the dialogue with food, nurturance, and appetite begins early 

and remains an arena of conflict for many female children (Orbach, 1986, 

p. 52). 

Orbach also sees the major changes in Hestern society since World 

War II as primary in the development of eating disorders. Like Bordo, she 

vieNS the return to home and domesticity after the Nar as being critical 

in developing a sense of dissatisfaction in women (Orbach, 1986, p. 50). 

For the first time since the Depression, food was relatively cheap and 

available to most households. Because of increased technology, the mother 

was able to spend less time in the kitchen. At the same time, however, 

food Nas taking on a neN meaning. Rather than standing as a response to 

hunger, food Nas now becoming "high style." Certain foods were II- II 
lll, 

certain restaurants Nere "out," and certain methods of preparation and 

specific cuisines became fashionable. In a time where women could spend 
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less time in the kitchen, they were encouraged to spend more; in a time of 

plenty, restriction of food begins to be a cultural preoccupation. 

Orbach suggests that the diet/fashioni'cosmetic/beauty industry 

promoted with vigor the dialogue with food and the slenderness phenomenon. 

She believes that women's particular vulnerabilities to the pressure of 

thinness stem from the fact that while Inen are taught that a substantial 

part of their identity comes from being a provider, women's identity is 

connected with being an "attractive person I'li th a body wi th \'lhich she 

negotiates the world" (Orbach, 1986, p. 70). As postulated in the first 

section and supported by Orbach, the woman who develops an eating disorder 

is already at odds with her body because of a tenuous mother/daughtet· 

relationship and a subsequent denial of early physical sensations and 

corporeal needs. This woman then finds herself in a culture where the 

heritage suggests she negotiate her reality with her body, and present 

values demand that body be thin if she is to be successful. This, 

according to Orbach, creates a tremendous ambivalence in women: the body 

issue comes to epitomize both rigid control and, simultaneously, a 

potentially devastating lack of control. Orbach thus sees anorexia as a 

"graphic metaphor for our time," and women's eating problems of all kinds 

"to be both an attempt to conform to and repudiate the current aesthetic 

idealization of women" (Orbach, 1986, p. 191), which is transmitted from 

mother to daughter. 

Kim Chernin (1986) also focuses on contemporary cuI ture as the prime 

catalyst in the current epidemic of eating disorders and, like Orbach, 

sees the mother/daughter dialogue as central within this dilmruna. Rather 

than focusing primarily on the early relationship between mother and 
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daughter, however, Chernin instead emphasizes the contrast between the 

life of the mother and that of the daughter in order to explain the 

development of troubled patterns of eating. 60nsequently, she sees the 

change in the range of life-choices between mother and daughter as 

critical to a problem with food. 

Chernin suggests that the major changes in the availability of new 

roles for women had an impact on their lives that was unforeseen and 

unexpected, and which still remains unexplored. As early as Betty 

Friedan I S analysis of the Feminine Mystique, however, Chernin says that an 

awareness of the issue was present, and quotes the dilemma in Friedan' s 

words: 

What if the terror a girl faces at twenty-one, when she must 
decide who she will be, is simply the terror of grO\~ing 
up--growing up, as women were not permitted to grow before" 
What if the terror a girl faces at twenty- one is the terror 
of freedom to decide her own life, with no one to order which 
path she will take, the freedom and the necessity to takn 
paths women before were not able to take? (Chernin, 1986, p. 
21) 

Chernin believes, then, that in some respect it was easier for 

women to live their lives prior to the liberation of the 1960's. These 

women followed the lives of their mothers, going down "an unal terable 

path, walked by women generation after generation" (Chernin, 1986, p. 80). 

The belief in family, self-sacrifice, and motherhood, the fundamental 

trust that women l'lere conunitting their time and their lives to something 

larger than thell1s(~lves, \'las both an ideal and a comfort that mude lIl<lny of 

their daily difficulties tolerable. In fact, a woman could even manage 

the deprivations with joy, "if she sees the mother's life in terms of 

God-given injunctions or natural law" (Chernin, 1986, p. 80). Suddenly, 

however, many women no longer saw complete fulfillment in motherhood or 
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sacrificing the self to others. So, according to Chernin, we have the 

mothers of bulimics and anorexics facing new choices with training in old 

values. The dilenuna is acutely, graphically, and poignantly remembered by 

a daughter of one of these mothers: 

She watched her mother go back and forth in the grocery store 
between the frozen food section and the fresh vegetables. She 
saw her pick up a package of frozen spinach, smiling with a 
strained expression as she told the daughter, who was still 
only a child, that this time it would be all right, did it 
matter if they had frozen food this one time for dinner'l The 
daughter watched her suddenly turn and rush back over to the 
frozen foods and put the spinach away as if it were a filthy 
object. She followed her over to the vegetable counter, saw 
her mother pick up the fresh spinach and look tired suddenly, 
as sullen, and glance at her watch and put the spinach in the 
basket and then put it back on the counter. She went trooping 
behind her mother to the frozen foods, where again the mother 
picked up the package of frozen spinach and turned, says her 
daughter, with a 'wild and hunted look.' And so it \vent, back 
and forth, both of them trying to laugh at it, trying to 
pretend it was a game, this anguished journey from maternal 
obligation to free choice, through which the older woman was 
expressing her uncertainty and resentment about her role. The 
daughter remembers. How her mother Hnully brought hOllle the 
fresh spinach, which wilted in the refrigerator and was never 
cooked. She remembers knowing about her mother's anger from 
the way food was bought and stored and prepared. (Chernin, 
1986, p. 89) 

From the mothers with old values and free choice, to the daughters of the 

70's and 80's, a shift was made in the exploration of options. Chernin 

sees these daughters of a new era much like ilTUnigrants in a new land, who 

take on the manners and dress of the group they are trying to join. 

Ironically, the group these young women often choose to emulate is not 

that of their ambivalence-prone mothers, but the socially dominant group: 

men. The exploration of these women, taking on dominant male attributes 

rather than recessive female ones, produces far-ranging manifestations. 

The androgynous body, the tailored business suit, and Calvin Klein's men's 

underwear for women all represent the donning of men's attributes in order 
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to join the dominant, formerly impenetrable, group in our society. 

Chernin suggests that as a part of the transition from the traditional 

female role to new dimensions of being female (as yet only beginning to be 

conceived), male ways of being, including body shape and dress as well as 

qualities of "assertion, mastery, and social authority," have been tried 

on for size (Chernin, 1986, p. 188). These daughters are not doing this 

easily, however. These women ar'£! not trying to become men, but to fit ne\~ 

ways of thinking about themselves into the void left by the cultural 

changes of the last twenty-five years. The difficulties involved in 

surpassing the cultural options of one's mother, making choices that she 

did not make, living a life with no model or' guides, invites as a 

corollary feelings of guilt, insecurity, and confusion. 

One of Chernin's most valuable contributions to this field is the 

acuity and depth of her cultural observations. She finds and analyzes 

manifestations of the current cultural dilemma in a \'lide range of daily 

phenomena, from mass-media publications to movies. The female body as a 

negotiating ground for the dilemma of being a woman continues to be a 

source of deep ambivalence. Chernin demonstrates this by showing the 

contrast possible for women in terms of the choices they can make about 

their bodies. Near the end of her book Hunger Strike she tells the story 

of Mariel Hemingway, who trained for a year for her role in Personal Best, 

the story of an Olympic pentathlete. The training, which included 

swinuning, bicycling, and weightlifting, added fourteen pounds of muscle 

and cut her body fat in half. Playboy picked up on this new female form 

as a modern image of interest to its readers and put her in an 

early-1980's issue. This new body was not of long-term interest to Mariel 
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Hemingway, hm'lever. Though it was appropriate to the character she 

portrayed in the film, it did not fit with her image of herself: "I don't 

want to be that big. That was an uncomfortable body for me" (Chernin, 

1986, p. 189). Subsequent to Personal Best, she decided to have her 

breasts surgically enlarged, stating in People magazine (November, 1983) 

that "I decided I didn't want to go through life being looked on as just 

an athletic tomboy." Chernin concludes: 

And thus, on the cover of the issue of Peopll~ magazine, in 
which the story of the enlarged Mariel Hemingway is told are 
pictures of both Hemingway and Karen Carpenter. But how could 
language possibly do justice to all that this single page of 
a popular magazine thrusts before us here? These two images 
of female self-alteration speak in all their silent eloquence 
of the tragic failure of authentic transformation in women's 
lives: Hemingway in her new, seductive d6colletage on the 
same page with the strained, stressed, gaunt, and emuciated 
Karen Carpenter, who also sacrificed her body and died of the 
effort to make it smaller and more slender than nature 
intended it to be. If these two images spenk to us about our 
condi tion as women todDY, they would seem to deli vel' the 
covert warning that we had better do what Mariel Hemingway has 
done if we don't want: to end up DS Karen Carpenter. (1986, 
pp. 190-91) 

The choice to which Chernin points here is one of capitulation or death, 

acceptance of the traditional normatives of female physicality or 

self-canceIIDtion. CleDrly, central to this "choice" is the violence of 

both alternatives: exploration of the male fornl led to Karen Carpenter'G 

death at the hands of anorexia; exploration of the female form led to 

Hemingway's doing the violence of plastic surgery to her body. Chernin 

here finds and analyzes an apt image of the polar choices available to 

women today, an image which is pervasive in the mass media. The 

transformation of the body represented by both these \'1Olllen symbolizes the 

struggle toward an integration of male/female values impossible at present 

to resolve in real life. 



73 

Chernin concludes her book The Hungry Self \~i th the suggestion and 

hope that women will get beyond the clothes and the body of men, and will 

experiment directly wi th new ways of being femaie in this world. Anorexia 

and bulimia, as well as excessive running and weightlifting, only serve to 

distract women from grappling wi th the real issues they confront. Chernin 

suggests that 

we need to move our sexuality beyond the coyness and passivity 
of our traditional role, so that the self-assertion and 
autonomy to which these male clothes invite us may beeome part 
also of the way we give and receive in love and desire. 
Perhaps, unthinkuble as yet, some extraordinary combination of 
qualities is yet possible, some reorganization of what we call 
masculine or regard as female. (1985, p. 193) 

Before ending this section on the analysis of culture, gender, and 

social roles, two additional works will be briefly addressed. Perhaps 

because of the prevalence of eating and food issues throughout 

contemporary cuI ture, perhaps because of the poignancy of women's internal 

conflict, current writers outside of psychology have taken an interest in 

investigating and documenting aspects of eating disorders. Joan Jacobs 

Brumberg, in Fasting Girls: The Emergence of Anorexia Ner-vosa as a Moder-n 

Disease, and Naomi Wolf, in The Beauty Myth: How Images of Beauty are Used 

Against Women, explore the emergence of eating disor-der-s as a reflection 

of societal pressures and attitudes about women's bodies. Although both 

regard the development of eating disor-ders in an individual to be complex 

and multi-determined, they also see the disorders set fundamentally in an 

influential cultural context. 

In Fasting Girls Brumberg, an historian, describes and documents in 

extraordinary detail the history of anorexia nervosa. She begins with the 

medieval asceticism of abstinence and austerity, continues with fasting 
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girls of the 1800' s and the Victorian legacy of female slimness as a 

measure of spirituality and moral correctness, to the first generation of 

diet/fat-conscious women of the 1920' s, and fi'na11y to the modern age of 

weight control beginning in the 1960's. Throughout, she suggests that 

cultural values and attitudes appear to be played out on women's bodies, 

molding and shaping them with fasting, corsets, flattening brassieres, 

girdles, and obsessive exercise. Like others previously Inentioned, she 

suggests that in facing the uncertainty of a transitionlll era when ''lomen' s 

sexuality and gender-roles are somewhat constrained by tradition, yet a 

new future of freedom and increasing options has not been clarified or 

successfully negotiated, women continue to devote large amounts of psychic 

and physical energies to their bodies, and regard these bodies as "the 

best vehicle for making a statement about their identi ty and personal 

dreams" (1988, p. 271). Since she sees different societies over time as 

generating "psychopathologies that are themselves symptomatic of the 

culture" (p. 270), she views the capitalistic societies of the twentieth 

century as generating a variety of "consumption disorders" of which eating 

disorders are only D part. Finally, she hypothesizes that the prevalence 

of eating disorders among women is not likely to abate in a culture where 

women are still judged primarily l'li th regard to their bodies, and not 

their minds. 

In The Beauty Myth, Naomi Wolf sees the cui tural pursui t of slimness 

as a kind of backlash against gains ~n self-esteem, personlll 

effectiveness, action, and a sense of direction that had begun to occur 

for women in the 1960' s . In a complex weaving of per~;onal history, 

scientific data, and historical fact, Wolf repeatedly links the 
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pathological pursuit of thinness to societal messages about what women 

have to do to be valued in our society; that is, be slender. She Bees the 

mass media, where ideal .:md unrealistic images of women are constantly 

available for public consumption, as well as the fashion industry, where 

skimpy pseudo-sexual clothing puts new limits "on what they can think, how 

they can move, and what: they can eat" (1991, p. 214) as culpable, as well 

as other institutions that repeatedly undermine the value of women by 

accentuating the importance of bodies rather than other characteristics. 

She cites her own experience in being prepared for her Rhodes Scholarship 

interview (she received the award in the end), where the administrator 

dismissed the boys and said to the young women remaining "girls, please 

stay a few moments for pointers on clothes, posture, and make-up" (1991, 

p. 212). Like Brumberg, she is not optimistic about the near future. She 

states: 

Research 

the larger world never gives girls the message that their 
bodies are valuable simply because they are inside them. 
Until our cuI ture tells young girls that they are \velcollle in 
any shape--that wornen are valuable to it \vi th or wi thout tht::! 
excuse of 'beauty'--girls will continue to starve. (1991, p. 
205) 

The research that is related to the theoretical formulations of 

Boskind-Lodahl, Bordo, Orbach, Chernin, Brumberg, and Wolf has focused on 

gender identity and sex-roles. The few studies that have been directed at 

determining the relation between these dimensions and eating disorders, 

though not by any means in uniform agreement, have yielded mixed results 

which might suggest a possible association between certain aspects of 

sex-role characteristics and eating disorders. 
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In one of the first studies to investigate this relationship, Dunn 

and Ondercin (1981), for example, administered the Bem Sex-Role Inventory 

(BSRI) to 23 compulsive eaters scoring in the upper quartile of the 

Compulsive Eating Scale and 2l. normal controls who scored in the lower 

quartile on this measure. In total, 252 students were tested. They found 

no differences between compulsive eaters and normal controls on the 

feminine self-concept, as measured by the BSRI, but did find that the 

compulsive eaters endorsed the masculine self-ideal scale as sigllificuntly 

more desirable than did the controls. The compUlsive eaters also showed 

a significantly greater disparity between their self-concept and their 

self-ideal than the normal controls. The unrevised BSRI used in this 

study contains masculine, feminine, and neutral scales of twenty items 

each on which subjects describe themselves on a seven-point rating scale. 

Unfortunately, Dunn and Ondercin I s Compulsive Eating Scale does not 

necessarily differentiate bulimics from non-bulimics, according to DSM III 

criteria, only compulsive eaters from lion-compulsives. In addition, Dunn 

and Ondercin did not make use of a revised version of the BSRI, which 

corrected many problems with validity and scoring occurring in the earlier 

version (Lewis and Johnson, 1985). 

Lewis and Johnson (1985) administered the Bern Sex-Role Inventory 

(revised version) to 38 bulimic women (by DSM III criteria) and 26 normal 

controls (both groups aged 18-34) to determine whether bulimic women were 

more "feminine" than controls. The revised version of the BSRI contains 

a masculine scale, a feminine scale, an androgyny scale (for those 

individuals who score above the median on both masculine and feminine 

scales), and an undifferentiated category (for those individuals who score 
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below the median on both dimensions). The results from the BSRI indicated 

that the bulimics were neither more feminine nor masculine than controls, 

but they did have fewer responses in each area, 'resulting in significantly 

more bulimics in the undifferentiated category. Lewis and Johnson suggest 

that the significantly higher number of bulimics scoring in the 

undifferentiated category may indicate that their self-esteem and self

identity is in question. They cite three studies \'1hich found that men and 

women scoring in the undifferentiated category also scored significantly 

lONer on self-esteem measures than those categorized as "androgynous." 

They further suggest that a group at risk for bulimia may be that group of 

women who do not strongly endorse masculine or feminine sex-role 

identification. They argue that an undifferentiated identi ty "may reflect 

a different type of feminine identification" (p. 255). That is, women 

"have typically been socialized away from self-definition in the past in 

order to remain flexible, to take on the expectations, and interests of 

her marital partner, and to meet the constant and changing demands of her 

children" (Lewis and Johnson, 1985, p. 255). They suggest that this 

identity may not be as successful in contemporary society as it has been 

in the past. 

Cantelon, Lechner, and Harper (1986) studied sex-role conflict in 

anorexics (15), bulimics (15), and normal student controls (21). They 

administered the BSRI twice, obtaining scores indicating how the 5ubjects 

actually saw themselves and again how they would ideally like to be. A 

sex-role conflict score was calculated by adding the difference between 

actual and ideal scores on both masculine and feminine scales. Cantelon 

et. al. found no differences between groups on the BsnI conflict scores. 

--I 
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They dld not report whether more bullmics and anorexics were categorized 

in the undifferentiated category, as occurred in the study by Lewis and 

Johnson (1985), nor whether significant result~ would have been obtained 

in calculating the masculine actual/ideal conflict score alone, as was 

determined by Dunn and Ondercin (1981). Although the BSRI did not support 

the prediction of sex-role conflict in these groups, the bulimic group 

reported on an accompanying questionnaire a significant dissatisfaction 

concerning the discrepancy between qualities and characteristics they 

possessed compared to the qualities they felt they ought to possess. The 

incidence of this dissatisfaction in the bulimic group was much higher 

than among the normal controls. Limited support for the position that 

women with eating disorders experience sex-role conflict ",as thus 

indicated; however, information about the patient group was not acquired 

prior to the study, and Cantelon et. a1. suggest that the results be 

interpreted ",ith caution because of this. 

Sitnick and Katz (.1984) also used the BSRI in a study designed to 

investigate sex-role identity in anorexic 'iomen. The eating-disordered 

groups were 16 anorexic inpatients and 13 nonhospitalized anorexic women 

who were compared with two normal control groups, one containing graduate 

students (16) and the other undergraduate students (16). The results 

indicated a significant difference between both groups of anorexics and 

both normal controls on the masculinity scale, with anorexics reporting 

fewer masculine traits. Sitnick and Katz suggest that the findings from 

their study lIIay indicate that women who have failed to develop the 

masculine traits necessary for functioning in today I s society may be 

particularly vulnerable to an eating disorder. The authors further 
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suggest that the interpretation of the results may be compromised by a 

re1ati vely small sample size, slightly older than average anorexics 

(average age 25), and most importantly, by the'fact that the responses of 

the anorexics may be a function of the disorder itself. 

Katzman and Wo1chik (1984) administered a number of measures 

including the Personal Attributes Questionnaire (PAQ), 11 standardized 

measure of femininity containing 55 bi-polar items and three scales 

(feminine, masculine, masculine-feminine) to assess the relation betweon 

disordered eating and female characteristics, to 30 bulimics (selected by 

an operationalized set of DSM III criteria), 22 binge eaters who did not 

meet the diagnostic criteria for bulimia, and 28 normal controls. The 

mean age in all groups was 19. Katzman and Wolchik found no differences 

in the percentages of subjects in each group that were categorized as 

feminine, masculine, androgynous, or undifferentiated on the PAQ. These 

findings are in contrast to those of Lm"is and Johnson (1985) \"ho found 

bulimics to be more undifferentiated as measured by the BSRI. Possible 

explanations for this discrepancy include differences in the content of 

the questions in the PAQ and BSRI, as \"ell as differences in the way that 

DSM III criteria was implemented. 

Timko, Striegel-More, Eilberstein, and Rodin (1977) also used the 

PAQ, in a non-clinical sample of 45 female undergraduates. They also 

administered several measures of body dissatisfactioll, and added questions 

about self-perception and the importance of appearance to the PAQ. 

Linville's Self Roles Inventory \~as administered as well, which lists 13 

roles thought to be important in the lives of women (daughter, friend to 

men, leader, etc.). They found no relation between self-perceived 
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femininity and disordered eating. Importance of appearance (not 

perceptions of actual appearance). importance of masculine traits (not 

perceptions of actual traits). and the endo'rsement of many roles as 

central to self were significantly related to more symptoms of eating 

disorders. In spite of the fact that Timko et al. found that the 

importance of masculine traits and appearance. and the importance of many 

roles as central to self, may be related to eating disorders. some 

problems remain ''lith this study. The non-clinical sample of subjects '\las 

not defined. and the source. selection criteria. or charactet'istics of 

this group were not clarified. Al though four subjects scored in the 

"clinical" range on the EAT. no evidence was presented that they could 

actually be diagnosed with anorexia or bulimia. With these limitations in 

mind. however. the results were in the predicted directioll. suggesting a 

possible link bet'oJeen eating disorders and gender issues. 

Srikameswaran. Leichner, and Harper (1984) compared an anorexic 

group (N=22), a bulimic group (N=17), and a normal control group (N=44) 

using the Kalin and Tilby I S Sex-Role Ideology Scale. a 30-item scale ''lith 

traditional and feminist poles. No significant differences between groups 

were found. Although the SRIS appears to be an instrument that is similar 

to the BSRI, the questions are not directed to'\lard the individual I sown 

beliefs about her actual or perceived sex-role identities, but rather 

requires them to address their beliefs about sex-roles In society 

(Srikameswaran et al.). The scale also appears to have no subscales of 

masculinity, androgyny, or undifferentiation, although, unfortunately, 

little information was available describing the instrument. Since several 

investigations of eating disorders and sex-roles have suguestcd the 
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importance of masculine characteristics, the fact that no results were 

obtained here with a measure of feminine characteristics is not 

surprising. 

Steiger, Fraeknel, and Leichner (1989) used the BSRr in a study 

looking at body image distortion and irrational cognitions. They 

administered the BSRI to 10 restrictor anorexics, 8 bulimics, 13 normal 

weight bulimics, and 11 normal controls. The eating-disordered subjects 

'oJere diagnosed according to DSM III-R cri teria, and these diagnoses ''lere 

confirmed by administration of the Eating Att! tudes Scale. The study 

discovered th.:lt the eating-disordered group on the ,,,hole differed from 

controls in perceived masculinity (eating-disordered subjects 

significantly lower) but not in femininity. This replicates the findings 

of Sitnick and Katz (1984) ''lith anorexics and bulimics combined. Although 

the present study did not report significances for the individual eating

disorder groups, it concluded that the separate groups did llot differ all 

the BSRI. The researchers did not report differences between groups with 

regard to the androgyny or undifferentiated categories on the BSRI. 

Although sample size here is small, the results remain in the predicted 

direction. 

In a study in Ede, the Netherlands, Van Strien (1989) examined the 

connection between dieting, satisfaction with one's figure, and sex-role 

orientation in a study of 540 female conUllunity residents bet'oJeen the ages 

of 20 and 32. Restrained eating was measured using the Restrained Eating 

Scale of the Dutch Eating Behaviour Questionnaire, and sex-role 

orientation was measured using the Groningen Androgyny Scale. Their 

results indicated that neither high femininity or low masculinity were 
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associated with restrained eating. Contrary to expectation, the presence 

of masculine and feminine stereotypic traits together was positively 

related to restrained eating, although this 'accounted for only little 

variance in restrained eating behavior. The scales ,~ere not described in 

the publication, nor were the range of scores on the restrained eating 

measure elaborated to suggest presence or absence of severe restricting 

behavior. In addition, the report does not indicate ,~hether other kinds 

of disturbed eating, e.g. bulimic behavior, is measured. Conclusions 

drawn from the study as reported appear limited, ''lith only partial 

relevance to the present research. 

Two final studies from 1990 again offer mixed support for the 

relation between eating disorders and sex-role identi ty. In a re~warch 

project looking at disordered eating and its relationship to tobacco use, 

alcohol consumption, self-control, and sex-role ideology, Xinaris and 

Boland (1990) assessed 167 undergraduate women using the Sex-Role Ideology 

Scale (SRIS), the Binge Scale (BS), the Eating Attitudes Test (EAT), the 

Restraint Scale, and other measures. Although they found self-control to 

be the only predictor of all the eating-disorder indexes, they found no 

connection between sex-role ideology and those same indexes. This finding 

fails to support the hypothesis of Boskind-Lodahl and others that bulimic 

women hold more traditionally feminine beliefs. The authors suggest that 

sex-role conflict, as opposed to sex-role ideology, may be the variable 

that is connected to eating disorders. 

Brown, Cross, and Nelson (1990) investigated sex-role identity and 

sex-role ideology in 304 college women wi th bulimic behavior. The women, 

aged 18-49, were given the BULIT (a test for bulimic behavior), a 
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shortened Atti tudes Toward Women Scale (ATWI), the Sex-Role Ideology 

Scale, and the Personal Attributes Questionnaire (PAQ). The women scoring 

in the lower quartile of the BULIT (less bulimic behavior) scored more in 

the feminist direction on the Atti tude TOI-vard Women Scale, and more in the 

masculine direction on the PAQ than the upper quartile, suggesting that 

college women exhibiting bulimic behavior are more traditionally feminine 

in their identity and ideology than their peers who do not manifest 

bulimic behaviors, thus supporting the Boskind-Lodahl hypothm;is that 

bulimia and traditional feminine behavior are related. However, the terms 

"sex-role ideology" and "sex-role identity" are not differentiated 

clearly, nor are the terms "traditional femininity" and "feminism." The 

instruments are not described, nor are they in any way conceptually linked 

to these terms. The authors also failed to hypothesize why the high BULIT 

scorers received significantly higher scores on the ATW (high scor(w 

reflecting feminism) but not on the SRI (high scores reflecting feminism). 

Of the eleven studies just reviewed, four studies suggested a 

relation between lack or importance of masculine chut'acteristics and 

eating disorders, one a relation between increased traditional femininity 

and bulimia, one suggested a relation between an undifferentiated range 

and eating disorders, and five found no differences on the sox-role 

inventories between eating-disordered women and controls, although 

different sex-role inventories were used and one inventory apparently had 

no masculine scale. Two of the studies not finding differences did not 

assess a clinical population. One study also suggested that the 

importance of appearance and the endorsement of many roles as central to 

self were related to eating disorders. Although not all of the research 
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indicated a link between masculine characteristics and eating disorders, 

4 out of 9 using an instrument with a masculine scale did, and 6 out of 9 

indicated a connection between sex-role ideoiogy (decreased masculine, 

increased importance of masculine, increased traditional femininity, more 

undifferentiated) and the presence of an eating disorder. These results 

sugges t limited support for the hypothesis that an aspect of culture, i. e. 

the way masculine and feminine characteristics are viewed, valued, and 

perceived in self, may be associated with having an eating disorder. 

Differences in eating-disorder groupings, clinical versus non-clinical 

eating-disordered groups, and assessment variations, may all he rolut:ed to 

the inconsistency of results. The importance of appearance Bnd multiple 

roles for women with eating disorders, even thoueh tested and found in 

only one study, would also support the position of the theorists and 

clinicians reported earlier, and would suggest further exploration and 

replication. 

Without exception, the major experts in eating disordors, whether 

they are clinicians or researchers, suggest that certain aspects of 

culture are implicated in the current increase in eating disorders. Since 

the increase is now documented by a number of research teams, as reported 

earlier, we now no longer have to ask if the increasing numbers are reul 

or apparent, a result of better recording techniques or of the "coming out 

of the closet" phenomenon. The fact that researchers have demonstrated 

that eating disorders have increased, however, only serves to introduce 

other important questions. Certainly the question of defining culture in 

terms of how it relates to this increase in eating disorders appears 

essential. Although this is clearly not an easy task, a few researchers 

I 
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have begun to explore the question. They have defined one small part of 

"culture" in terms of gender issues, and have investigated the presence 

and importance of various masculine and feminine characteristics to those 

women with an eating disorder. These results suggest that having or 

desiring to have male characteristics may be one critical socio-cultural 

element that separates some women with anorexia and bulimia from llormal 

cOlltrols, although at this point a clear explanation of this phenomenon is 

lacking. 

The theory and research supporting each of the factors in Garner and 

Garfinkel's model (i.e. individual, familial, and socio-cultural factors), 

have been reviewed and assessed, and the model appears to be a viable one, 

both heuristically and clinically, for anorexia and bulimia. This 

research suggests an association between a woman growing up in a 

non-supportive, conflicted, non-expressive family, who has little sellse of 

her own needs, desires, or self worth, who must look to others for 

information about who she is, \'lho faces her roll~, as such, wi th some 

uncertainty and confusion, and the presence of anorexia or bulimia. No 

study to date has investigated this study's definition of individual, 

familial, and socio-cultural gender-issues as they relate to euting 

disorders, nor have these features together been systematically compared 

in subjects with an eating disorder and in subjects with another 

psychiatric diagnosis, in order to rule out the possibility that these 

features are common to psychiatric disturbance in women in general. The 

following study is designed to assess these three factors in women with 

eating disorders, and to compare the results with a control group of 

normal women and one of depressed women in order to determine whether 

I 
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these factors are unique to women with eating disorders. 

Purpose of This Study' 

The purpose of this research is to investigate the relationship 

between certain individual, familial, and socio-cultural factors 

(Garfinkel and Garner's three-part model) and women l'lith eating disorders. 

A second purpose is to determine whether this relationship is unique to 

women with eating disorders, or whether characteristics ostensibly related 

to an eating disorder are cOlTUnon to l'lomen wi th other psychiatric problems, 

such as depression, as well. 

In this study, individual characteristics of autonomy and self 

esteem were assessed by the Interpersonal Dependency Inventory, the 

Crowne-Marlowe Social Desirability Scale, the Rosenberg Self-Esteem ScalC!, 

and the Self In Connection Scale. Familial characteristics were measured 

by the Family Environment Scale. Socio-cultural attitudes towards 

seX-roles and gender identity were evaluated by the BSRI taken twice: once 

indicating how the !'loman views herself nOl'l, ol1ce how she would ideally 

like to be. The Eating Disorder Inventory, as well as 8 author-designed 

questions, determined the nature and extent of the eating problems, and 

the Beck Depression Inventory measured the extent of depression. 

The subjects in this study consisted of a group of inpationt eating

disordered women, a group of inpatient depressed women, Bnd a group of 

normal controls. The presence of the depressed group controlled for the 

possibility that the characteristics under investigation are common to 

other diagnostic classifications as well. No past study hus controlled 

for this l'lhile examining the three-factor model. 
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Given the current theoretical and clinical formulations of eating 

disorders, and in light of the data-based research on characteristics of 

women with eating disorders, the present study's hypothesis is that the 

eating-disordered group was characterized by lower self-esteeln, a higher 

need for social desirability, lower autonomy, greater familial 

dysfunction, more self-proclaimed lack of male characteristics, and a 

higher rating of the importance of male characteristics compared to the 

normal control group, and somewhat more compared to the depressed group. 

In addition, the hypothesis predicts that the depressed group was 

characterized by lower self-esteem, a higher need for social desirability, 

10l"er autonomy, greater familial dysfunction, more self-proclaimed lack of 

male characteristics, and a high rating of trw importance of male 

characteristics compared to normal controls. 
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The eating-disordered and depressed groups for this study were 

selected from successive admissions to the Adult Inpatient Psychiatric 

Unit at Capistrano-by-the-Sea Hospital in Dana Point, California. A group 

of normal controls came from the Human Subjects Pool, Department of Social 

Ecology, University of California, Irvine, as well as from a housing 

development adjacent to the university, where interested volunteers were 

solicited. 

Eating-Disordered Grou~ 

The eating-disordered group were 18 women between the ages of 18 and 

38 who met the DSM III-R criteria for bulimia nervosa (2 of the women lIIet 

DSM III-R criteria for anorexia nervosa as well), and who received this 

diagnosis upon admission to Capistrano-by-the-Sea Hospital (see Appendix 

A for DSM III-R diagnostic criteria for Anorexia Nervosa and Bulimia 

Nervosa). 

Depressed Group 

The depressed group consisted of 24 women between the aees of 18 and 

38 who were admitted to Capistrano-by-the-Sea Hospital with a DSM III-R 

diagnosis of major depression given by the admitting psychiatrist or 

psychologist. None of these women had an eating disorder (see Appendix A 

for DSM III-R diagnostic criteria for Major Depression). 
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Normal Control Group (Women Without Psychiatric Disturbances) 

The 26 \'lomen in the normal control group were recruited fr.om the 

Social Ecology Subject Pool at UC--Irvine (23); as well as from a housing 

area adjacent to the campus who responded to a cOirununity newsletter (3). 

They were between the ages of 18 and 38 with no history of psychiatric 

hospitalization, no prior diagnosis of an eating disorder or depression, 

and were not in psychotherapy at the time. 

Measures 

All measures in this study were self-report instruments which were 

completed by patients three to ten days after admission. After permission 

was granted by attending psychiatrist and/or psychologist, the patient was 

approached about the project. If she agreed. she filled out the forms on 

her own time and turned them in to the researcher upon completion, with 

any questions or concerns about the material voiced at that time. 

The structure of these measures. assessing the various factors 

associated with eating disorders, was as follows: 

Individual Factors 

Autonomy 

1. Interpersonal Dependency Inventory, Scale 1 (Emotional 

Reliance on Another Person). Scale 2 (Lack 

of Social Self-Confidence). Scale 3 

(Assertion of Autonomy) 

2. Crowne-Marlowe 
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Self-Esteem 

1. Rosenberg Self-Esteem Scale 

Other 

1. Self in Connection Scale 

Familial Factors 

1. Family Environment Scale 

Socio-Cultura1 Factors 

1. BSRI Now 

2. BSRI Ideal 

* * * 

Individual Factors 

Autonomy 

One dimension of autonomy was measured using the Interpersonal 

Dependency Inventory. The Inventory consists of three scales: Emotional 

Reliance on Another Person (18 items), Lack of Social Self-Confidence (16 

items), and Assertion of Autonomy (14 items). The Interpersonal 

Dependency Inventory was developed by Hirschfeld, K1erman, Gough, Barrett, 

Korchin, and Chodoff (1977) to measure "a complex of thoughts, beliefs, 

feelings, and behaviors revolving around needs to associate closely with 

valued other people" (Hirschfeld et al., 1977). The measure was normed on 

220 normal controls and 180 psychiatric patients. Split-half 

reliabilities for the three scales were .87, .78, and .72 respectively. 

An additional administration of the Inventory to a sample of 121 normals 

and 66 psychiatric outpatients yielded similar results., with "cross-

I 
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validation of the factor-to-scale relationship providing strong evidence 

that the scale composition represents a stable phenolllenon" (Hirschfeld et 

al.,1977). Psychiatric controls scored significantly higher on scales 1 

and 2 than normal controls. This scale was used in the present study 

because the conceptualization of its theoretical grounding, particularly 

in object relations, is similar to that used in discussing factors related 

to an eating disorder. 

The Crowne-Marlowe Social Desirability Scale \'1as used to ussess 

another dimension of autonomy (Crowne and Marlowo, 1964). This sC<lle 

"attempts to locate individualH who describt~ themselves in fuvorable, 

socially desirable terms in order to achieve the approval of others" 

(Robinson and Shaver, 1973, p. 727). As the scale is designed to measure 

the tendency to present oneself in a socially desirable light, the measure 

appears to be an appropriate way to assess aspects of autonomy described 

in earlier sections of this discussion. The scale consists of 

thirty-three items which measure the need for approval from others, with 

a high score suggesting a greater need to respond in a socially desirable 

fashion. 

All items in the scale correlated at the .05 level with total scale 

scores, and internal reliability coefficients came out at .88. 

Test-retest reliability of 57 college students over a period of a month 

was also .88 (Robinson and Shaver, 1973). Crowne and Marlowe (1964) 

report the confirmation of several hypotheses in experimental settings in 

support of the validity of the Social Desirability Scale. 

The scale has been used successfully to distinguish 

eating-disordered groups from normal controls (Dunn & Ondercin, 1981; 
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Strober, 1980), and has found that eating-disordered Nomen tend to present 

themselves in a significantly more desirable manner than normal controls. 

Self-Esteem 

The Rosenberg Self-Esteem Scale is a short, 10-item, Likert-type 

scale used to assess self-esteem in adolescents and adults (Rosenberg, 

1965). This measure has been used in many studies to assess an 

individual's self-concept, and is useful in part because of its brevity. 

Test/retest reliability after two weeks Nas found to be .85, suggesting 

stability over time (Rosenberg, 1965). Coefficient alpha reliability was 

found to be .75. The scale was correlated with scores on the Coopersmith 

Self-Esteem Inventory (I.' = .59) and \>Ji th the California Psychological 

Inventory Self-Acceptance Scale (I.' = .66) (Robinson and Shaver, 1973). 

Shisslak, Pazda, and Crago (1990) and Mintz and Betz (1988) also used the 

Rosenberg to successfully differentiate eating-disordered \.omen from 

controls. 

Other 

Another measure, the Self in Connection Scale, \>Jas designed by the 

investigator and piloted in this study (see Appendix C). This Likert-type 

scale measures subjects' attitudes and feelings about self, and self in 

relation to others. The original Self in Connection Scale consisted of 22 

statements in response to Nhich subjects rated their level of agreement. 

Seven of the original items required a subject to rate herself 111 relation 

to her mother, eight concerned her father, and seven had to do wi th 

herself. The 22 scale items were also designed to be summed to create a 
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composite scale score. For each subscale, as well as the total, the 

higher the score, the greater the possibility of problems. 

Since the SIC was newly devised for this' study, the reliability of 

its subscales and total were investigated in this study and, as a result 

of that investigation, 10 items were eliminated on the grounds that they 

lowered reliability. The results are sununarized in Appendix C. Using the 

int.ernal consistency method (Cronbach, 1951) to estimate reliability, 

Cronbach's alpha coefficient \~as computed for each subscale and the total. 

According to Nunnally (1978), a coefficient of .70 is a minimum 

requirement for research with groups, \~hereas a coefficient of .90 is 

required in a clinical setting where individuals are being diagnosed. 

As seen in Appendix C, only the total scale achieved an estimated 

reliability high enough for research purposes. However, when items with 

10\~ item-scale correlations were eliminated, the reliability for all four 

scales met the minimum standard. Alpha for the "!>1other" scale increased 

from .61 to .83, for the "Father" scale from .58 to .72, for the "Self" 

scale from .68 to .75, and overall from .80 to .84. Because of the 

enhanced reliability, subsequent analyses were performed using the revised 

version of the SIC total. 

Since the Self in Connection Scale was used for the first time in 

the current study, the analysis of group differences presents an 

opportuniLY to test its discriminant validity. If the scale actually 

measures impaired relations, then the eating-disordered and depressed 

groups should have significantly higher scores than the normal controls, 

i.e., the SIC can discriminate between them. 

In order to test this belief, the three group means on the SIC and 
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its subscales were compared with one-way analyses of variance and post hoc 

pairwise comparisons using Tukey' s HSD test. The results of these 

analyses are presented 111 Appendix C, Table IT. As seen in the table, 

both the depressed and eating-disordered groups \\Iere observed to be 

significantly different from the control group on the composite score and 

t\\lO subscales. The exception \~as the "Mother" scale in \~hich only the 

eating-disordered group \\las observed to be significantly different from 

the control. These results tend to confirm the discriminant validity of 

the SIC scale. 

Family Factors 

The Moos Family Environment Scale (FES) \ .. <.15 used to assess the 

family functioning of the subjects in this study. The PES is a 90-item, 

true/false instrument construct.ed to evaluate the social-environmental 

characteristics of various kinds of families (Cald\\lell, 1985). The PES 

contains ten subscales measuring three dimensions: 

Relationship dimension: 

cohesion, expressiveness, and conflict 

Personal grm .. th dimension: 

independence, achievement orientation, intellectual-cultural 

orientation, active recreational organization, and 

moral-religious emphasis 

System maintenance dimension: 

organization and control 

Although the FES appears to have "robust face validity," James Caldwell, 

in a revie\\l of the assessment for Test Critiques, indicates that other 
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discussions of validity are absent from the manual (CaldNell, 1985). 

Internal consistency reliability coefficients we~e computed for each of 

the subscales using Cronbach's alpha, and were 'found to range from .61 to 

.76. Test-retest reliabilities were computed for all subs cales for 

intervals of 2, 8, and 12 months. For the 12-month interval, 6 scales 

ranged from .76 to .89, and 4 scales ranged from .52 to .69. 

Norms have been established for representative subsamples such as 

normal families (N=I, 125); dis tressed families (N=500); single-purcllt 

families (N=8l); black families (N=85), and Mexican-American families 

(N=93). Previous research has successfully used the FES with families of 

eating-disordered women (Strober, 1981; McKeon & Shisslak, 1984, Johnson 

& Flach, 1985). However, no study compares the results of an 

eating-disordered group with a normal control group as well as a depressed 

group. 

Socio-Cultural Factors 

The Bern Sex-Role Inventory (BSRl) (Bern, 1978) was used to assess 

aspects of femininity and masculinity. The test is designed to assess the 

sex-roles of individuals based on the degree to which they identify with 

a selection of gender-related characteristics (Bieger, 1985). Unlike 

other measures that attempt to assess male/female attributes, the BSRI 

does not view masculinity and femininity as opposite poles of a single 

dimension, but rather treats these as independent characteristics of 

individuals (Bieger, 1985). The BSRI, originally published in 1974, 

contained 20 masculine items, 20 feminine items, and 20 gender-neutral 

characteristics; a 30-item short version, which has retained all the 
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features of the original, was published in 1981 (Biegel', 1985). 

Individuals who have completed this assessment can be categorized lW 

masculine, feminine, androgynous, or undiffere'ntiated. 

Construct validity could not be determined by comparing scores of 

the BSRI with scores on other similar measures as the BSRI does not take 

a unidimensional perspective on sex-role characteristics as other 

assessments do (Biegel', 1985). However, adequate construct validity has 

been established by experiments designed to test the hypothesis that "a 

non-androgynous sex-role restricts the range of behavior available to an 

individual as she or he moves from situation to situation" (Bern, 1981, p. 

15). In other \'lOrds, research on the BSRI has substantiated the claim 

that individuals classified as androgynous will select behaviors that are 

atypical of their gender more often than those who are not classified as 

androgynous (Bieger, 1985). 

Bieger (1985) reports that Tost-retest reliubility on a swnple of 56 

undergraduates over a period of four weeks yielded coefficients from .75 

(male scores on the Masculinity Scale) to .94 (female scores on the 

original Masculinity Scale). Internal consistency coefficients were 

computed for males and females on the Femininity, Masculinity, and 

Difference scores of the BSRI and ranged from .75 to .90; reliability and 

validity studies for the short form were conducted on 340 female and 476 

male undergraduates who were enrolled in introductory psychology courses 

at Stanford University (Bieger, 1985). 

The BSRI ,",'as administered twice in this study. The first time, the 

assessment was administered according to the directions; that is, the 

subjects rated the degree to which they felt they possessed these traits. 

.-J 
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For the second administration, they were asked to describe the 

characteristics of an "ideal self"; that is, hm~ important it was for them 

to have each of these traits. The BSRI has b~en a useful tool in prior 

eating-disorders research, and thus the results from this study will add 

to a small but grm'ling pool of data, as the same measure is being used to 

test similar hypotheses on a similar population. 

Additional Measures 

The bulimia subscale of the EDI, described earlier, was administered 

to assess the bulimic behavior and attitudes of the subjects, along with 

8 questions on the demographics questionnaire. The Beck Depression 

Inventory was used to assess the level of depression in all subjects. 

The EDI contains eight subscales that measure 1) drive for thinness, 

2) bulimia, 3) body dissatisfaction, 4) ineffectiveness, 5) perfectionism, 

6) interpersonal distrust, 7) interoceptive awareness, and 8) maturity 

fears. The EDI is a 6/~-i tem r.elf-report IIICtlBUro corw truc ted to 1uwess tlw 

major psychological and behavioral characteriaticr. of eating disorders. 

Cd terion-related LInd construct validi ty have been established through the 

assessment of scores of comparison samples and through agreement bet''leen 

patient assessments and clinical judgements; convergent and discriminant 

validity was established through correlating subscale scores with other 

psychological assessments that are conceptually similar (Garner et £II., 

1983). The subscales all had reliability coefficients (standardized 

Cronbach t s Alpha) above .80. The EDI was cross-validated by Garner, 

Olmstead, and Polivy on a group of 113 anorexics and a female comparison 

group of 577 university students. A later comparison group cOllsisted of 
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195 normal-weight bulimics. 

The Beck Depression Inventory (Beck, 1961, 1970) was used to assess 

the level of depression ill all subjects, and' is widely used for both 

clinical and research purposes. It is a 2l-item, self-report, multiple

choice instrument first published in 1961. The test was standardized on 

two groups of psychiatric outpatients (N = 226, N = 183). A correlation 

of .86 was demonstrated for internal consistency, and the reliability of 

the BDI gave a Spearman-Brown correlation of .93 (Keyser and Sweetland, 

1985). Concurrent validity of .77 was found in a study which used both 

the BDI and psychiatrists' ratings of depression in university studies 

(Bumberry et a1.). CoeffiCients of .65 and .67 were found by Beck when 

comparing the BDI with psychitltrlc ratings in outputients (Reek, 1970). 

An additional short questionnaire was administered to determine the 

age of the subject, age of parents, number of siblings, years of 

education, religion, race, marital status, severity of illness, and the 

degree to which the bulimia interferes with her work, daily activities, 

thoughts, self-esteem, and personal relationships (see Appendix B). 

Data Analysis 

The bulimic, depressed, and normal groups were inves tigated for 

differences in performance on all assessment measures through the multiple 

analysis of variance procedure (~~NOVA). 

* * * 

--I 



CHAPTER 3 

RESULTS 

99 

Once subjects in all three groups had completed the study 

questionnaire packet, their responses were transferred to marked-sense 

reader (Scantron) forms to simplify computerization. They \'1ere then 

statistically analyzed using two software packages, SPSS/PC+ (Norusis & 

SPSS, Inc., 1990) and BMDP (Dixon, Brown, Engelman & Jennrich, 1990). 

This chapter reports the results of the analyses in six sections: (1) 

Description of the Sample; (2) Group Comparabili ty; (3) Relationships 

between Demographic Background Measures and the Dependent Variables; (4) 

Group Differences in Measures of Individual Functioning; (5) Group 

Differences in Family Functioning; and (6) Group Differences in Gender

Role Identity. The chapter concludes with a summary. 

Description of the Samplo 

As subjects for this study were successive admissions to a hospital 

and volunteers from a university subject pool and from a faculty housing 

development adjacent to the campus, rather than a random sample, 

demographics and family background measures must define the population to 

which results can be generalized. 

Before turning to that description, however, a brief explanation of 

the final selection of subjects is necessary. Questionnaire packets were 

completed by a total of 74 subjects. In the eating-disordered group, 36 

were admitted to the unit who qualified under the criteria 18-38, female, 

anorexia or bulimia or both, nonbipolur and nonpsychotic. Ten were either 

--I 
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discharged or transferred to another unit after 1-3 days, or their primary 

psychologist/psychiatrist refused permission because of instability, 

imminent discharge, or the presence of other 'ongoing assessments. One 

addi tional person refused because of eye problelllB, and 2 protocols were 

not finished or were lost on the unit. Of the remaining 23 in the eatinc-

disordered group, 5 subjects were diagnosed as restricting anorexics, 2 us 

bulimic anorexics, and the remaining 16 as bulimic. Because a number of 

studies in the last 5 years suggest differences bet'veen restricting 

anorexics and both groups of bulimics (Garner et a!., 1985; Strober, 

1982), although a few do not (Stern et aI., 1989; Swift, 1990), the 

restricting anorexics were excluded from the analysis, leaving 18 in the 

eating-disordered group. 

Of the 56 successive admissions who were depressed, female, between 

the ages of 18-38, nonpsychotic and nonbipolar, 30 did not participate. 

Many of these women were discharged or transferred after 1-3 days to the 

Chemical Dependency Unit, or the psychologist/psychiatrist did not grant 

permission because of inmdnent discharge, concurrent testing, or 

instability. Two people failed to turn in their questionnaires or lost 

them, reducing the depressed group to 24. No one refused to participate 

who was asked to do so. 

Of the 29 women who volunteered for the Norlllal Control group, one 

had been previously diagnosed with an eating disorder or depression, one 

was at present in psychotherapy, and one had high scores above the cutoff 

on both the Beck Depression Inventory (score 25) and the EDI bulimia scale 

(score 16); all three were dropped from the group. All other controls 

scored below 20 on the Beck, and below 9 on the bulimia subscale of the 
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EDI. Thus the final sample size was 68. Of these, 18 were in the Eating 

Disorder Group, 24 were in the Depressed group, and 26 served as normal 

controls. 

Demographic and Family Background 

Summary statistics for demographic and family background measures 

are presented in Table 1. The statistics presented in the table are for 

all groups combined. As seen in the table, subjects averaged 25.2 years 

of age with a standard deviation of 6.6 years. The youngest subject was 

18 years old and the oldest was 38. With respect to (~thnici ty, the sample 

was predominantly (72%) white, although small numbers of Asian, Black, 

Hispanic, and other subjects also participated in the study. 

The women participating in the study were moderately well educated 

with 66% having at least some college and 22% have a bachelor's level 

degree or better. The majority (75%) were single or divorced, and 66% 

described their religious affiliation as Christian. A sizable majority of 

subjects (72%) reported annual incomes of $30,000 or less. 

As part of the family background section of the demographic 

questionnaire, subjects were asked to report the ages of their parents. 

Mothers were observed to be 51.5 years of age on average, while fatheru 

were 54.5. Although birth order wus requestl~d, an error in wording 

prevented evaluation along this dimension. The averuge number of siblings 

was 2.5. 

Group Comparabil:i ty 

An evaluation of group differences on background and screening 

.. 1 



Table 1. Demographic and Family Background 

Measure 

Subject Age 

Ethnicity 

Education 

Marital 
Status 

Religion 

Annual 
Income 

Mother's 
Current Age 

Father's 
Current Age 

Number of 
Siblings 

Category 
Label 

Asian 
Black 
Hispanic 
White 
Other 

Some H.S. 
H.S. Grad 
Some College 
College Grad 
Some Grad Work 
Grad Degree 

Single 
Murried 
Divorced 
Remarried 

Christian 
Unaffiliated 
Other 

a-15K 
15-30K 
30-l.5K 
Over 45K 

0 
1 
2 
3 
t. 

5 or more 

Percentage (n.) 

13 ( 9) 
3 ( 2) 
6 ( If) 

72 (48) 
6 ( 4) 

t. ( 3) 
8 ( 5) 

66 (t.5 ) 
18 (12) 

1 (1) 
3 ( 2) 

68 (46) 
22 (15) 

7 ( 5) 
3 ( 2) 

66 (43) 
29 (19) 

5 ( 3) 

33 (22) 
39 (26) 
12 ( 8) 
16 ( 11) 

5 ( 3) 
26 (17) 
29 (19) 
19 (12) 

9 ( 6) 
12 ( 8) 

102 

M' !.!.l.!l. 

25.2 6.6 18 38 

51.5 8.6 38 77 

54.5 8.2 40 75 

? ~ _.j 1.7 0 7 
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measures contributes information on how the groups are similar and how 

they differ. The background data will assess whether the groups are 

similar in demographic characteristics, and the screening measures are 

used to determine whether the groups are in fact different froln each other 

in the areas of eating disorders and depression. 

To conduct these evaluations, one-way analyses of variance (for 

continuous dependent measures) and Pearson Chi-Square Tests (for 

categorical dependent measures) were computed. Five Higllifil!.'lnt 

differences were observed for demographic variables and all three 

screening measures were observed, as anticipated, to be significuntly 

different for the three groups. A su~nary of the analyses is presented in 

Table 2. 

Perhaps the IIIOS t important difference in demographic measures \~as 

that observed for the SUbjects' age. The table indicates that the normal 

controls (who were largely college students) were younger than members of 

the depressed or the eating-disordered group. This age difference can be 

called upon to explain most of the other demographic background 

differences observed in the table. For example, ft!\~er normal controls 

have education in the college graduate or better category, fewer are 

married, and more have incomes in the $30,000 or better category. These 

observations are attributable to lower age because younger subjects have 

had insufficient time to become educated or married, and they tended to 

report family incomes rather than individual incomes, which was the case 

in the two remaining groups. The age difference does not account for the 

disproportionate number of white subjects in the eating-disordered and 

depressed groups, although the high percentage of non-whites on the ucr 
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Table 2 

Evaluation of Group Comparability for Demographic 

and Screening Measures 

Measure 

Age (mean) 

Education 

Marital 
Status 

Ethnic 
Identity 

Income 

Beck's 
Depression 

Bulimia 

Category 
Label 

HS or less 
Some college 
Coll Grad + 

Single 
Married 

White 
Non-White 

0-15K 
15-30K 
)30K 

(mean) 

Scale (mean) 

Eating 
Disorder (mean) 

Percentage or Mean Test 
ED DEP Norm Statistic 

24.6 29.3 21.8 F=10.6 

6% 25% 4% 
61 50 85 Chi 
33 25 11 Sq=10.3 

89 54 85 Chi 
11 46 15 Sq=8.7 

78 91 50 Chi 
22 9 50 Sq=10.7 

44 29 28 
50 50 20 Chi 

6 21 52 Sq=13.4 

*21.6 *26.0 5.7 F=38.5 

**10.3 **3.5 1.5 F=21 •• 8 

**42.8 **15.6 11.0 F=105.4 

* Tukey's HSD test--no significant difference 

104 

prob 

<'001 

.035 

.013 

.005 

.009 

<'001 

<.001 

<.001 

** Tukey's HSD test--significant at or beyond .05 level of probability 
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campus (62%) does. 

Table 2 also suggests that the groups \~ere. as assumed. 

significantly different on the screening measures. The highest level of 

depression was observed In the depressed group. and the highest eating-

disorder and bulimia scale scores were observed for the eating-disordered 

group. Using Tukey's HSD post hoc comparisons. no significant difference 

\~as found between the depressed group and the eating-disordered group on 

the Beck Depression Inventory. but the t\~O groups were significantly 

different on both eating-disordered measures. 

Demographic Background Measures and the DepAndent Variables 

When comparisons of group means on a set of variables is the main 

objective of a study. it is useful to eliminate the possibility that it is 

some other variable rather than grouping that accounts for any differences 

that may be observ(!d. Hhat is at issue is the problem of internal 

validity (Campbell &. Stanl('y, 1963). ~lIld although it is not possible to do 

an exhaustive search for confounding variables, it is informative to 

eliminate the possibility that demographic measures may be confounding 

results. In the event that one or more demographic measurel> was found to 

be consistently related to the set of dependent measures, they would be 

included in subsequent unalyses as statistical controls to eliminate their 

potential to confound. 

To address the issue of internal validity, a series of statistical 

analyses was conducted that evaluated the bivariate relationships between 

the demographic and dependent measures. Hhen the resul ts of these 

analyses were evaluated. only income was observed to be related to more 



106 

than one or two dependent measures. However, this finding was construed 

to be an artifact of the lower age of normal controls who tended to report 

family instead of personal income levels.' An evaluation of the 

relationship between the grouping variable and relevant dependent measures 

when income was included in the analysis confirmed the belief that it was 

not confounded with the groups; group differences remained intact when 

income \-Ias included. Therefore, income was not employed as a statistical 

control in subsequent analyses. 

Group Differences in Measures of Individual Functioning 

The major thrust of the study was to examine certain factors that 

may be characteristic of \-lomen with eating disorders. The model employed 

in the study is one that suggests that certain individual, familial, and 

socio-cul tural factors are present in many women diagnosed \-li th an eating 

disorder. This section evaluates group differences in individual 

functioning. Four measures of individual functioning \-lore en~loyed: the 

Crowne-Mario\-Ie Social Desirability Scale, the Interpersonal Dependency 

Inventory, the Rosenberg Self-Esteem Scale, and the Self in Connection 

Total (for reliability and validity results on this pilot measure, see 

"Methods" section and Appendix C). 

In order for the present study to claim that certain j ndi vidual 

factors are characteristic of \-lomen with an eating disorder, those factors 

must be shown to be present to a significantly lower or higher degree in 

\ .. omen \ .. i thout an eating disorder. Therefore, a comparison of group means 

employing a multivariate analysis of variance h'ill be undertaken in order 

to test the hypothesis. Al though a Iw'.ANOVA can indicate significant 
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differences in group means across sets of variables, the conclusions that 

can be drawn from F-tests and post-hoc tests for individual variables in 

the set are limited by their intercorrelation. Both w life and in 
. 

psychometric measurement, such measures as self-esteem and the need to 

provide socially desirable responses are not unrelated. Thus in a 

correlational study of this type, to learn that significant group 

differences are present for a set of variables leaves us unenlightened 

about single factors. In order to clarify the extent to which the 

interpretation of group differences on individual variables is possible, 

a table of intercorrelations is presented for each set of dependent 

measures along with each evaluation of group differences. The set of 

intercorrelations for measures of individual functioning is presented in 

Table 3. As can be seen in the table there are both moderate and 

significant levels of correlation between all pairs of the individual 

factors. 

The results from the ~~OVA comparing group means on the individual 

factors is presented in Table 4, along with a set of post-hoc tests. As 

seen in the table, ''lhen all four factors were considered simul taneously 

with a Chi-Square test (Tiku, 1971), the groups were highly significantly 

different. However, on the basis of the Chi-Square test alone it is 

impossible to determine ''lhich group(s) scored higher or lower. To maltc 

that determination a set of post hoc comparisons using Tukey's Hsn test 

were employed. These tests indicate that both the eating-disordel'ed group 

and the depressed group scored significantly differontly than the normal 

controls and in the correct direction, with the exception of the Crowne-

f>iarlowe, which was not in the direction expected. They did not score 

..... 
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Table 3 

Intercorrelations knong Measures of 

Individual Functioning 

Measure 1 

Self in 
Connection 
Total 

Crowne
MarlDl'le 

Interpersonal 

Rosenberg 

Measure 2 
Self in 
Connection 
Total 

-.38 
(.002) 

.50 
(.000) 

-.58 
(.000) 

Crowne Marlowe 

-.37 
(.003) 

.36 
(.004) 
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Interpersonal Rosenberg 

-.56 
(.000) 
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Table 4 

Evaluation of Group Differences in Individual 

Functioning Using Multivariate Analysis 

of Variance 

Group Means test ].- Tukey HSD Test . 
Measure (l)£D (2)DEP (3)NORM Statistic df value (1)v(2) (1)v(3) (2)v(3) 

Overall X2=53.3 5.5 <.001 

Self In 
Connection 46.6 44.0 32.1 F=20.2 2.59 <.001 n.s. * 

Rosenberg 20.5 19.3 26.9 F=25.0 2.59 <.001 n.s. 

Interpersonal 132.7 132.2 113.9 F=9.0 2.59 <.001 n.s. 

CrOl<me-
Marlowe 10.2 12.4 16.5 F=5.9 2.59 .005 n.s. 

~'posthoc pairwise comparisons significant at or beyond .05 level of 
probability 

i 

.. j 
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significantly differently from each other, however. 

Group Differences in Family Fu't1ction:i ng 

To evaluate group differences in family functioninB, groups were 

compared on seven of the ten Family Environment Subscales: (1) Cohesion; 

(2) Conflict; (3) Expression; (4) Independence; (5) Control; (6) 

Organization; and (7) Achievement Orientation. Table 5 presents the set 

of intercorrelations among the seven subscules. As seen in the tuble, 

with a few exceptions, there are a number of significant and mod(~rately 

high interscale correlations. 

The MA.~OVA resul ts for group differences in family functioning are 

presented in Table 6. As was the case with individual fUllctioning, the 

overall test of group differences is significanL. This i!; not the case 

for all subscales, however. Group differences were observed to be 

significant for only four of the seven subs cales; namely, cohesion, 

expression, ind(~pendence and achievement orientation. 

The pattern of pairwise comparisons is similar for scales lund 3. 

Normal controls were higher than both the eating-disordered und depressed 

groups on cohesion and expression, while depressed subjects were 

significantly lower than both groups in seeing their families as 

encouraging independence. Conflict was highor in bot.h nating-diBorciored 

and depressed subjects, but not significantly so. Interestingly, the only 

significant comparison that differentiated between euting-disordered and 

both depressed and normal subjects was that for achievement orientation, 

where women with eating disorders saw their families as notably more 

achievement-oriented. 

--I 
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Table 5 

Intercorrelad ons Among Measures of 

Family Functioning 

Measure 2 
Measure 1 Cohes Confl Express Indep Control Org Achiev Or 

Cohes 

Coufl -.26 
(.030) 

Express ,1+3 -.02 
(.000) (.898) 

Indep .44 -.07 .1.2 
(.000) (.571) (.000) 

Control .01 .55 -.21 -.05 
(.906) (.000) (.088) (.712) 

Org .1.5 .06 -.05 .20 .55 
(.000) (.610) (.665) (.109) (.000) 

Achiev .26 .35 .09 .49 .1.5 .1.2 
Or (.033) (.004) (.458) (.000) (.000) (.000) 
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Table 6 

Evaluation of Group Differences in Family Functioning 

Using Multi.variate Analysis of Variance 

.Group Means test 
Measure (l)ED (2)DEP (3)NORM Statistic 

Overall X2=42.2 

Cohes 3.7 2.3 5.9 F=14.2 

Confl 4.7 5.2 3.5 F=2.5 

Express 2.0 2.6 4.7 F=B.7 

Indep 5.7 3.3 5.2 1"=6.2 

Control 5.4 5.6 4.4 :'=1.5 

Org 4.9 4.3 4.7 1"=0.3 

Achiev Or 6.6 4.4 5.0 F=5.1 

'f u. 

B.6 

2.65 

2.65 

2.65 

2.65 

2.65 

2.65 

2.65 

.P.
value 

<.001 

<.001 

.OB9 

<.001 

.003 

.229 

.729 

.009 
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.Tukey" HSD Test 
(1)v(2) (1)v(3) (2)v(3) 

n.s. * * 
n.s. n.s. n.s. 

n.s. * * 
* n.s. lie 

n.s. n.s. n.s. 

n.s. n.s. n.s. 

* n.s. n.s. 

*posthoc pairwise comparisons significant at or beyond .05 level of 
probability 
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Group Differences in Gender-Role Identity 

The final set of factors to be evaluated are socia-cultural, which 

in this study were operationalized through th~ BSRI measures of gender-

role identity. As described above, subjects \'lere required to provide 

ratings for 1) the way they see themselves now, and 2) the way they would 

ideally like to be. 

The analysis conmences with the set of intercorrelations of the four 

gender-role identity scales presented in Table 7. The four measures were: 

(1) Masculinity Now; (2) Femininity Now; (3) Masculinity Ideal; and (II) 

Femininity Ideal. As seen in Table 7, the correlations were highest 

between the two masculinity scores (now and ideal) and the two femininity 

scores (nO\'1 and ideal). The two ideal scores were also moderately 

correlated. 

The first set of hypotheses tested with these measures were (1) that 

the eating-disordered group would score significantly lower on their 

Masculinity Now scores; and (2) that they would score significantly higher 

on their Femininity Now scores. The Analysis of Variance results for 

these two tests are presented in Table 8. As seen in the table, neither 

hypothesis was upheld, and neither result was strong (both are on the .05 

level borderline). While only the result for Masculinity NON Nas 

technically significant, the result was marred by the fact that it was the 

depressed group, not the eating-disordered group, that scored 

significantly lower. 

The second set of analyses with the measures of gender-role identity 

was more complex and addressed three questions: (1) Was the degree to 

which subjects characterized themselves as masculine or feminine (now and 



Table 7 

Intercorrelations Among Measures of 

Gender-Role Identity 

Measure 1 

Masculini ty 
Now 

Feminity 
Now 

Masculini ty 
Ideal 

Feminity 
Ideal 

Measure 2 
Masculinity 
Now 

.18 
(.171) 

.56 
(.000) 

.19 
( .137) 

Femininity 
Now 

.25 
(.054) 

.64 
(.000) 

Masculinity 
Ideal 

.40 
( .001) 

114 

Femininity 
Ideal 
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Table 8 

Evaluation of Group Differences in 

Gender-Role Identity as Subiects 

See Themselves Now 

Group Means F F Tukey ASD Test Dependent 
Measure (1)ED (2)DEP (3)NORM Score prob (1)v(2) (1)v(3) (2)v(3) 

BEM 
Masculinity 
Score 4.4 3.9 4.6 3.1 .050 n.B. n.s. 

BEM 
Femininity 
Score 4.7 4.8 5.2 3.1 .053 n.s. n.s. 

*posthoc pairwise comparisons significant at or beyond .05 level of 
probability 

n.s. 

-.1 



~""=====:::..:..------.. --.------...... . 

1.16 

ideal) different in the three groups (\~ere their scores significantly 

higher or lower)? (2) Is there in fact a discrepancy between the now and 

ideal evaluations of gender-role identity (are 'ideal scores significantly 

higher)? and (3) Is the discrepancy between the now und ideal 

significantly different in the three groups (is the discrepancy greater or 

less in one group over the others)? 

In order to address these questions, two repeated measures analyses 

of variance were run, one for masculinity scores and olle for feminini ty 

scores. In each repeated measures analysis, one between factor \~as 

employed to evaluate group differences and one within factor was employed 

to evaluate differences between the now and ideal. The main effect for 

the grouping factor was Rvaluated to address question 1; the main effect 

for the within factor was evaluated to address question 2; their 

interaction was evaluated to address question 3. The results of the tests 

for both masculinity and femininity are presented in Table 9. 

The table indicates Bignificant group diffHrences for combined 

masculinity (nOlv and ideal) and combined femininity (now and ideal) 

scores. This result can be taken to mean that, in both cases, normal 

controls tended to rate the cOlllbined now and ideal masculine lind feminine 

traits they attributed to themselves more strollgly. 

The table also indicates that the within factor "Discrepancy ill 

Perception" was also significant for both masculinity and femininity 

scores. This finding suggests that all subjects gave significantly 

stronger (higher) ratings to their ideal ratings over their now ratings. 

No significant interaction effects were observed. This finding 

suggests that there were no group differences in the degree of discrepancy 
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Table 9 

Evaluat10n of Group Differences in Gender-Identity 

When "Now" and "Id(~al" Scores are Trented 

as a Within-Subject Factor 

F F 
Measure Factor Level 1 Level 2 Mean Score prob 

Masculinity Group ED 4.8 
DEP 4.4 
NOR.~ 5.0 4.3 .018 

Discrepancy Now 1 •• 3 
in Perception Ideal 5.2 56.1 <.001 
for all groups 

Group ED Now 1.·.5 
Ideal 5.0 

DEP Now 3.9 
Ideal 1 •• 9 

NORM Now ' •• 6 
Ideal 5.5 1.7 .187 

Femininity Group ED 4.9 
DEP 5.0 
NORM 5./t 3.3 .Ot.2 

Discrepancy Now 4.9 
in Perception Ideal 5.3 14.8 <.001 
for all groups 

Group ED Now 4.7 
Ideal 5.0 

DEP Now 4.8 
Ideal 5.1 

NORM Now " ? :>.-
Ideal 5.5 0.0 .970 
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in perception between the now and ideal ratings. 

Summary 

A convenience sample of 68 women who were eating-disordered (with 

bulimia, n=18), depressed (n=24) or normal controls (n=26) provided data 

on measures in three areas: (1) Individual Functioning; (2) Family 

Functioning; and (3) Gender-Role Identity. Subjects tended to be about 25 

years old. Most of them were white, had some college education, and \'1ere 

single. 

Although a number of group differences in demographic background 

were observed, most of these were explained by the significantly Im'ler age 

of the normal controls \oJho \oJere college studcnts. Apparent ethnic 

differences were observed but not explored on grounds that the numbers of 

non-white subjects was too small and undifferentiated. 

The thrust of the analysis \'1as to evaluate the presence of ce~tain 

characteristics typical of \'1Olllen with eating disorders acrost; the three 

groups. Thus, group differences were assessed in individual functioning, 

family functioning, and gender-role identity. Strong group differences, 

largely in a predictable direction, \'1ere observed for individual and 

falllily functioning. HO\'lever, it was not possibl(~, for the most part, to 

differentiate depressed from eating-disordered subjects. Weaker results 

were observed for gender role identity. 

The reliability and validity of a new scale measuring the impairment 

of the self in connection to others was also investigated with positive 

results. 
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Al though eating-disordered behavior in women is a rel<lti vely conunon 

phenomenon among adolescents and young adults (Mintz and Betz, 1988), 

full-fledged eating disorders in women are certainly less CODUnon, and of 

those women with diagnosable eating disorders fewer still seek help In 

ei ther outpatient or inpatient programs; numerous problems, such as issues 

of secrecy, cost, and increasingly restrictive insurance policies, often 

prevent or limit treatment. Consequently, large sample sizes for the 

study of eating disorders are difficult to accrue. As has been the case 

in numerous other studies reported in the literature, this has been a 

problem for eating-disorder research in general. In addition, patients 

who do volunteer for such studies often do not complete, or do not fully 

complete, test packets given them. 

Because of this small sample size, certain potentially confounding 

variables, such as duration of illness, length and type of prior 

treatments, medication, age at onset, and whether the subject was living 

at home or on her own, could not here be controlled, particularly in the 

length of time during which the data was collected. For example, the fact 

that the age range was 18-38 and the depressed group of women was older 

may have had an impact on addressing family and/or separation issues. 

Inpatient status vs. noninpatient status could also differentiate che 

psychiatric groups from the normal control group ill some undetermined way. 

Subjects were in fact differentiated, hm'lever, on several 

demographic characteristics measured in the study. The subjects ill the 
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normal control group were younger than the eating-disordered and depressed 

groups which, as was discussed earlier, also produced demonstrable 

differences in education, marital status, and fncome level. Since normal 

controls ,\lere largely drm\ln from a college campus, because insufficlent 

numbers of community residents could be accessed as volunteers, the 

average age of controls WIlS 21.8. The average age of the eating-

disordered group, 24.6, was perhaps slightly older than many studies 

report, but generally by only a year or t\\lO. This is cOllsistl~nt: ,·d th the 

fact that, as the literature shows, more women in adolescence and early 

adulthood are subject to eating disorders than earlier or later ages 

(Garfinkel and Garner. 1982). Depression, unlike eating disorders, spans 

the life cycle (Beck et al., 1979), so a prediction of a higher mean age 

for depressed subjects than for either eating-disol'del'ed or nOl'mal 

controls would be appropriate, given sample-age perimeters of 18-38: in 

fact, the mean age in this study was 29.8. Another two years of data 

collection, on average, or another data collection site, would have been 

necessary to lower the age; neither '\I3S available. Given the present 

hypotheses, a younger depressed group would have been preferable, but 

since age did not turn out to be consistently related to the dependent 

variables being tested, the study's findings are not compromised by this 

older mean age of depressed subjects. 

The ethnicity of the subjects in the normal control group \\IDS also 

different from the eating-disordered and depressed group, with 50~ being 

non-white. This is due primarily to the ethnic diversity of UC--Irvine, 

from which the normal control population was solicited, which reports a 

62% non,\lhi te undergraduate student body. Al though this difference might 
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have been problematic had it occurred in either the depressed or eating

disordered group, its presence in the normal controls is less trouhlesome. 

Normal controls were screened for prior diagnosis of eating disorder or 

depression, prior psychiatric hospitalization, and current psychotherapy, 

and evidence suggests that the normal controls are representative of this 

area of southern California. Taking these factors into account, the 

present study adds information to the general literature on eating 

disorders. 

Individual Factors 

The hypothesis of the present study predicted that normal-\~eight and 

low-weight bulimics \wuld manifest lower self-esteem, higher need for 

social desirability, lower autonomy, and more potential problems on the 

Self In Connection Scale than the depressed or normal group. The normal 

controls were predicted to have the healthiest overall scores in 

assessments of individual factors, and the depressed group was expected to 

fall in between. 

Results of self-esteem assessment of groups \yere largely ill the 

predicted direction: the eating-disordered group shOl~ed significantly 

1000Jer self-esteem than normal controls. This supports findings by Pillay 

and Crisp, 1977; Weiss and Ebert, 1983; Shisslak et al., 1990; Garner et 

aI., 1983; Johnson and Flach, 1985; Mintz and Betz, 1990; and Engel et 

al. , 1988. These studies involve restricting anorexics, bulimic 

anorexics, and normal-weight bulimics, as \oJell as subclinical eatinG

disordered women \~ho were assessed using a nwnber of different 

instrwnents. However, the prediction that eating-disordered \~omen would 
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demonstrate significantly poorer self-esteem than depressed \iOmen was not 

substantiated, given that depressed women scored similarly to eating-

disordered women. Strober (1980) also found no difference bet\oJeen a 

depressed group of adolescents and an anorexic group on a measure of self-

acceptance. Since feelings of \oJorthlessness often accompanies depression 

and is, in fact, one of its diagnostic cri teria, this outcome is not 

surprising. 

Resul ts from the measurement of autonomy \iere part ly 1 n the 

predicted direction. The eating-disordered group indicated significantly 

10\ier levels of autonomy compared to normal controls using the 

Interpersonal Dependency Inventory. This finding is not surprising, and 

supports some of the locus of central literature measuring autonomy (Dunn 

and Ondercin, 1981: Weeks and Ebert, 1983: Hi lliams and Chamove, 1990; and 

Shisslak et al., 1990), some of the personality assessment literature with 

autonomy/dependency scales (Tisdale et al., 1990) and much of the EFT 

literature (Basseches and Karp, 1984; McLaughlin et al., 1985). Again, 

hONever, eating-disordered \oJomen \oJere not di fferent from depressed \oJomen. 

This finding is similar to one other study assessing autonomy in both an 

eating-disordered and mixed psychiatric group (Hilliums and Chamove, 

1990). The characteristics of lack of autonomy and/or dependency appears 

applicable not just to an eating- disordered population, but to other 

psychiatric conditions as well. 

Another measure related to autonomy was social desirability. Again, 

eating-disordered women scored significantly differently from normal 

controls, but not in the predicted direction. Although the normal 

controls scored very close to the normal sample mean, the eating-
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disordered group appeared to care less about social desirability and were 

not significantly different from the depressed group on this measure. 

Strober (1980) did not find this to be true ~ith his young anorexics, 

perhaps because they !:ill1:£.. young and still relied heavily on the opinions 

of others. Results fronl Dunn and Ondercin's (1981) study of college-age 

compulsive overeaters found similar results: the more severe overeaters 

had a greater need for social approval. Apparently, unusual findings hern 

may be a result of the fact that this eating-disordered group (mean age 

24 .6) was older than Strober's (mean age 14.7) or Dunn and Onderci n IS 

(mean age: 19.0). Increased age may represent a decreased need for 

approval from others, a need which was more prominent in adolescence. A 

secondary effect from thi~ is that psychiatric inpatients at an older age 

had probably been in treatment longer than Strober's (who were relatively 

newly diagnosed), and perhaps had been addressing issues of approval and 

acceptance in therapy; Dunn and Ondercin's subjects were college students 

who were not reported to be in treatment at all. 

Finally, the results from the Self In Connection Scale have a 

similar pattern to other aspects of the factors describing individual 

functioning. Eating-disordered and depressed groupti demonstrated 1Il0re 

problematic relations and difficulties with self and tielf in relatioll to 

others than normal controls, but were not different from each other. 

Again, this may not be surprising, as troubled relationships (us well as 

issues with self) prior to or because of depression are common in women 

(McGrath, Keita, Strickland, and Russo, 1990). Both eating-disordered and 

depressed groups would be likely to endorse statements like "I often 

. compare myself to other women and feel less competent than they are," "my 
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father seemed emotionally detached from the family much of the time," and 

"my mother felt frustrated much of the time with what she had chosen to do 

with her life." 

The present study focused on individual factors of autonomy and 

self-esteem that are thought to be inversely related to developing eating-

disordered behavior. The eating-disordered group was predicted to 

demonstrate poorer self-esteem and diminished autonomy compared to normal 

controls, with the depressed group again falling in-between. The first 

part of the hypothesis was upheld with the exception of social 

desirability, which appeared greater in normal controls, but the second 

part of the hypothesis was not supported, indicating that depressed women 

and women with eating disorders look similar with regard to self-esteem 

and autonomy. Further research utilizing a non-depressed eating-disorder 

group, a depressed eating-disordered group, and a depressed group would 

further clarify the role that depression plays in eating disorders, 

specificully with regard to autonomy and self-esteem. For the ,~olllen ,~ho 

are both depressed and eating-disordered, treatment strategies involving 

currently successful methods for treating depression in ,,,omell 

(interpersonal therapy, feminist therapy; McGrath et al., 1990), and that 

are less used in the treatment of eating disorders than cognitive

behavioral or psychodynamic approaches, might be implemented. 

Family Factors 

The hypothesis regarding family functioning in this study stated 

that normal-weight and low-weight bulimics would manifest greater family 

dysfunction, as measured by seven scales of the FES, than normal controls, 



125 

with scores f~om the depressed group falling botween them. The results 

were more varied and complex than anticipated. No significant differences 

were found among groups for organization, cont~ol, or conflict, although 

the means for conflict for bulimics (4.7) and depressed subjects (5.2) 

were in the anticipated direction from normal controls (3.5). However, 

this difference was not significant, and the depressed group had higher 

scores than the eating-disordered group. 

The results for control and organization were not unusual. Only one 

of the reviewed studies (Humphrey, 1986) reports differences in control 

when comparing women with eating disorders to normal controls, and none 

report differences in organization. This is not surprisinB, as most of 

the questions in the categories of control and organization address 

concrete outward manifestations of structure, such as being on time, being 

neat, and having rules, rather than the issues of a disorganized family 

system where roles, boundaries, and identi ties are often blurred or. 

confused. 

More unusual were the results for the conflict scale. Most studies 

using the PES with eating-disordered women have found significant 

differences between eating-disordered women and controls. (McKeon et 01., 

1983; Johnson and Flach, 1985; Humphrey, 1986; Ordmann and Kirschenbaum, 

1986; and Shisslak et al., 1990). Hm",ever, subjects in these studies 

\'lere, on average, 3-6 years younger than subjects in the present research, 

suggesting that more wOlllen llIay have left hOllie, distanced themselves from 

their conflicts at hOllie, or worked through those conflicts; thus, less 

opportunity for conflict may have been present or what had been present 

was muted by separation in time and distance, or by reconciliation. The 
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only other study with similar results on the conflict scale was by Blouin 

at al. (1989), using the FES with older bulimics (mean age 26), which also 

did not find the eating-disordered group significantly different in 

conflict from normals. 

T\w scales differentiating both eating-disordered and depressed 

groups from normal controls were cohesion and expression. That eating

disordered women experience less cohesion and less encouragement to 

express feelings directly is supported by almost all studies utilizing the 

FES to look at eating-disordered women (McKeon et aI., 1983: Johnson and 

Flach, 1985; Humphrey 1986; Ordman and Kirschenbaum, 1986; Shisslak et 

al., 1990, and Blouin et al., 1990). These findings are also consistent 

with theory and clinical observation (Minuchin, 1978; Humphrey and 

Strober, 1990) which suggest that authentic expression of self, as well as 

concerned, appropriate caring from others, is present to a lesser degree 

in families with an eating-disordered daughter. 

Two scales exhibited a somewhat different pattern. The independence 

scale, \~hich measures the "extent to which family members arc assertive, 

are self-sufficient, and make their ol~n decisions" (Moos, 1986) indicnted 

bulimics and normal controls to be similar (means of 5.7 and 5.2 

respectively), but both significantly different from depressed subjects 

(3.3). Of the seven studies using the FES, four reported similar results 

in comparing eating-disordered women wi th normal controls (Humphrey, 1986: 

Ordman and Kirschenbaum, 1986; Shisslak et aI., 1990: and Stern et aI., 

1989), that is, eating disordered women and normal controls did not look 

different on the family encouragement of independence scale. In addition, 

Blouin found no differences between bulimic women and normal controls \'ihen 
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depressed bulimics \'lere eliminated from the comparison. This evidence 

suggests that depression may be more responsible for low independence than 

the eating-disorders component. That lack df independence should be 

associated with depression is perhaps not surprising, as helplessness, 

dependence, and increased need of support are characteristics conullonly 

associated with depression (Beck et al., 1979; Seligman, 1975; McGrath, 

1990). Studies reporting that the eating-disordered \'lomen fel t their 

families did not support independent bl~havior, eompared to norma.1 

controls, may have contained a higher percentage of depressed women. 

The last scale to be discussed, achievement orientation (AO), is the 

only scale differentiating eating-disordered subjects from both normal 

controls and depressed subjects. The other PES studies reviewed here 

which differentiated between normal controls and eating-disordered 

subjects along this dimension were Blouin's (1990) and Stern's (1989). In 

Blouin's study, when non-depressed bulimics were compared with depressed 

bulimics and normul controls, high AO was the only feature differentiating 

non-depressed bulimics from controls. In Stern's study, bulimic patients 

and their families were shown as significantly higher in AO than normal 

controls, and in the only statistical difference among the three eating

disorder groups (bulimic anorexics, restricting anorexics, and bulimics), 

parents of normal-weight bulimics rated their families higher in AO tllon 

families of restricting or bulimic anorexics. Although 1Il0st studies found 

that high AO was not characteristic of eating disorders more often than of 

controls, the three studies that did so supported the theoretical 

formulations about and clinical observations of eating-disordered women 

(Bruch, 1979; Yager, 1981). Discrepancies in the data may be due to the 
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age of the subjects, severity or duration issues, length of treatment, 

inclusion or exclusion of parents in the assessment, or any number of 

other variables not controlled across studies. 

In surrunarizing the duts on flllllilial dynamics, lack of cohesion and 

lack of encouragement in directly expressing feelings differentiated 

eating-disordered women (and depressed women) from normal controls, !vhich 

is consistent with other research. Increased conflict was also 

characteristic of eating-disordered families (and depressE!d fUlnilies), but 

did not quite reach statistical significance here, whereas it did reach 

significance in 6 of 7 studies reviewed. Families did not differentiate 

themselves on organization and control, which is consistent with other 

research as well. While eating-disordered women did not represent their 

families in this study as less encouraging of independence than normals, 

depressed women did. The eating-disorders literature on this is mixed, 

but lack of independence is a common characteristi.c of depression, a 

finding supported by thi.s study. A high-achievement orientation J.n 

families of eating-disordered !vomen, as compared to both dept'essud !vomen 

and normal controls, was substantiated, although prior research has 

demonstrated mixed results in this area as well. 

Although families of eatillg-disordered and depressed women were less 

cohesive, less expressive, and somOlvhat more conflicted than normal 

controls, the data is correlational and no cause/effect relationship can 

be assumed. The possibility exists that having a bulimic or depressed 

family member causes considerable family stress and dysfunction, rather 

than that family dysfunction is responsible for the illness. 

Alternatively, a third factor may be causal in both. Another limitation 
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here is that these results are largely based on self-report measures by 

the patients, and ultimately need external validation through more 

objective or behavior.al measures, or through tne conmlents of other family 

members. This study also suggests that families of depressed women and of 

eating-disordered women appear similar, except in achievement orientation, 

as viewed by the patient through the FES. 

The results here, in addition to other related research, suggest 

several implications for treatment. First, the research describes only 

likely possibilities about families, at best, and mixed results at worst, 

and can only act as a guide in the assessment process for individual 

families. All eating-disordered families, working with their daughters, 

need to be carefully asnessed, with no automatic assumptions made about 

family characteristics. Second, the depression factor in eating disorders 

lIIay be significant, and suggests that women with an eating disorder who 

are depressed may receive a different family fOCllS than women \~ith an 

eating disorder who are not depressed (based on Blouin); or, alternatively 

(based on this study), women with an eating disorder, who are also 

depressed, may benefit from literature and treatment related to families 

and depression. Third, certain differences between families of lIormal 

controls and families of eating-disordered (and depressed) women cOllt:inuQ 

to be found, and consequently reinforce the possibility that the 

involvement of falllilies in treatment, when necessary and possible, may 

enhance the attainment of treatment goals and facilitate the resolution of 

issues for individual patients. Hopefully future outcome studies 

involving eating-disordered patients and family therapy will be able to 

document the success of this lIIode of treatment. 
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Socia-CuI tllr,1l Factors 

The third area of this research investigated socio-cultural factors, 

operationalized as beliefs about gender-role iaentity, and their role in 

the development of an eating disorder. 

The first set of hypotheses predicted that \~omen with eating 

disorders would see themselves as having fewer masculine traits and morc 

feminine traits than normal controls. Some studiefl have found that 

eating-disordered women attribute fewer male characteristics to themselves 

(Sitnick and Katz, 1984; Steiger et al., 1989), others have not found this 

to be true (Dunn and Ondercin, 1981; ~antclon et al., 1986; Katzman and 

Wolchik, 198/.; 'I'imko et a]., 1977; Srikarneswaran, 198!.; van Strien, 1989; 

Xinaris and Boland, 1990; and Bro\~ll et al., 1990). One study has found 

that women Hith more disordered eating also tend to report having more 

traditionally female characteristics (BrO\~n et al., 1990). Neither 

hypothesis ~s supported in the present: research. The only significant 

difference in masculine and feminine characteristics was found HIlIon8 

depressed patients, who saw themselves as having significuntly fC\~er lI1ule 

characteristics than either controls or eating-disordered Nomen. 

The second set of hypotheses involves three general predictions. 

The first prediction is that the overall combined score (now and ideal) 

for masculinity would be highest for normal controls Clnd 10\~est for 

eating-disordered women, with depressed women falling in between. This 

was not supported by the results, although in an informal COD~ar~son (see 

Table 9) the depressed subjects had significantly 10Her scores than the 

norDlal controls. The prediction that eating-disordered women would have 

higher overall combined scores in femininity was also not supported. 
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Other studies have not r.eported on these combinations of scores, so no 

support is to be found elsewhere. 

Second, as expected, ideal scores reflec~ed a significant increase 

over no\'l scores for both masculinity and femininity for all subjec:ts, 

suggesting that on average subjects desired more of the salient 

characteristic rather than less. 

Third, the prediction that the discrepancy bet\'loen no\'l and ideal 

(both masculine and feminine) would be greatest for eating-di:.;ordered 

\'Iomen and least for normal controls, \'1ith depressed \'Iomen in betl'leen--

that, in other words, eating-di:.;ordered \'Iomen \'Iould see themselves at a 

greater distance from their ideal, \'las not supported. Those findings do 

not agree \'lith Dunn and Ondercin (1981), \'Iho found a group of cOlllpu.lsiv(~ 

overeaters to have a greater discrepancy bet\'leen masculine now and ideal 

than normal controls. HO\'lever, the results of this study tend to concur 

\'lith those of Cantelon et 01., \'1ho reported no difference in a combined 

discrepancy score (masculine and feminine) when comparing anorexics and 

bulimics \'lith controls. 

The investigation of masculine and feminim> traits ill 1'10111011 I.,.ith 

eating disorders has revealed no cOllsistent or robust conclusions ac~oss 

studies. Although tho occasional study \'Ii11 support a single aspect (e.g. 

increased femininity, decreased masculinity, greater discrepancy bet\'leen 

masculine now and ideal, more undifferentiated, etc.), no cleur puttern of 

results has emerged. The lack of consistency could be explained in a 

number of \'lays. A some\'lhat radical explanation \'Iould suggest thut sex-

role ideology and beliefs do not appear to play a role in eating 

disorders. This conclusion is rejected here on the grounds that it runs 
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counter to much of the theoretical and clinical explanations 1n the 

literature and that "inconclusive, intermittent results" are not the same 

as consistently negative findings. \\That 
.. 
1S more likely 1S that 

"assessors" and "measurers" have not designed an appropriate device to 

investigate this dimension. Perhaps, for instance, an instrument that 

describes contemporary behaviors along traditional male/female gender 

lines would be more appropriate ("Do you see yourself as able to chair a 

board/business/department meeting,!" "Do you see yourself as confronting 

your child's coach regarding his/her negative language to chi1dt-en'!" "Do 

you see yourself as preferring to stay home and raise your children 

without working'!" etc.). The dimension may also be more significantly 

explored in terms of conflicts between roles and behaviors rather than 

beliefs or ideologies about gender. And finally, inconsistent t-esults 

across studies may be ei ther a function of using different measures I~i th 

similar-sounding names, or of sampling bias, I.here non-random samples 

obscure factors that may be slanting sets of data in a certain direction. 

A final but important word is necessary regarding the group scores 

on assessments uSl·d to measure depression and bulimia 1n this study. 

Although the depressed and normal control group did not indicate 

significant disordered eating on the bulimia scale of the EDI or the 

questionnaire, the eating-disordered group did manifest relatively high 

levels of depression on the Beck Depression Inventory. Al though they 

scored lower than the depressed group, they I~ere not significantly 

different from them in level of depression, as measured by the BD!. Since 

the eating-disordered group and the depressed group scored similarly on 

most measures, factors thought to be associated with an eating disorder 
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may in fact be attributable to the depressive component both groups share. 

Future research might address , .. hat characteristics are typical of 

depression and Nhich are Utllque to eating di'sorders by looking at an 

eating-disordered group, a depressed group, and a depressed (.~atinG-

disordered group. Firm conclusions found in a study such as this would 

have clear implications for treatment. 

The present study has investigated a three-part model of factors 

(Garfinkel and Garner, 1982) thought to be associated with the presence of 

eating disorders. Individual factors explored were self-esteem and 

autonomy; family factors investigated Nere cohesion, conflict, expression, 

independence, control, organization, and achievement orientation; socio

cultural factors Nere operationa1ized in this study to signify sex-role 

beliefs. Although the major comparison , .. as bet,,,een eating-d tsordel."ed 

Nomen and normal controls, a second control group of depressed b'omen , .. as 

used to detel."mine Nhether characteristics typically attributed to ,,,omen 

Nith eating disorders might also be descriptiv(~ of another psychiatric 

condition that also favors women (2-to-1) over men (McGrath et al., 1990). 

In general, the present research is consistent ,~i til prior studies of 

eating-disordered ,,,omen as compal."ed with normal controls. In thi!> study, 

, .. omen Nith eating disorders (loN-, .. eight and normal-,,,eight bulimics) 

demonstrated significantly lower self-esteem and more interpersonal 

dependency, as Nell as more issues with self and relationships than normal 

controls. This IS consistent with the clinical and theoretical 

formulations of Bruch (1985), Goodsitt (1985), Sugarman et al. (1986), and 

others who suggest that women Nith eating disorders have a pervasive sense 

of ineffectiveness and deficits in autonomy and identity. The eating-
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disordered women in this study, unlike the normal controls, also endorsed 

a number of dysfunctional family patterns as being characteristic of their 

family of origin, including lack of cohesion an'd lack of expression, \~ith 

conflict also being higher than normals (though not reaching 

significance). Again, these results are consistent with other research. 

Women with eating disorders did not, however, manifest differences from 

normal controls with regard to masculine or feminine characteristics, 

along both now and ideal dimensions. This socio-cultural, gender-specific 

investigation of sex-role beliefs or ideologies has not ~een particularly 

fruitful here or elsewhere, and deserves significant rethinking before 

additional research is carried out. 

Eating-disordered and depressed women tended, in this study, to 

respond similarly to individual, family, and socio-cultural measures. 

Exceptions were in family encouragement of independence, where depressed 

women felt less encouraged than eating-disordered women, and achievement 

orientation, where eating-disordered women felt 1Il0re pressure to LlehievQ 

than depressed \~omen. The overall filldings that eating-disorder-ed \Vomell 

and depressed \~omen are much more similar to each other than different lIlay 

be a product of the inpatient status of both groups, or more likely may 

suggest the need for further exploration of the conunonalities among 

gender-related psychiatric problems in women, addressing both biological 

and psycho-social aspects of eating disorders, as well as their treatment. 

Conversely, future research with eating-disordered women may also focus on 

what makes this group different from other psychiatric groups, such as the 

presence of body-image distortion, obsessive perfectionism \~ith regard to 

body, or attitudes toward food. 

I 

I 
I 

..l 
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Although the study is correlational in nature and therefore does not 

suggest a cause/effect relationship between patient characteristics and 

eating disorders, the connections between eati'ng disorders and low self-

esteem, interpersonal dependency, lack of autonomy, and family 

dysfunction, does have implications for treatment, and suggests that the 

resolution of these problems may ameliorate not only the overt symptoms of 

eating disorde~s, but the underlying factors as well. Further research, 

particularly in socio-cultural factors such as gender conflict or 

attitudes toward stereotyped and idealized female body image, might 

illuminate a factor in eating disorders that may have implications for 

both prevention and treatment. 

* * * 

I 

I 
I 

J 
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APPENDIX A 

1) DSM III-R diagnostic criteria for bulimia nervosa include: 

a) Recurrent episodes of binge eating (rapid consumption of a large 

amount of food in a discrete period of time, 

b) A feeling of lack of control over eating behavior during the 

eating binges, 

c) The person regularly engages in either self-induced vomiting, use 

of laxatives and diuretics, strict dieting or fasting, or 

vigorous exercise in order to prevent weight gain, 

d) A minimum average of two binge eating episodes a week for at 

least three months, and 

e) Persistent overconcern with body shape and weight. 

2) DSM III-R diagnostic criteria for anorexia nervosa include: 

a) refusal to maintain body weight over a minimal normal \·might for 

age and height, e.g. weight loss leading to maintenance of 

body weight 15% below that expected; or failure to make 

expected weight gain during period of growth, leading to body 

weight 15% below that expected. 

b) intense fear of gaining weight or becoming fat, even though 

undenleight. 

c) disturbance in the way one I s body weight, size, or shape is 

experienced, e.g. the person claims to "feel fat" even when 

emaciated, believes that one area of the body is "too fat" 

even when obviously underweight. 
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d) in females, absence of at least three consecutive menstrual 

cycles when otherwise expected to occur (primary or secondary 

amenorrhea). (A women is considereu to have amenorrhea if her 

periods occur only following hormone, 

administration.) 

3) DSM III-R criteria for Major Depression include: 

e.g. estrogen, 

A. At least five of the following symptoms have been present 

during the same two-week period and represent a 

change from previous functioning; at least 0110 of 

the symptoms is either 1) depressed mood, or 2) 

loss of interest or pleasure. (Do not include 

symptoms that arH clearly due to a physical 

condition, mood-incongruent delusions or 

hallucinations, incoherence, or marked loosening 

of associations.) 

1. depressed mood (or can be irritable mood in children and 

adolescents) most of the day, nearly every day, as 

indicated eith(!r by subjective account or observation by 

others 

2. marked diminished interest or pleasure in all, or almost 

all, activities most of the day, nearly everyday (as 

indicated either by subjective account or observation by 

others of apathy most of the time) 

3. significant weight loss or weight gai1l ,,,hen not: dieting 

(e.g. more than 5% of body weight in a month), or 

-I 
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decrease or increase in appetite nearly every day (in 

children, consider failure to make expected weight 

gains) 

4. insomnia or hypersomnia nearl,y every day 

5. psychomotor agitation or retardation nearly every day 

(observable by others, not merely subjective fcelinBs of 

restlessness or being slowed down) 

6. fatigue or loss of energy nearly every day 

7. feelings of worthlessness or excessive or inappropriate 

guilt (which may be delusional) nearly every duy (not 

merely self-reproach or guilt about being sick) 

8. diminished ability to think or concentrate, or 

indecisiveness, nearly every day (either by subjective 

account or as observed by others) 

9. recurrent thoughts of death (not just fear of dying), 

recurrent suicidal ideation without a specific plan, or 

a suicide attempt or a specific plan for committing 

suicide. 

B. 1) It cannot be established that an organic factor initiated 

and maintained the disturbance 

2) the disturbance is not a normal reaction to the death of a 

loved one (uncomplicated bereavement) 

Note: Morbid preoccupation with worthlessness, suicidal 

ideation, marked functional impairment, or psychomotor 

retardation, or prolonged duration suggest bereavement 

complicated by Major Depression. 
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C. At no time during the disturbance have there been delusions or 

hallucinations for as long as two Necks in the absencH of 

prominent mood symptoms (i.e. before the mood symptoms 

developed or after they have remitted). 

D. Not superimposed on Schizophrenia, Schizophreniform Disorder, 

Delusional Disorder, or Psychotic Disorder NOS. 



APPENDIX B 

Ouestionnai re 

Name __________________________________________ ___ Age ____ _ 

Age of parents: Mother ____ _ Father ____ _ 

Number of siblings, ____ _ Birth order ____ __ 

Education: Some high school__ Completed high school __ 

Some college __ Completed college __ Some graduate \'lork __ 

Graduate degree __ 

Religion~ __________________________ _ 

Marital status: Single _____ Married ___ Divorced ___ Remarried __ _ 

Ethnic background: llispanic ___ Black ____ Asian __ Caucasian ___ _ 

Other ____ _ 

Annual income: 0-15,00o __ 15,000-30,000 ___ 30,000-l.5,000 __ 

over 45,000 ____ _ 

Frequency of binge eating in the last two months: 
Never __ 
Less than monthly __ 
Monthly' __ 
Weekly. __ 
Daily' __ 
More than daily' __ 

Frequency of vomiting in the last two months: 
Never __ 
Less than monthly ___ 
Monthly. __ 
Week1y' __ 
Daily. __ 
More than daily. __ 
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Frequency of laxative use in the last two months: 
Never __ 
Less than monthly __ 
Monthly __ 
Weekly __ 
Daily __ 
More than daily __ 
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If you are bulimic, please indicate the degree to which buLimia interfered 
with the following areas: 

Your work or studying (if at school): 

5(always) __ 4(often) __ 3(sometimes) __ 2(rarely) __ l(never) __ 

Your daily activities: 

5(always) __ 4(often) __ 3(sometimes) __ 2(rarely) __ l(nevor) __ 

Your thinking: 

5(always) __ 4(often) __ 3(sometimes) __ 2(rarely) __ l(never) __ 

Your self-esteem: 

5(always) __ 4(often) __ 3(sollletillles) __ 2(rorely) __ l(never) __ 

Your personal relationships: 

5(ahwys) __ If(oftcn) __ 3(sometimes) __ 2(rorely) __ l(never) __ 



APPENDIX C 

Self in Connection Scale: 

1'11. When I \~as growing up, I usually fel t tha t my 
mother was too involved in what I was doing. 5 4 3 2 I 

*2. My mother was content \~i th fewer roles than I 
find it necessary to take on. 5 4 3 2 1 

3. My mother felt frustrated much of the time 
with what she had chosen to do with her life. 5 4 3 2 1 

*4. My father was closer to me when I was a 
younger child than when I was an adolescent. 5 4 3 2 I 

5. My father seemed emotionally detached from 
the family much of the time. 5 4 3 2 1 

*6. I feel that my wants and needs are mostly 
not similar to my mother IS. 5 I, 3 2 1 

7. I did not feel rewarded by my family for 
independent thinking and originality, par
ticularly if it expressed differences in 
opinion from theirs. 5 4 3 2 1 

*8. My appearance is very important to me now. 5 (, 3 2 I 

9. I feel life offers so many possibilities for 
me that I am often overwhelmed and confused 
about what I want. 5 4 3 2 I 

10. I feel that I lack the characteristics 
necessary to be a successful woman in our 
society. 5 4 3 2 1 

11. I often compare myself to other women and 
feel less competent than they are. 5 If 3 2 1 

12. I feel that I have to excel in good looks, 
physical fitness, and other achievelllentB in 
order to be successful. 5 L, 3 2 1 

13. My mother never spent much time on the family 
or family-related activities. 5 I, 3 2 1 

14. When I was growing up, my mother was mostly 
at home and seemed to enjoy her role as wife 
and mother. 5 4 3 2 1 



___ • _____ • _____ ~_., __ ._ •• _____ ........ 4_'_"'._l_ _________ ••. ' roO"_ 

15. 

16. 

17. 

*18. 

My mother felt that she had given up a lot 
to raise the children in our family. 

My father spent a lot of time awaY,from 
home when I was a child. 

My father seemed to be largely uninvolved 
with the daily decisions of the family. 

While I was grO\~ing up, I felt that my in
terests \~ere more like my father's than my 
mother's. 

19. My father did not usually share in the hOl1se
hold tasks such as cleaning, cooking, and 
dishwashing. 

~~20. 

*21. 

*22. 

I often felt that my father was too involved 
in what I was doing. 

I felt closer to my father than to my mother. 

I'have several close female friendships. 

* * * 
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5 4 3 2 1 

5 4 3 2 1 

5 4 3 2 1 

5 4 3 2 1 

5 if 3 2 1 

5 4 3 2 I 

5 4 3 2 1 

I 

--'1 
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Table I. Reliability of Subscales and Total for the 

Subscale 

Mother 

Father 

Self 

Total 

Self in Connection Scale 

Items 
Used 

1, ') -, 3, 
13, 14, 

6, 
15 

4, 5, 16, 17, 
18, 19, 20, 21 

7, 8, 9, 10, 
11, 12, 22 

All 

Cronbach's 
Alpha 

.61 

.58 

.68 

.80 

Items 
Retained 

3, 13, 14, 

5, 16, 17, 

7, 9, 10, 
12 

15 

19 

11, 

as indicated 
above 

New 
Alpha 

.83 

.72 

.75 

.84 



Table II. 

Measure 

Composite 

Mother 

Father 

Self 
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Evaluation of the Discriminant Valldity of 

the Self in Connection Scal~ and Its 

Three Subscales 

Group M,>ans F 
(I)ED (2)DEP (3)NORM test 

46.6 44.0 32.1 18.4 

12.7 12.0 9.2 4.5 

15.8 13.8 10.7 10.0 

18.9 18.2 12.5 19.2 

F 
prob 

<.001 

.015 

<'001 

<.001 

Tukey HSD Test 
(1)v(2) (l)v(3) (2)v(3) 

n.s. * * 

n.s. * n.s. 

n.s. * * 

n.s. * * 

*posthoc pairwise comparison significant at or beyond .05 level of 
probability 

* * * 
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