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There is no clear consensus about the nature and/or cause of eating disorders, but the
development of anorexia nervosa and other related eating disorders have been linked to the
current cultural demands on women to be thinner. Western society equates thinness with
attractiveness and has promoted the "sliny pitysique” as a symbol of female beauty and
success. Thus, the "thinness equals attractiveness” premise has forced the female into trying
to achieve a body build which is not consistent with the "natural” female figure.

This investigation was primarily descriptive in nature, with its main purpose to
describe the eating practices of a sample of 251 female adolescents in terms of such
characteristics as preoccupation with weight, food, and eating; desire to be thin; and perceived
ideal weight. The study also aimed to estimate the prevalence of disordered eating and
weight -control behaviors among female adolescents that are similar to those typically exhibited
by anorexic and/or bulimic individuals.

Information was gathered using a single questionnaire that combined the Eating
Practices Inventory (EPI), the Eating Attitudes Test (EAT-26), and the Body Shape
Questionnaire (BSQ). The administration of the questionnaire took place in a classroom
setting during compulsory grade ten physical education classes.

The results of the study indicated that concern about weight and food intake among
adosescent females has become very prevalent. More specifically, an exploration of the data
demonstrated a universality of the feeling of being fat, and a pervasiveness of dieting and
other disordered eating attitudes and behaviors.

Weight opinion data showed that many females perceived themselves to be overweight,
when in fact they were not. Over half (57.4%) of the subjects felt they were overweight or
very overweight, but only 10.8% fell in the above average health risk zone of tie Body Mass
Index (BMI).

Findings seemed to indicate that some adolescent females were preoccupied with

concerns about eating and body shape and therefore engage in anorexic-like behaviors.

iv
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I. STATEMENT OF THE PROBLEM

Since the late 1960's, thetc has been a sh:f t towards a thinner idca! body shape for
females of Western socicties. Fashion has placed an enormous emphasis on thinness, and the
news media is constantly bombarding us with information that suggests a "superiority® of the
slim physique. Garner, Garfinkel, and Olmstead (1983) have stated, *The fashion industry
and news media have unwittingly encouraged the association of the svelte imaz#: with such
positive attributes as success, beauty, wealth, and happiness® (p. 79). In a society where
many of our family and social functions revolve around a "celebration feast,*® this stress on
the benefits of dieting and weight loss has become contradictory to our way of life.

While the idealized female body shape has become thinner, there has becen a
corresponding increase in the average weight for adult women under 30 years of age (Garner,
Garfinkel, Schwartz, & Thompson, 1980; Metropolitan Life Foundation, 1983). This
discrepancy between the "real” and “ideal® norms fnr body weight or shape has exerted
intense pressure on some women o engage in dicting and weight loss behaviors, in order to
achieve the current thinner standard for physical attractiveness. This preoccupation with the
pursuit of thinness has been linked to the development of disordered cating and weight control
behaviors such as anorexia nervosa (AN) and bulimia (Rruch, 1978; Crisp, 1977; Gamer et
al., 1980; Hawkins & Clement, 1980; Moore, Muivay & Rodin, 1986; Muuss, 1985; Polivy &
Herman, 198S; Pyle, Mitchell, & Ecken, 198): Schwartz, Thompson, & Johnson, 1961).

Epidemiological findings have indicated that anorexia niervoss is 2 disordes thet ocun
predominantly (95%) in females (Ametican Psychiatric Asscciation, 1987), with ita peak spe
of onset usually during adolescence (MHalmi, Caspet, Eckert, Goldberg, & Davie, 197 Mann,
Wakeling, Wood, Monck. Dobiw, & Srmutler, 1983; Kussell, 19533, Bulimix Bar a%e0 toos
shown (0 be more prevalent in the female population. and usially hegite in sdolescenor o

early adult life (American Pyychistric Avxciation, 19575



~ An increase in the prevalence of dispxdered eating ‘:”,ha"i‘???,a‘?‘_°‘!’3 school age and
young adult f_emales.v has been reported by various re;earchers. Some hgve indicgted an
inc:ease in primary or clinical AN_ (Crisp, Palmer & Kaluccy, 1976; Pope.vI-Iudson.' »
Yurgelun-Todd & Hudson, 1984; Willi & Grossman, 1983), while others have described the
existence of mild or‘ sub-clinical eating disorders (Button & Whitehouse, 1981; Clarke &
Palmer, 1983; Cooper, Waterman & Fairburn, 1984; Mann et al., 1983; Nylander, 1971;
Russell 1979). Still others have reported on the prevalence of bulimia and binge eating in
female adolescent and college populations (Crowther, Post & Zaynor, 1985; Greeni'eld,
Quinlan, Harding, Glass, & Bliss, 1987; Gross & Rosen, 1988; Hawkins & Clement, 1980;
Halmi, Falk, & Schwartz, 1981; Johnson, Stuckey, Lewis, & Schwartz, 1983; Katzman,
Wolchik, & Braven, 1984; Kelly, Patten, & Johannes, 1982; Moss, Jennings, McFarland, &
Carter, 1984; Pyle et al., 1983). Regardless of the severity or type of eating disorder, research
has demonstrated that they are becoming a serious public health problem. It is the increase of
the incipient or milder forms of anorexia nervosa and/or bulimia in the adolescent female

population that has prompted this study (Nylander, 1971: Button & Whitehouse, 1981; Polivy
& Herman, 1985).

The Purpose of the Study
The specific objectives of the present study were to:

(a) describe the eating practices of a large sample of female adolescents in terms of such
characteristics as preoccupation with weight, food, and eating; desire to be thin; and
perceived ideal weight,
{b) estimate the prevalence of disordered eating and weight control behaviors among
female adolescents, that are similar to those typically exhibited by anorexic and/or
bulimic individuals, and
(c) examine the relationship between eating practices and anorexic-like behaviors in
female adolescents.

(d) determine the attitudes and behaviors concerning eating disorders among a population



receii'ing very little previous study; that being female adolescents in Alberta schools.

The review of literature will deal in depth, with the theoretical background from
which this study was based. Some of the research describing the underlying factors for the
Justification of the study will be highlighted here.

Research has indicated that the incidence and prevalence of AN has increased in the
last 20 to 30 years (Duddle, 1973; Jones, Fox, Babigan, & Hutton, 1980; Willi & Grossman,
1983). This apparent increase in anorexia nervosa and associated disorders is high enough to
be considered a significant health problem, especially since many cases of primary and/or
incipient anorexia nervosa and bulimia go unreported and untreated.

This study was concerned only with the prevalence of disordered eating and weight
control behaviors among female adolescents for a number of reasons. Firstly, the cultural
standard for thinness seems only to apply to the female gender. Females have been shown to
prefer the ectomorphic body type, while males aspire to the mesomorphic build. Huenamann,
Shapiro, Hampton, & Mitchell (1966) studied approximately 1000 American teenagers and
found that the males' main concern was to gain weight, size, and strength, while the females'
main priority was to lose weight, and to attempt to achicve this by dieting.

Secondly, because the adolescent female is especially conscious of, and preoccupicd
with, her body and appearance, she must be considered more vulnerable to influences from
fashion and other trends in society. Food intake is usually increased during puberty and
normal girls more than double their stored fat during the adoiescent growth spurt (Crisp,
1981-1982; Russell, 1983). This biological increase in percent body fat may negatively affect
the female's self-esteem, possibly leading to disordered cating and weight loss behaviors.
Muuss (1985) has stated,

The association of self -esteem with body image is much stronger in adolescent
females than in males. As a result, females have a greater tendency to watch their
foad intake, and also to be calorie conscious, to diet, and to become anorexic or

bulimic. (p. 531)

Therefore, what might first have started as a simple diet for cosmetic reasons, may develop



into marked problems in the #rea of weight concern, and ultit@ately culminate in some form
of eating disorder, » | ,

Fries (1974) has proposed a "continuum hypothesis” suggesting that dieting for
understandable cosmetic reésons may lead to anorexic behaviors or even develop into the
classical picture of anorexia nervosa. Others have suggested that dieting may increase
susceptibility to loss of control "binge episodes,” and ultimately lead to the onset of bulimia
(Hawkins & Clement, 1980; Polivy & Herman, 1985; Pyle, Mitchell, & Eckert, 1981).
Whatever may be the case, the possibility of anorexia and/or bulimia occuring along a
continuum provides justification for the study of eating disorders among the general
adolescent female population. Garfinkel and Garner (1982) have stated, "it is important to
recognize the existence of young women who have weight concerns that interfere with their
psychological well-being but who nevertheless do not have full-blown anorexia nervosa"

(p. 33). 7
The last justification for this study was to add to the body of knowledge concerning
disordered eating and weight contro! behaviors among the adolescent female population in
Canadian schools. If a percentage of school age females do display disordered eating and
weight control behaviors, it is important that individuals who hold influential positions are
aware of this. Health and physical education teachers, guidance counsellors, coaches, and
fitness leaders, must help adolescents to recognize acceptable and realistic weights for their
body structure and height, as well as understand the benefits of losing weight in ways that will
not be destructive. Beaven (cited in Schleimer, 1983) has supported this reasoning with the
following statement,
Middle weight teenage girls .... should be helped to understand that the mannequin
image cannot become a reality for the majority and that other goals in life should be
presented as more desirable than a preoccupation with weight and appearance -
which eventually may lead to anorexia nervosa. (p. 11)

It is hoped that the information provided by this study will help school personnel realize that

eating disorders are becoming a health problem that can be addressed and identified within a

school setting, if an awareness of the problem first exists.



The author intends to ad_opt the following hypotheses:
1. The general female adolescent population is differentially preoccupied with weight, food,
and eating; and a desire for thinness.
2. Simiiar characteristics as those exhibited by anorexic and/or bulimic individuals are
evident among the general adolescent female population.
3. The desire to be thin in the normal adolescent female population is positively correlated

with anorexic-like behaviors.

Definition of Terms ,
1. Anorexia Nervosa (AN)

AN is an eating disorder that strikes primarily adolescent girls and young women

(90 - 95% of all victims are female). The diagnostic criteria for AN as given in the

Diagnostic and Statistical Manual (DSM-1II-R) of the American Psychiatric Association

(1987) are as follows:

a. Refusal to maintain body weight over a. minimal normal weight 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 underweight.

c. Disturbance in the way in which one's body weight, size, or shape is experienced,
€.g., the person claims to "feel fat" even when emaciated, believes that one area of
the body is "too fat" even when obviously underweight.

d. Infemales, absence of at least three consecutive menstrual cycles when otherwise
expected to occur (primary or secondary amenorrhea).

AN may occur distinctly or it may be associated with bulimic episodes. Primary

AN has been described as the "relentless pursuit of thinness," and a "phobic avoidance of

- the dreaded fate of being 'too fat'" (Bruch 1981, p. 213).



Bulimia is an eating disprder chéracterized by comi:ulsive eatiné vl‘:(igrge,‘s. often _
followed by self-induced vomiting and laxative abuse. Like AN, thebulim'ic‘hgs a desire
for thinness accompanied by obsessional thoughts of food and vomiting. Bulimia was
once categorized under the definition for AN. but now has its own distinct classification.
The DSM-III-R (1987) diagnostic criteria for bulimia are as follows: ‘

a. Recurrent episodes of binge eating (rapid consumption of a large amount of food in
a discrete period of time).

b. A feeling of a lack of control over eating behavioi during the eating binges.

c. The person regularly engages in either self -induced vomiting, use of laxatives or
diuretics, strict dieting or fasting, or vigorous exercise to prevent weight gain.

d. A minimum average of two binge eating episodes a week for at least three months.

¢. Persistent overconcern with body shape and weight.

Most people with bulimia are within a normal weight range, but some may be
slightly underweight, and others may be overweight. In some cases a person can be
concurrently diagnosed with bulimia and AN. Pyle et al. (1981) state, "Bulimia and
anorexia nervosa represent variants in a spectrum of eating disorders .... although these
problems can coexist ... they can also occur independently of each other” (p. 64).

3. Eating Practices

Eating practices were measured by the Eating Practices Inventory (EPI). This
instrument was used to measure such characteristics as preoccupation with weight, food,
and eating; desire to be thin; and perceived ideal weight. The questionnaire employed an
adaptation of the one used by Greenfeld, Quinlan, Harding, Glass, and Bliss (1987).

4. Eating Attitudes

Eating attitudes were measured by the Eating Attitudes Test (EAT) (Garner &

Garfinkel, 1979). The EAT is a self-report questionnaire that has been used as a

screening devise for assessing the symptoms commonly found in AN.



S.  Body Shape Attitudes
- Body shape amtudes were measured by the Body Shape Questlonnanre (BSQ)
(Cooper. Taylor, Cooper. & Fairburn, 1987). The BSQ is a self-report questionnaire
that has been constructed to provide a means of investigating the role of concerns about
body shape in the developmem. maintenance, and treatment of AN and bulimia.
6. Eating Disorder | |
An individual with an ecating disorder displays abnorma! eating at;itudes and
behaviors. Eating disorders may range in severity from mild or incipient (Nylander,
1971), to severe, such as primary anorexia nervosa and/or bulimia.
7. Anorexic-Like Behavio
Abnormal eating attitudes and behaviors that do not fulfill strict diagnostic
criteria for AN and/or bulimia, but still present serious problems of eating and weight
concern,
8. Bod ss Index

The ratio of body weight divided by height squared (kg/m?).

Delimitations

1. The subjects were delimited to 251 adolescent females enrolled in compulsory Physical
Education 10 at two high schools in Red Deer, Alberta, Canada.

2. The study was delimited to the assessment of disordered eating and dieting behaviors and
vattitudes as measured by:
a. Eating Practices Inventory (EPI)
b. Eating Attitudes Test (EAT)
¢. Body Shape Questionnaire (BSQ)

3. The assessment of body structure was delimited to the measurement of weight and height,

and the subsequent calculation of body mass index (BMI).



1. The study was limited to one sex and may therefore only be generalized to females.

2. The study was limited to one age group and may therefore only be gencralized to

populations between 15 and 17 years of age.

The study relied on information obtained by questionnaires which were limited in their

value to research in the following ways:

a'

b.

c.

The fatigue effect of long questionnaires.

Misinterpretations of questions.

The questionnaires were self -report instruments, therefore vulnerable to distortion
due to response-style bias or inaccurate reporting by the respondents.

Limited to self -reported behaviors and attitudes as students perceived them and were
able to report them in questionnaire format.

Biasing effects of denial on the questionnaire responses. If respondents did have true
anorexia nervosa, they may well have adopted a defensive attitude towards questions
dealing with the characteristics of the disorder, therefore distorting self -evaluation

data,

The study used a sample of grade 10 girls enrolled in compulsory physical education 10.

Therefore, any girls who had a medical exemption from physical education classes, did

not take part in the study.

Respondents may have been sensitized in some systematic way due to the fact that the

questionnaires were administered during a physical education class by a person known to

teach physical education. This may have affected the responses on one or more of the

instruments,



II. REVIEW OF LITERATURE

There is no clear consensus about the nature and/or causes of eating disorders, but the
development of anorexia nervosa (AN) and other related eating disorders have been linked to
the current cultural demands on women to he thinner. The contemporary Western society has
promoted the "slim physique” as a symbol of female beauty and success. Many of our
sports, television, and motion picture celebrities present an "ideal” female model that is far
from the norm of our society. In the 60's, the "full”, curved figure of Betty Grable set the
standard. With the introduction of Twiggy in the 70's, came the thinner ideal for women.
Today in the 80's, the thin fit figure of Jane Fonda has become the ideal. However, in an
article entitled "Hooked on Perfection,"” it is suggested that Ms. Fonda was bulimic as a
teenager, abused speed and diuretics in her thirties, and is presently involved in the practice
and promotion of excessive weight control (Verve: Aug/Sept., 1986).

Evidence of the shift towards a thinner "ideal” shape for females has been
documented in the research literature. Garner and co-workers (1980) reported that two
exemplars of "ideal” feminine beauty, Playboy Centerfolds and Miss America contestants,
have become thinner over a 20 year period from 1960 to 1980. Also, from 1970 to 1980, they
found that the Pageant winners were usually thinner than the average contestant. More
evidence for a growing emphasis on weight reduction as reflected by a significant increase in
the number of diet articles in six major women's magazines, was also found by Garner and
associates. The mean number of articles from 1960 to 1970 was 17.1, compared to 29.6 for
the 1970 to 1980 time period. Muuss (1985) conducted a comparison of f requency of weight
and body messages between four women's and f our men's magazines which revealed the
following ratios in the females' favor: ads for diet foods were 63 to 1; articles dealing with
body shape or size were 96 to 8; and ads for food and drink were 1,179 to 10.

Examples of how cultural ideals have influenced female behavior by def ining what is

acceptable, can be traced back in history. Garfinke! and Garner (1982) have highlighted the



- fm"
bract.i‘c_e, of footbinding inCh na gnd the wearing of corsets in the 19th century as two
"e;qmples of potentially unhealthy customs which derived from th: expectatiqns that women
conform to an idealized appearance” (p. 105). Today, the "thinness equals attractiveness”
premise has forced the female into trying to achieve a body build which is not equal to the
"natural” female figure. Rodin, Silberstein, and Striegel-Moore (1985) have concluded that,
"the male "ideal' body of current society more closely resembles the 'natural’ body most men
assume, while the female 'ideal’ is far thinner than the 'natural’ female figure” (p. 288).
Assuming that body weight and size are normally distributed, only a small percentage of
women can be expected to "naturally” measure up to this ideally thin standard. Women
therefore, have been forced into participating in unhealthy practices in order to achieve the
current thinner ideal.

This is especially true for the adolescent female. There is probably no other group
that is more concerned about the size and shape of their body than the female adolescent.
But during adolescence hen appearance is so important to self -esteem, feminine pubertal
body shape changes are occurring, which "naturally” increases the female's percent body fat.
Rodin et al.(1985) have stated, "with increased estrogen and progesterone levels at puberty
...[the female develops the] biological machinery that increases her fat-making capacity at
precisely the time when she is becoming most concerned with her appearance” (p. 284).
Conversely, boys tend to gain their weight at puberty in the form of muscle and bone, as
opposed to adipose tissue.

Thus, the discrepancy between the adolescent female's "goal" weight and "natural”
weight has increased her vulnerability for the development of unhealthy eating attitudes and
behaviors. Crisp (1977) has stated,

Females, within a very short time of crossing their pubertal "threshold” usually wish
to minimize their shape and often construe themselves as "fat" when it is evident
that they are not obese. The majority attempt to "diet" and often succeed, at least
intermittently, in substantially reducing the amount of carbohydrate in their daily
food intake. (p. 231) ‘
It seems that many people have éapitalized on today's weight-obsessed society. This

is evidenced by the number of "miracle” diets and weight-loss programs on the market today.



1

One phenomenal best seller worth noting is the Beverly Hills Dier (Mazel, 1981), which
advertises a form of bulimia as a cure for obesity. The ﬁopﬁlarity of this diet book illustrates
that women are no longer willing to wait for a safe, scientific method of weight control.
Wooley and Wooley (1982) state, "the prevailing belief is that nothing is worse than being
fat; that no price is too high for thinness, including health" (p. 65).

This author does not wish to suggest that cultural influences are the only predisposing
factors in the development of eating disorders. A variety of factors within the individual,
family, and culture have been shown to play a role in the development of anorexia nervosa
and related eating disorders (Garfinkel & Garner, 1982; Garner et al., 1980; Muuss, 198S;
Schwartz, Thompson & Johnson, 1982). The literature does however, seem to suggest that
over the last several decades, the cultural shift in the aesthetic ideal for females towards a
thinner body shape, may be one factor that has led to an increase in the prevalence of female

cating disorders.

Eceling Fot in 3 Thin Society

The emphasis that culture has placed on thinness has developed many anti-fat
attitudes that start early in life. Susan and Wayne Wooley and their associates, have compiled
a number of studies which document the stigma and hatred directed towards obesity in
childhood. Cited in Wooley and Wooley ( 1982), were the following examples: kindergarien
children showed significantly greater preference for a thin doll over a jat doll; and prospective
parents judged a drawing of a chubby child less riendly, lazier, more stupid, dirtier, more
immature, less desirable, and less likeable than drawings of a thin and medium built child. In
other research on obesity, Wooley and Wooley (1979) stated in their conclusion,

These studies document the hatred of obese children by other children and by adults.
The impact this hatred has on the individual child is probably irreversible. It is not
only the obese child who suffers from this hatred: anti-fat attitudes learned in
childhood, no doubt become the basis for self - hatred among thosc who become
overweight at later ages, and a source of anxiety and self -doubt for anyone fearful
of becoming overweight. (p.77)

The fear of becoming overweight has led to many unhealthy attitudes and behaviors,

especially in females. In the Beverly Hills Diet, Maze! (1981) states, “being fat is an



obscenity - We are shunned, scorned, and ridiculed. A failure for all to see - and mock.”

Kglly and co-workers ( 1982) collected survey data from 1298 t'emal;s and 968 males
aged 13 to 18 years, concerning behaviors and attitudes regarding eating, foqd. weight, and
physical appearance. It was shown that a significantly higher percentage of females than
males frequently worry about being or becoming overweight. Almost S0% of the females but
less than 10% of the males indicated that they were dieting at the time of the study. It was
also found that expressions of positive attitudes toward losing weight and being thin were
three to four times more prevalent among females.

Grant and Fodor (1986) explored the relationship between anorexic behavior and
selected dimensions of body image in 55 males and 113 females aged 15 to 18 years. They
found that there were significant differences between males and females and that the less
attractive a female adolescent perceived herself, the higher was the tencency toward
developing an eating disorder.

Moore, McAvay, and Rodin (1986) conducted two studies on a total of 118 female
undergraduates to investigate the psychological and behavioral variables associated with feeling
fat. They found that many women at or below their weight norm, especially those that were
highly perfectionistic and perceived strong social pressure towards thinness, felt they were fat.
They further proposed that women who feel fat hold self -schemas that are strongly weight
relevant, and will feel heavier than those who do not, even if their actual weight is identical.

Eisele, Hertsgaard and Light (1986) investigated 385 females aged 12 to 14 years, to
identify factors related to eating disorders in young adolescent girls. Their results showed that
while 81% of the subjects were within the range for ideal weight or were underweight, 78%
(272) preferred to weigh less. Only 14% (49) were satisfied with their current weight, and 8%
(30) wanted to weigh more.

Greenfeld and associates (1987) conducted a questionnaire study on the eating
behaviors and attitudes of 424 males and 337 females, ranging in age from 13 to 19 years.
Their results indicated that concerns over weight, body image, dieting and eating behaviors

were significantly more prevalent among female subjects. Of the females, 81% reported often
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feelim! fat. ss opposed to only 26% of the male subjects. The percemaues of females that
reported using crash diets and fasting for more than one full day were 43% and 39%
respectively. Oqu 5% 3f males employed crash diets and only 12% often fasted more than
one day per week. While 46% of the females and 17% of the males described themselves as
overweight, only 12% of the females and 23% of the males were actually overweight. From
the results of their study, the authors concluded that "atypical eating behaviors were more
highly correlated with students’ subjective weight opinion than with the actual degrec of
under- or overweight” (p. 105).

Kaplan, Busner and Pollack (1988) studied 344 junior and senior high school students
to examine the relationship between perceived weight, actual weight, and depressive
symptoms. They found that subjects who believed themselves to be of normal weight had
significantly lower depression scores. They also found that, in accordance with the cultural
ideals for male and female body types, males were less depressed if actually overweight (male
ideal of body mass and muscularity)‘. and females were less depressed if actually underweight
(female idea! of thinness).

In February of 1984, Glamour Magazine conducted a survey of 33,000 women dealing
with how they felt about their bodies. They found that 75% of the respondents felt they were
"too fat.” although only 25% actually weighed above the 1959 Metropolitan Life Foundation
norms for height and weight. They suggested that, "those who feel too fat share many of the
same feelings as those who are too fat” (p. 198). Of the females surveyed, 41% were cither
moderately unhappy or very unhappy with their bodies. A ma jority reported that they felt
either "dissatisfied” with or "ashamed” of their stomachs (64%), hips (61%), and thighs
(72%). Wooley and Wooley (1984a) are quoted in the article as saying, "what we see is a
steadily growing cultural bias - almost no woman, of whatever size, feels she's thin enough®
(p. 199). It is further reported that 80% of the respondents felt they had to be slim 10 be
attractive. The universality of the feeling of being “too fat” is definitely highlighted by the
results of this survey of American women. These results however, must be evaluated

cautiously since the survey was based upon voluntary postal responses.



. The i:gervgsi}veness of ‘dieti_nig behaviors among females in rcséqnse to this "fear of : |
fatness,” has been reported by various other ;esegtchers. Hugnemann‘ et al ‘('1:966) reported
that large numbers of American school girls described themselves as fat, the numbers
increasing from 43% at grade 9 to 56% at grade 12. Conversely, most boy§ either thought
they were too thin or seemed satisfied with their body structure. The authors further
suggested that of the 1000 teenagers that were interviewed and examined annuaily during a
4-year period, when the girls felt too fat they dieted, unlike the boys who tended more to
correct their weight by physical exercise.

Dwyer, Feldman, Seltzer, and Mayer (1969) investigated 466 female and 145 male
adolescents, and found that 60% of the females had been on reducing diets by the time they
became seniors in high school. They also found that dieting behavior was related to not just
body weight and/or body fatness, but also to characteristics of body build and a perception of
being overweight,

Nylander (1971), in studying 1129 boys and 1241 girls aged 14 to 19 from s Swedish
town, found that most girls had at some time felt they were fat, the frequency increasing |
progressively from 50% at age 14 to about 70% at age 18. The frequencies reported for boys
of the same age were much lower (12 - 29%). He also reported that 10% of the 14 year-old
girls and 40% of the 18 year-ald girls, who thought that they were too fat, had tried to diet.
Dieting was seldom reported among boys at any age.

Further examples of the pervasiveness of dieting among Western societies have been
reflected in the results of the 1978 Nielson Survey, and the 1981 Canada Fitness Survey. The
Nielson survey showed that 45% of all American households have somebody dieting during the
course of the year. In addition, 56% of all women aged 24 to 54 years reported that they diet,
and 76% of those acknowledged doing so for cosmetic rather than health reasons (Nielson,
1979). The Canada Fitness Survey (published in 1982) reported on differences between male
and female concerns over weight control. Fifty-one percent of females versus 31% of males
age 10 to 19 stated that weight control was a very important reason for being active. Many

adolescent girls also reported an association between smoking and weight control. Sixty



‘)‘):ercre‘:nv‘;‘ of ferg;lgs versus 39% of males ¢f the same age, considered weight control as very
important to their wcll_-being. _ o - A ,
}Sch\:vartz‘and asgo;iates (1982) have sugﬁested that our new cultural obsession has
become the relentless puisuit of thinness. They state, "concerns about diet and exercise have
shifted from a growing leisure time hobby to a national obsession” (p. 20). This type of
thinking has led researchers to the investigation of the relationship between dieting behaviors

and the development of eating disorders.

The Continuym Hypothesis

A review of the literature has demonstrated that scvers! siudios exist dealing with the
occurrence of dieting in the initia! stage of anorexic or bulimic behaviours. Fries (1974)
proposed a "continuum hypothesis, " suggesting that,

"true” anorexia nervosa may be considered as the final stage after a continuous
change from conscious, voluntary dieting of an often apparently justified cosmetic
nature into a more automatic, uncontrollable behavior with loss of insight, denial and
defect body-image perception. (p. 40)

Thompson and Schwartz (1982) have suggested that "it may be useful to view
anorexia nervosa on a continuum of dieting, cating and body preoccupation patterns in the
general population” (p. 49).

Rodin et al.(1985) in a review of the literature concerning women and weight, have
proposed that, "weight concerns and dieting are normative for most women, at least in
Western society, and that eating disorders may be best understood as a likely consequence of
this 'normative’ behavior when taken 1o the extremes® (p. 269). In Nylander's 1971 study of
2370 teenagers from Swaden, it was concluded that nearly 10% of all girls reported that they
had developed physical and mental symptoms in connection with dicting, of the same types
that occur in AN. Nylander argued further that prolonged and intense dicting produces
starvation symptoms that actually may lead to the cxpression of 3 mild or severe form of
anorexia.

Button and Whitehouse (1981 ) have coined the phrase “subxlinical anoreris nervosa

for those disorders which "while not fulfilling strict diagnostic critetia, present werious
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brpblems of eating agd weight ‘cox_xc:ern“ (p. 509). They ;:gncluggd ;h_at ﬁ% of pqst-ﬁubex_tgl .
- femqleg from a sa_mple of 466 female coilege students in Great Britain; developgd a subclinical
form of AN. In addition, they interviewed 28 students who scored in the "anorexic” range of
the EAT-40 measure, and found that most of them had started dieting for cosmetic reasons,
but subsequently developed marked problems in the area of weight concern, which in some
cases had culminated in the anorexia nervosa syndrome. |

Dieting of some sort, also seems generally to have preceded the onset of binge eating
and/or bulimia. In an article entitled "Dieting and Ringing: A Causal Analysis," Polivy and
Herman (1985) have suggested that dieting usually precedes binging and that perhaps dieting
is the disorder that we should be attempting to cure. They state "the pressures to diet that
made anorexia nervosa the disorder of the 1970's may thus make bulimia the disorder of the
1980's"™ (p. 200).

Pyle and co-workers (1981) reported that in 30 out of 34 cases of bulimia, the onset
of the disorder coincided with a period of dieting. Boskind-Lodah! and Sitlin (1977) reported
that in each case of 100 women displaying "bulimarexia” symptoms (alternating episodes of
binge eating and rigid dieting), the young women's efforts to perfect herself through rigid
dieting led to her first eating binge.

Johnson et al.(1983) conducted a survey study of 509 cases of self-reported bulimia.
In their conclusion they have stated,

There seems little doubt that thinness is a more highly valued expectation for women
than men, and that many women in the current sample began purging techniques to
lose or maintain weight when they became fatigued or discouraged with restrictive
diets. (p. 170)

Thus, the attempt to maintain weight below the .ody's natural "set point,” through
restrained eating or dieting efforts has been shown to increase the susceptibility to anorexic or
bulimic behaviors.

Garner, Olmsted, and Garfinkel (1983) have demonstrated though, that while weight
preoccupied women and AN patients do show some similarities, there are also many
differences. They administered the Eating Disorder Inventory (EDI) to 237 female college

students, 66 female ballet students, and 49 female AN patients. They then identified a group



n

| of 38 w‘eighst‘ ‘p}reocculi_:i‘e‘q (WP) subjects and cqméareg:l them to the AN Vgrou:_p.: Their res}ultfé
i_ndicaied that the AN ax_zd WP é;oqps were indistinguisbable on the Drive for_'l‘hinnegs. Body
Dissatisfaction, and Perfectionism ED] subscales, but there were significant mean differences
between the groups on the Ineffectiveness, Interpersonal Distrust, Interoceptive Awareness,
and Maturity Fears subscales of the EDI. Therefore, their results supported a model in which
certain features of AN do occur on a continuum, while other traits tend to differentiate
weight-preoccupied and AN groups. Garner et al.(1983) further speculated, that while
"chronic dieters may be motivated more by a desire for physical attractiveness and social
approval, the anorexic patient may limit intake to gain a sense of psychological organization”

(p. 19).

Erevalence of Binge-cating and Bulimip

The research to date, has suggested that binge eating tendencies and bulimia, have
become evident in growing percentages among female high schoo! and college populations.
Bulimia can occur independently or in conjuction with AN. In clinical populations, about
50% of AN patients have been shown to display fairly regular binge cating episodes (Fairburn
& Cooper, 1983; Polivy & Herman, 1985). Also, the incidence of bulimia as a sub-group of
AN npatients has been shown to vary from 16% to 32% (Lacey, 1982).

Bulimic behaviors have been shown to have their onset during adolescence (Hawkins
& Clement, 1980; Pyle, Mitchell & Eckert, 1981; Polivy & Herman, 1985). Gross and Rosen
(1988) have stated, "a bulimic episode during adolescence appears to be a risk factor for
chronic eating disorders” (p. 51). Following are a number of studics that have reported on
the prevalence of binge eating and bulimic behaviors among adolescent female populations.

Moss and associates (1984) administered the EAT-40 to 151 tenth grade girls from a
small northwest Georgia community, to determine the prevaience of symptoms associated with

“bulimia. Their results indicated that 16.6% of the subjects reported frequent cating binges,
while only 7% reported frequent vomiting episodes after cating. Forty-threc percent of the

subjects reported that they were terrified of being overweight, 39% were preoccupied with a



desire to be thinner, and 35% were ﬁ:;occqi:jed With the thought of-hairipg fat on their bodies.
!t_was estimated thgt the_ freq_uency of bulimia in this population was 6 to 7 bercent on the
basis of a binge-eating criterion. ‘ -

The prevalence of bulimia and binge eating in 363 adolescent girls, grades 9 through
12, was investigated by Crowther, Post & Zaynor (1985). Their results indicated that 46% of
the subjects reported engaging in episodes of bihge eating and acknowledged the use of
self -induced vomiting (11.2%), laxatives (4.7%), and fasting (36.4%) as methods to control
their weight. They estimated that 7.7% of the girls met the DSM-III criteria for the diagnosis
of bulimia, but that the prevalence rate decreased to 2.8% when the criteria were modified to
require the presence of at least weekly binging and purging only via self-induced _vomiting or
the use of laxatives. In addition to this data, Crowther and associates found that there were
no significant differences between the bulimic and normal groups in terms of actnal weight
category, but 78.6% of the bulimic group as opposed to 20% of the normal group, perceived
themselves as overweight.

Hendren et al.(1986) reported on eating-disordered symptoms among 592 female
adolescents beween the ages of 12 and 18 from two private schools in the metropolitan
Washington, D.C., area. These subjects were considered to be a "high risk" population due
to their upper-middle class status. It was found that about 18% of the subjects reported one
or more major symptom of an eating disorder. Laxative use was reported by 2.3% of the
subjects, vomiting by 9%, and fasting by 7.4%. An eating disordered (ED) and a non-cating
disordered (NED) group, were thus identified and results showed that binge eating occurred
in approximately 44% of the NED subjects and 68% of the ED subjects.

Greenfeld and associates (1987) administered a questionnaire on eating behaviors and
attitudes to 424 males and 337 females, ranging in age from 13 to 19 years. The subjects were
drawn from a large private preparatory boarding school located in a small New England town.
There were 4% of the females and 0.8% of the males that met strict DSM-III criteria for
bulimia (including at least weekly binge eating). No subjects met the DSM-III criteria for

AN. When the criteria requirement was dropped to only monthly binging, 14.1% of the
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fgma!es Werg affected, A .t‘otﬁl of 44.6% of the females and 16.4% of the males reisorted that
they’hadr 'ungoq_tmllable urges to eat and eat untii they felt i:hyg;ically in." |

An 146-item questionnaire was developed by Gross and Rosen (1988) to examine
bulimic behaviors in a diverse sample of 1373 adolescent girls and boys from three public high
schools in the Northeast United States. Bulimia was identified in 9.6% of the girls and 1.2%
of the boys. All of the male bulimics, and 69% of the female bulimics, engaged in at least
weekly binge-eating. They reported that bulimics exhibited more negative body image,
negative self -esteem, social anxiety, and depression than normals. The study also found that
bilimia was equally likely to occur in any social class, which as they suggested, indicates that,
"socio-cultural influences which underlie bulimia have permeated all levels of the social
hierarchy" (p. 5§9).

The prevalence of binge eating and other bulimic behaviors have also been documented
among a variety of young adult women populations. Hawkins and Clement (1980) developed
a self -report measure of binge eating tendencies and administered it to 185 female and 65
male, college undergraduates. In addition, a clinical sample of 26 overweight college females
(mean excess weight of 40%) participated in thé study. Of the college undergraduates, 79% of
the females and 49% of the males reported binge eating occurrences. One-third of the normal
weight subjects and 40% of the overweight subjects reported binging at least once per weck.
Three-quarters of the entire sample population indicated that their binge cating tendencies
began between the ages of 15 to 20 years'. The authors also found a correlation between being
overweight and the severity of the binge eating problems. Overweight subjects reported more
severe binge eating tendencies than normal weight subjects. The severity of the binge cating
was also associated with the degree of dieting concern.

Halmi, Falk and Schwartz (1981) developed a questionnaire to determine the
prevalence of bulimia, and surveyed 355 summer session college students aged 14 to 67 (mean
age of 25.6 years). Their results indicated that 13% of the normal college population (87%
female and 13% male) experienced all of the major symptoms of bulimia as outlined in the

DSM-III diagnostic criteria. Purging behavior, defined as self -induced vomiting or laxative



e, s eprtd by approimatly 0 o the rspondens. s was sugssted that i rather
high rate was indicative of a serious behavioral i:roblgm cspeciauy when pqui:led with binge
eating. The investigation also found a significant relationship between individualé who
expérienced the symptoms of bulimia and a history of being overweight or being in the upper
portion of a normal weight range.

Pyle and co-workers (1983) developed a 43-item questionnaire to assess the prevalence
of bulimia in a population of 1355 university students. A comparison group of 37 female
bulimic patients was also surveyed. A "bulimic" student group which included 4.1% of the
total population (7.8% female and 1.4% male) was formed on the basis of some DSM-III
criterion. When an additional criterion, which included weekly binge eating, was added, the
"bulimic” student group was lowered to 2.1% of the respondents (4.5% of females, 0.4% of
males). Many of the non-bulimic students (41% of males and 57.4% of females) admitted to
binge eating episodes and 34.6% admitted to having attempted specific weight-control methods
(47% of these were female). The study also indicated that the "bulimic” female students
differed from the female bulimic patients in their use of fasting instead of self-induced
vomiting for weight control, and in their tendency to be overweight.

Pope et al.(1984) found that in a total of 1060 students from two colleges and a
secondary school, 1.0% to 4.2% of the females met DSM-III criteria for a history of AN (with
or without a history of bulimia), and an additional 6.5% to 18.6% of the females met
DSM-IN criteria for a history of bulimia alone. In total, 15.4% or 84 out of 544 of the
female respondents met DSM-III criteria for a major eating disorder, while no male students
could be similarily diagnosed.

The prevalence of frequent binge eating and bulimia among 485 female and 327 male
college students was investigated by Katzman, Wolchik, and Braver (1984). A total of 49% of
the respondents reported binge eating episodes (56% of females and 38% of malés). While
56% of the women reported binge eating, only 7.2% reported eight or more episodes per

month. A total of 4% of the wumen sampled fulfilled operationalized DSM-III criteria for

bulimia.
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Fairburn and Cooper (1983) conducted two conrmunity studies in Britain. by _
adrnrnisterrng a questionnaire on weight and eating habits along with the EAT-40 and the
General Health Questionnaire (Goldberg & Hillier, 1979). In the first study, over 1000
women reuiied to a popular women's magazine that requested a response from people who
were using self -induced vomiting as a means of weight control and were willrng to complete a
questionnaire, Of the 669 females who completed and returned the questionnaires, 620 were
currently using vomiting to control their weight. Four-hundred-ninety-nine or 83% of the
620 respondents fulfilled conservative diagnostic criteria for bulimia and 19 or 31% fulfilled
broad diagnostic criteria for anorexia nervosa. In the second study, 369 women who attended
a family planning clinic, completed a shortened version of the questionnaire used in the first
study. Twenty-six percent reported ever having experienced an "episode of uncontrollable
excessive eating," and 20.9% reported having such an episode during the previous two months.
A total of 6.5% reported that they had used vomiting as a means of weight control, 4.9% used
purgatives, and 7.3% used exercise. When the same conservative rules as used in the first
study were applied, 1.9% of the respondents fulfilled diagnostic criteria for bulimia.

Finally, Johnson and associates (1983) reported on 509 self -selected women volunteers
who were sufficiently distressed about their eating problems to write to the Anorexia Nervosa
Project at Michae! Reese Medical Center requesting information on bulimia. Seventy-one
percent or 361 of the respondents met the DSM-III criteria for bulimia. Of these 361 women,
61.6% were of normal weight for their height, however 50% of the sample rcportcd a history
of being overweight. Approximately 50% of the sample were binge eating at least daily, and
over two-thirds were relying upon laxatives for weight control. In addition to bulimic
behaviors, 6.1% of the total sample carried a probable diagnosis of anorexia nervosa.

In summary, a review of the literature concerning binge eating and other bulimic
tendencies has demonstrated that these disordered cating behaviors have become a serious
health problem especially among adolescent and young adult females. Approximately 4% to
18% of the adolescent female populations reviewed displayed a history of bulimia, while 16%

to 46% were shown to have engaged in binge eating cpisodes. A range of 4% to 13% for



pppulations. Among the subjec;s sur*vgyed th_at did display bulimig b‘eh‘aviors,‘ Fbm were a
number of simiiarities. It was found that dieting often preceded bulimia, the onset of bulimia
was often during adolescence, and many of the bulimic subjects reported a history of being

overweight.

Erevalence of Anorexia Nervosa

Longitudinal research has indicated that the incidence and prevalence of AN has
increased over the last 20 to 30 years in industrialized nations. Crisp et al.(1976) reported on
nine populations of English school girls during the 1972 to 1974 time period. They suggested
that it was immediately clear that all the independént schools in the sample were very familiar
with the problem of AN and often at a loss to know how to help their pupils afflicted with
the disorder. Their results indicated that 1 in 200 girls under 16, and 1 in 100 between the |
ages of 16 and 18, were suffering from primary AN. In addition to the incidence of primary
AN, they also emphasized that a number of girls interviewed reported going through times
when their behavior in some ways resembled the condition of AN.

Jones and associates (1980) investigated the incidence of AN in Monroe County, New
York during the 1960 to 1976 time period. Their results showed that there was a sharp
increase in the number of females with the disorder, particularly those aged 15 to 24 years.

The epidemiology of AN in a defined region in Switzerland from 1956 to 1975 was
investigated by Willi and Grossman (1983). Their data were derived from case histories of
nearly all medical, pediatric, and psychiatric clinics in the region during three randomly
selected sampling periods of 3 years each. It was found that the incidence of clinically
diagnosed AN increased significantly from .38/100,000 (for 1956 - 1958) to .55/100,000 (for
1963 - 1965) and to 1.12/100,00 (for 1973 - 1975). In total, 65 females with AN were
admitted for the first time to a medical center during the three sampling periods. ‘The average

age of onset of the disease was 16.9 years.
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o 'Ir‘pvipyesti:ga‘te; the ﬁrevglencg of AN in selected }j:_o@ulatigns.; the Eating Attitudes Test
or EAT (Ga_mer & Garfinkel, 1979). has been used extensively in the li_tergture. As outlined
in the methodology chapter, the EAT is a self -report measure which was developed to assess a
wide range of target behaviors and attitudes found in AN. The following, are a number of
studies that used the original EAT-40 to investigate the prevalence of AN.

The original populations surveyed to develop the EAT-40 instrument (Garner &
Garfinkel, 1979) included a criterion group of 32 female anorexia nervosa patients (AN) and
34 female normal control (NC) university students. The test was cross-validated by
administering it to an additional sample of 33 AN patients and S9 NC subjects, as well as 49
male and 16 obese subjects. Results showed a significant difference between the AN group
and all other groups. Only 7% of the NC results fell above the lowest AN score. A minimum
cut-off score of 30 was established to eliminate false negatives for AN. This cut-off score
also allowed for a "false positive” rate (identification of normal subjects with eating concerns
comparable to those with AN) in only 13% of the NC group. Garner and Garfinkel (1978)
also administered the EAT-40 to 112 professional dance students to determine if it would be
useful in detecting cases of primary AN that had not been previously diagnosed. They found
that of those students who scored greater than 30 on the EAT, clinical interviews revealed 6
cases (5%) of primary AN.

Garner and Garfinkel (1980) administered the EAT-40 to a tota! of 423 female
subjects including: 183 ballet students, 56 fashion students, 35 music students, 81 normal
control (NC) university students, and 68 patients with AN. The dance and model groups,
who, by career choice, must focus increased attention and control over their body shapes, had
significantly higher mean EAT scores than did the NC group. In the dance group, 69 subjects
(38%) scored 30 or over on the EAT, with 19 (34%) of the modelling subjects and 1] (9%) of
the NC and music students also scoring over 30. The subjects who scored over 30 on the
EAT, were then clinically interviewed. None of the NC group met the criteria for AN, but 12
cases (6.5%) of the dance sample and 4 cases (7%) of the modelling sample were identified as

having AN. It was suggested that the results from this study support the hypothesis that “the



pressure for thiuness when augmented by high performance expectations is the ideal social
medium for the expressron of anorexia nervosa rn vulnerable adolescents (p. 653)

Button and Whitehouse (1981) administered the EAT-40 to 466 female and 132 male
College of Technology students, and found that 28 female students (6.3% of the female
sample) scored in the "anorexic" range. These 28 "high scorers” were then intervrewed and
it was found that symptoms of AN were common among the group. These symptoms were
however shown to vary widely, from "normal dretrng to one case of "true” AN. It was
suggested that a high score on the EAT cannot be used to diagnose AN, but it is of value in
detecting subclinical cases. Button and Whitehouse (1981) have stated "the EAY is more
accurately viewed as a measure of concern about weight and food intake, rather than
exclusively a measure of the symptoms of anorexia nervosa” (p. 514).

Thompsom and Schwartz (1982) compared three groups of women to investigate the
relative impact of varying levels of anorexia on life adjustment of late adolescent women.

The three groups included a primary anorexia nervosa group (N = 26), a normal weight
"anorexic-like" group (N = 25), and a problem free normal group (N = 26). The
anorexic-like group was comprised of college students who scored 25 or higher on the EAT-40
and whose weight was within 10% of the expected range for their height and age. The
problem free normal group were those students who scored 10 or less on the EAT-40, and fit
within the same weight-for-height-and -age standard as above. The mean EAT scores of the
three groups were reported as 5.67 for the normal group, 36.36 for the anorexic-like group,
and 56.8 for the anorexic group. It was concluded that a considerable amount of
anorexic-like behavior exists among apparently normal-functioning college women. Fifty-two
percent of the anorexic-like and 23% of the problem free subjects reported severe or moderate
binge eating. Also, 52% of the anorexic-like group had used self-induced vomiting as a
method of weight control, and 20% had used laxatives. Social adjustment and symptomatic
distress were also measured within these groups, and it was found that the primary anorexia

nervosa group was far more profoundly affected than the anorexic-like group.
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Cl!arkqand_Pvglmer (1983) conducted a postal survey of 156 female and 120 male
students attending the University of Liecester. Eighteen (11.5%) of the female respondents
scored 30 or more on the EAT-40 measure. No male subjects scored above 30. Sixty-one
percent of the females who scored in the "anorexic™ range attended an interview. None of
the respondents fulfilled diagnostic criteria for AN, but half showed cating disorder behaviors
and attitudes of a clinical severity,

Carter and Moss (1985) administered the EAT-40 to 162 white females ranging in age
from 18 1o 39 years (mean age of 19 years). It was found that 21.6% of the subjects scored
30 or above. Only 2 of $6 selected subjects (4%) who underwent a structured interview could
be classified as anorexic and an additional 4 subjects (7%) were classified as bulimic.

Many investigators have also used the EAT measure on selected adolescent
populations. Lowe, Miles, and Richards (1985) administered the EAT-40 to 1514 New
Zealand school girls, in the age range of 13 to 17 years. Their results showed that 14% of the
subjects scored in the "anorexic” range of 30 or above.

Leichner, Arnett, Rallo, Srikameswaran, and Vulcano (1986) administered the
EAT-40 10 a total of 5150 Canadian students, aged 12 to 20, from 1S public schools and one
university in the province of Manitoba. Overall, 5% of the males and 22% of the females
scored in the "anorexic” range of the EAT-40. The mean EAT score for females was 23.5¢ '
and for males, 17.46. Also, a larger percentage of those who scored above 30 had positive
weight deviations from the median as opposed to those who were below the weight median. It
was therefore suggested that "high scores on the EAT, and any abnormal attitudes or cating
patterns that such scores reflect, are not the specific domain of the underweight but in fact
may be more prevalent among overweight females” (p.979).

A modified version of the EAT-40, which has also been used as an objective measure
of the symptoms of anorexia nervosa, was devcloped by Garner, Olmsted, Rohr, and
Garfinkel (1982). On the basis of a factor analysis of the original scale, a 26-item version of
the EAT (EAT-26) was proposed. The EAT-40 was administered 1o 160 anorexia nervosa

patients and 140 female university students. Three factors which related to dieting, bulimia



and food i:r;chupation. and oral control were thus }formulated. Fourteen itéins were
eliminated, leaving a new 26-item scale (EAT-26). |

Mann and associates (1983) administered the EAT-26 to 262, 15 year-old South
London school girls. It was found that 6.9% scored 21 or above, which had been established
as the cut-off point for the EAT-26. Thé girls who scored in this "anorexic” range reported
missing more meals during the day and that their weight was more unstable, as compared to
their peers.

Wells, Coope, Gabb, and Pears (1985) examined the factors measured by the EAT in
a sample of 749 teenage New Zealand schoolgirls between the ages of 12 to 18 years. The
mean EAT-40 score was 12.1, with 4.5% of the girls scoring 30 or above. The EAT-26 was
also administered to the subjects, and the mean score was 6.6, Their factor analysis of the
EAT-40 yielded four factors: dieting, food preoccupation, vomiting/laxatives, and social
pressure to eat. Their Factor I contained 12 of the 13 items of Garner et al. (1982) dieting
factor, with the other subscales also being similar to those reported by Garner and associates.

Due to the recognition that AN is a multi-dimensional disorder, Garner, Olmstead,
and Polivy (1983) developed a new measure called the Eating Disorder Inventory (EDI). It
was felt that the EAT tended to be oriented only toward behavioral/symptom parameters of
AN. The EDI, a 64-item, self-report, multiscale measure was thus designed, for the
assessment of psychological and behavioral traits common in AN and bulimia. The EDI
consists of eight subscales. The first three were designed to assess attitudes and/or behaviors
related to eating and body shape. It was suggested that disturbances in these areas are central
to anorexia nervosa but also may exist in other groups of dieters. The remaining five
subscales (Ineffectiveness, Interpersonal Distrust, Interoceptive Awareness, Perfectionism and
Maturity Fears) were designed to measure traits which have been "identified by clinical
theorists as fundamental aspects of the psychopathology of anorexia nervosa" (Garner, et al.,
1983, p. 29). Following are a number of studies that have utilized the EDI instrument.

Garner, Olmstead, Polivy, and Garfinke! (1984) administered the EDI to 237 female

college students and 66 female ballet students. On the basis of their scores on the Drive for



L "Q.‘F‘?‘?;’Pbﬁc‘,‘!,’v the sub,igc;g were divided into a wei‘ghtti;teoccubieq V'grgqp (N=35) and a
non _we@ht_-p_reocguﬁied brouja (N=134) (the mean score of 1S or above for anorexic imients
on the Drive for Thinness Subscale h@s been established as the cut-off point for identifying
non-giiuidl populations as weight preoccupied). Of the 3§ weight-preoccupied women, 11
had elevated scores on all of the subscales, and 24 had elevated scores only on the Drive for
Thinness, Body Dissatisfaction and Perfectionism subscales. The authors concluded that
"although there are some highly weight-preaccupied females who display psychopathology
quite similar to anorexia nervosa, others only superficially resemble patients suffering from
serious eating disorders” (p. 265).

Williams, Schaefer, Shisslak, Gronwaldt, and Comerci (1986) investigated 72 female
adolescents (mean age of 15.5 years) from Arizona, using the EAT and ED] measures, plus 2
clinical interview. Their results indicated that adolescent scores on the EAT and the EDI were
similar to young adult women scores. There were 9 subjects (12%) who had a score of 30 or
above on the EAT-40. Rased upon interview information, S4 subjects were classified as
normal, 9 as dieters, 8 as suspected bulimics, and 1 as bulimic. Interview results also
indicated that of the 72 subjects, 25% were currently dieting, 60% regularly skipped meals,
35% said they were overweight or very overweight, 22% were binge caters, 8% vomited after
eating, and 4% used drugs to lose weight.

Lundholm and Littrell (1986) investi_gatcd the desire for thinness and its relationship
to disordered eating and weight control bchalviors. among a sample of 751 female high school
cheerleaders (mean age of 15.9 years). The authors devcloped a Desire for Thinness Scale,
and administered it, along with relevent scales from three eating disorder instruments to the
subjects. The threc instruments used included the Bulimia and Body Dissatisfaction Scale of
the EDI, the EAT-40, and the Restrained Eating Scale (RES) (Stunkard, 1981). The results
indicated that the more important the desire for thinness, the more likely thé tendency toward
problematic eating behaviors. The subjects who scored in the upper third on the desire for

thinness scale were more likely to report excessive concern with dieting, caloric restriction, and

weight. This group also demonstrated dissatisfaction with the size of parts of their body, and



ej:_iégges of uncontrollable over-eating often followed by the impul;e to ensa?ge in ﬁelf-inducéd -
vomiting. | o , , - o |
Raciti and Norcross (1987) administered the EAT-40 and the EDI to 268 female
college freshmen with a mean age of 18 years. Twelve percent of the women scored above 30
on the EAT, and 18% scored above 15 on the Drive for Thinness subscale of the EDI. Both
groups were subsequently identified as weight preoccupied. The total EAT was highly
correlated with the total EDI (r=0.66) and with the Drive for Thinness subscale (r=0.79).
The results showed an 85% agreement between the EAT and the EDI in identifying women as
. not weight preoccupied, and a % agreement in women judged to be weight preoccupied.

In summary, the prevalence of disturbed eating behaviors and attitudes among
adolescent and young adult women has been shown to vary depending upon the severity of the
disorder. An approximate range of 5% to 22% of the "normal" samples reviewed, scored in
the "anorexic” range on the EAT-40, EAT-26, and/or EDI measures. The mean age of onset
for AN has been shown to range from 15 to 18.4 years. Also, populations that included high
achievers and/or individuals who were under increased pressure to be thin (i.e. ballet dancers,

models), were shown to be "high risk" populations for the development of anorexia nervosa.



. METHODOLOGY

Subjects | |
. Subjects for this research were 251 females aged 1S to 17 years, from Red Deer,
Alberta, Canada. This included the total number of grade 10 female students enrolled in
compulsory physical education 10 classes from the two schools which serve the city of Red
Deer residents. Lindsay Thurber Comprehensive High School (LTCHS) is the public high
school for the entire city of Red Deer. There were 180 females registered in P.E. 10 at
LTCHS. Camille J. Lerouge Collegiate is the scparate high school for the entire city of Red
Deer, and had 71 females registered in P.E. 10.

A sample of 15 to 17 year olds was chosen because this age marks the onset of the
phase of life in which anorexia nervosa seems most usually to have its conception (Dally,

Gomez, & Isaacs, 1983; Jones, et al., 1980).

Instruments
1. Eating Attitudes Test (EAT)

This test was developed and validated to assess a broad range of target behaviours
and attitudes found in anorexia nervosa (Garner & Garfinkel, 1979). The EAT is a
self -report questionnaire that employs a forced -choice Likert scale ranging from 1
(never) to 6 (always) with a total possible score of 78. A score of 3 is carned for an
extreme response in the "anorexic” direction, with adjacent alternatives given a score of 2
or 1. A high score on the EAT does not invariably reflect AN, nor does a low score
invariably rule it out. However, in practice, the EAT has been shown to be quite
accurate in differentiating anorexics from normal weight individuals (Garfinkel &
Garner, 1982). It should be stressed, that the EAT was used as a general index of
disturbed eating behaviors and attitudes, and not as a method of diagnosing anorexia

nervosa. The diagnosis of AN remains a clinical one.



‘The EAT was originally a 40 item‘questionnairg. but has been abb;gyigted to 26“
items (EAT-26) on the basis of a factor analysis of the original scale (Garner, Olmsted,
Bohr, & Garfinkel, 1982), Factor I (Dieting), contains 13 items and reflects a
pathological avoidance of fattening foods and a preoccupation with being thinner. Factor
II (Bulimia and food preoccupation), contains 6 items and reflects thoughts about food
as well as those indicating bulimia. Factor III (Oral Control), consists of 7 items and
relates to self -control of eating and the perceived pressures from others to gain weight.

A score of 20-plus on the EAT-26 was used as a cut-off score taken to be
indicative of anorexic traits and tendencies.

The EAT-26 has been shown to display acceptable criterion-related validity by
significantly predicting group membership. The reliability (internal consistency) of the
EAT-26 is high (alpha=0.90 for the AN group tested). The EAT-26 has also been
shown to be highly predictive of the total EAT-40 (r=0.98). Factor ] of the EAT-26
has the highest correlation with the total EAT-26 (r=0.93), with Factors II (r=0.64)
and IlI (r=0.60), having weaker positive relationships to the EAT-26 total scale score.
Body Shape Questionnaire (BSQ)

The BSQ is a self -report instrument that was constructed to provide a means of
investigating the role of concerns about body shape in the development, maintenance, and
treatment of anorexia nervosa and bulimia (Cooper et al., 19‘87). It employs a one to six
scoring method ("never"=1, "always"=6), with all questions referring to the subjects
state over the previous four weeks. A final set of 34 questions were empirically derived
by interviewing both patients with eating disorders and other women. The highest
possible score for the BSQ equals 204.

The BSQ was validated by comparing the scores of a non-patient sample
(n=535) to the scores of bulimia nervosa patients (n=38). The scores of the patients
were significantly higher (mean=136.9, s.d. 22.5) than those of the non-patients
(mean=81.5; s.d. 28.4); (t=11.7; df =571; p <0.001). Its concurrent validity was

shown by the significant correlations between the BSQ and the total score on the EAT
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ggQ the Body Dissatisfaction subscale of the Eating Disorder Inventory (Garner,
Olmstead, & Polivy, 1983).

Discriminant validity of the BSQ has also been shown to be satisfactory. Among
a community sample of women, those who independently declared themselves as
concerned about weight and shape had significantly higher BSQ scores (mean=109.0; s.d.
21.2) than the unconcerned group (mean=55.9; s.d. 14.4). Similarly, probable
community "cases” of bulimia nervosa had mean scores of 129.3 (s.d. 17.0), which were
significantly higher than the mean score of 71.9 (s.d. 23.6) for the "non-cases".

Cooper and his associates have suggested that the BSQ measures a psychological
dimension (concern about body shape), that is known to vary considerably in intensity
both within patient populations and within community samples. Therefore, they state
"the BSQ should be regarded as providing a measure of the extent of psychopathology
rather than a means of case detection” (Cooper et al., 1987, p. 490).

Eating Practices Inventory (EPI)

This questionnaire was designed to elicit straight-forward information on eating
practices and weight associated behaviors and attitudes. The survey items obtained: (1)
basic demographic data; (2) current weight and height, and perceived weight and height;
(3) weight and dieting history; (4) preoccupation with weight, food, and eating; and (5)
the frequency of certain eating behaviors, especially binge cating and behaviors used to
control weight. The EPI was not designed for case f inding.

The items on the EPI were derived from several sources all of which have been
previously used in clinical and/or non-clinical settings. Many questions were developed
based upon their ability to ascertain in detail, symptoms and bchaviors mentioned in the
DSM-III diagnosis of anorexia nervosa and bulimia. This was to assure that the
questionnaire would assess those eating behaviours and attitudes toward food and cating
that are clearly disordered.

The majority of the questionnaire employed an adaptation of the onc used by

Greenfeld and associates (1987). Additional items originated from other sources (Halmi,
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N The three separate questionnaires descrihed above. were combmed into one
measuring instrument for the purpose of this study, and were administered to girls
enrolled in compulsory physical education 10 from the two high schools in Red Deer,

Alberta.
4. Height and Weight

Standing height and hody weight were measured according to standards set by the
Canadian Stahdqrdized Test of Fitness Operations Manual (1986). Height was recorded
to the nearest 0.5 cm, using a metric wall tape and a set square. A balance beam scale
was used to measure weight to the nearest 0.1 kg. A body mass index (BMI) was then
calculated for each subject and their score was placed in a good health or health risk zone
according 1o standards established for adolescent females by the Canadian Standardized
Test of Fitness Operations Manual (Fitness and Amateur Sport: Government of Canada,

1986).

Procedure

The principals of Lindsay Thurber and Camille high schools, were approached, the
nature of the study explained and their participation enlisted. The administration of the
questionnaire took place in a classroom setting during a compulsory grade ten, 80 minute,
physical education class. It was emphasized that the research was being conducted
independently of the school and teachers, and that filling out the questionnaire would not
affect whatever grade the student might be assigned in the class. .

The nature of the study was explained and the students were assured that they would
not be asked to participate in the study in any other way. Directions regarding response
format were explained to the students, with emphasis placed upon their request for assistance
if they needed clarification on anything pertaining to the questnonnaxre Students were
mstructed not to identify themselves by name or in any other manner, and were insured that

their responses would be anonymous and confidential. The subjects were instructed to



qqmbl_ctg ‘the\ }dues,tignqairq }vi;hout discussing their answers among themselves, and the
imﬁdrtance of ;gsbon;ling honestly was stressed. 7

The subjects were also informed that while they were completing the questionnaire,
members of the research team would be calling them to the back of the classroom to be
measured for height and weight. This was set up so as not 1o disturb the students who were
completing the questionnaire, while at the same time providing privacy to the subject being
measured.

Upon completion of the questionnaire, the student participants were provided with
general information concerning disordered cating and weight control behaviors and attitudes.
The students were then given a chance to ask questions and to discuss anything pertaining to
the topic. They were also told that they would be able to obtain the group results from the
rescarcher after the data had been analysed. Finally, any students who felt they needed help
with an eating disorder, were given guidance as to how 1o obtain such assistance.

Those students who were absent on the day of the testing, completed the
questionnaires in the next physical education class that they attended, under the supervision of

their teacher.



IV, RESULTS AND DISCUSSION

The Study Sample
Data were obtained from 251 grade 10 female adolescents, who resided in an urban
community in Central Alberta. Their ages ranged from 15 to 17 years, with 2 mean age of

15.7 years. The mean weight of the study sample was 57.5 kg (s.d. 9.00) and the mean
height was 164.1 cm (s.d. 6.12).

Ihe Enting Attitudes Test (EAT-26)

The mean EAT-26 score of this sample was 10.04 (s.d. 8.89). The scores ranged
from 0.00 to 48.00. Using a cut-off point of 2 20, 17.5% (n=44) of the subjects gave a
positive response to the EAT-26 instrument. A further 6.8% (n=17) scored in the borderline
15 to 19 range on the EAT-26. Three quarters or 75.7% (n=190) of the subjects scored 14 or
less. Based on the cut-off point of 2 20, an "anorexic-like" (A-L) problem group of 44
subjects (17.5%) and a problem free "normal" group of 207 subjects (82.5%) were
established.

These findings were similar (although somewhat elevated) to those found among other
adolescent school girl samples surveyed using the EAT-26 scale. A sample of 267, 15 year-old
females investigated by Mann and associates (1983), had a mean EAT-26 score of 9.6 (s.d.
6.4). with 6.9% scoring above the cut-off point of 2 20. Wells et al.( 1985) reported a mean
score of 6.6 for a sample of 749 females aged 12 to 18 years. They also found that 4.5% of
their sample scored above the established cut-off point of 2 30 on the EAT-40 scale. Gibbs
(1986) administered the EAT-26 to 136 females ranging in age from 15 to 18 years, and
found a mean score of 13.36 (s.d. 11.49), with 12% of the sample scoring 2 20. Grant and
Fodor (1986) reported a mean EAT-26 score of 8.54 (s.d. 6.77), using a sample of 113
females aged 15 to 18. Finally, Williams and co-workers surveyed 72 females with a mean
age of 15 years, and classified 54 of the subjects as normal. The mean EAT-26 score for

these 54 subjects was 10.7 (s.d. 6.6) and the mean EAT-40 score was 17.6 (sd. 8.3).

34
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| A number of studies that used the EAT 40 scale (which co:relates hnghly with the
EA‘I‘ 26 scale, r=0.98) have also found similar positive response rates among adolescent
subjects. Moss and associates (1984) surveyed 151 tenth grade girls and found that 11.9% of
the sample scored 2 30 on the EAT-40 scale. Lowe and co-workers (1985) administered the
EAT-40 to 1514 New Zealand school! girls aged 13 to 17, and found that 14% scored 2 30.
Leichner et al.(1986) surveyed 2247 male and 2404 female studeuts aged 12 to 20 years, and
found that $.7% of the males and 22.3% of the females scored 2 30 on the EAT-40 scalc.
Table 1 summarizes the prevalence rate of positive Eating Attitudes Test scores among various
adolescent female samples and allows for comparison of similarity between studies.

The significant amount of "anorexic-like" behaviors and attitudes found among the
subjects in the present study (17.5%) was somewhat high relative to results found in other
studies that examined adolescent female samples. Perhaps this is in part due to the secular
increase in the promotion of a thinner ideal female figure by the mass media and f ashion
industry. This hypothesis is supported when one reviews the results of previous rescarch that
employed the identical testing instrument (EAT - 26) in 1983 (Mann et al.) and 1986
(Gibbs), where a trend towards increased "anorexic-like” behaviors was reported.

A crucial distinction must be made however, between displaying cating disordered
"behavior", and having a clinical eating "disorder”. The author is not suggesting that a
positive response to the EAT allows for a clinical diagnosis of anorexia nervosa (AN), but
rather demonstrates that abnormal cating attitudes and behaviors are Quite prevalent (in
various degrees of severity) among adolescent femalcs.

Past research has demonstrated that there may be a "subclinical® classification of
eating disorders. Button and Whitehouse (1981) have suggested that the EAT could be "more
aecuralely viewed as a measure of concern about weight and food intake. rather than
exclusively a measure of the symtoms of anorexia nervosa® (p. 541). They further concluded
in their study of 466 female college students in Great Britain, that $% of their sample had
developed a "subxlinical” form of AN. Nylander (1971) has also suggested that AN may be

expressed in “mild” or “incipient® forms, and concluded that 10% of the 1241 female
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teenagem he investigated had an incipient form of the disorder
The high positive response rate (17.5%) to the EAT-26 scaie found in this study could
be viewed as an indication that concern about weight and food intake among adolescent

females is becoming a serious public health problem.

TABLE 1. Prevalence of positive Eating Attitude Test
.scores among adolescent female samples.

study Sample| Scale | Criterion |Prevalence
Size
Mann et al. (1983) 263 | EAT-26 > 20 ' 6.9%
Moss et al. (1984) 151 EAT-40 2 30 11.9%
Lowe et al., (1985) 1514 EAT-40 2 30 14.0%
Wells et al. (1985) 749 EAT=-40 2 30 4.5%
Gibbs (1986) 136 EAT=-26 2 20 12.0%
Leichner (1986) 2404 EAT~-40 2 30 22.3%
Present Study 251 EAT-26 > 20 17.5%
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L Separate mean EA’I‘ 26 scores for the A L problem group (n-«) and the problem
free normal group (n=207) were also calculated. The mean EA'I‘ 26 score of the A-L group
was 25.95 (s.d. 6.00), which was shown to be significantly different from the problem free
normal group mean of 6.66 (s.d. 6.00) (1=23,20; df =249; p <0.001).The significant
difference between these two group means indicated that the A-L group displayed a
considerably higher percentage of abnormal eating attitudes and behaviors as compared to the
normal group.

In the original study by Garner and associates (1982), mean EAT-26 scores of 36.1
(s.d. 17.0) for 160 AN patients, and 9.9 (s.d. 9.2) for 140 female controls were found. The
mean of this study's A-L group (25.95) was not as high as the clinically diagnosed anorexia
nervosa patient's mean (36.1), but it was considerably higher than the female contro! group
mean (9.9) found in the original sample. This again demonstrates that many anorexic-like
behaviors and attitudes were found among this "normal” adolescent female sample, cven

though no clinical diagnosis of anorexia nervosa was made.

The Body Shave Questionnaire (BSQ)

The mean BSQ score for the study sample was 97.74 (s.d. 36.82), with a minimum
score of 34.0 and a maximum score of 189.0. The correlation coefficient between the total
EAT and the total BSQ scores was .5454 (p <0.001). The mean BSQ score for the A-L
problem group was 141.2 (s.d. 28.8), while the mean BSQ score for the normal Eating
Attitudes Test group was 88.5 (s.d. 31.4). These means were shown 1o be significantly
different (1=10.27; df =249; p <0.001).

The BSQ developed by Cooper and associates (1987). measures concerns about body
shape. In the original study, Cooper et al.(1987) found a mean BSQ score of 81.5 (s.d. 28.4)
for a sample of women which included 204 university students and 33] family planning clinic
attenders. They then identified a group of 95 subjects who independently declared themselves
as concerned about weight and shape and 79 subjects who were identified as unconcerned

about weight and shape. The criterion for membership into the “concerned® group included



those who rated slimness and the fear of fatness as ?ﬁ}?@?t#tcls% "or =xtremelv important;
and w:er,ev curren_tly dieting to lose weight. ‘I‘be funcpncqmed' grpub r;a‘t.ec!l‘ sl_iniqqsg Vand‘t:he
fear of fatness as "not at all” or "slightly” important; and were not curtenuy dieting. The
"concerned” group had a mean BSQ score of 109 (s.d. 21.2) while the "unconcerned” group
mean was 55.9 (s.d. 14.4),

The mean BSQ score of 97,74 found in the present study sample was considerably
higher than the previously found means of the "unconcemed"-sroup (55.9) and the entire
community sample (81.5). In addition, the mean BSQ score of 141.2 for the A-L group
identified in the present study was higher than that reported by Cooper and associates (1987)
for a sample of 38 bulimia patients (136.9). The mean BSQ values found in this study, both
for the entire sample and for the A-L group alone, seem to indicate that concerns about body

shape among adolescent females are indeed becoming a health problem that must be dealt

with.

Weight Related Data
A. Concerns About Feeling Fat

The survey results demonstrated an overall pervasiveness of the "feeling” of being fat.
The following items (summarized in Table 2) were examined separately to gain an estimate of
the prevalence of these types of weight related behaviors and attitudes. The majority of the
251 female adolescent subjects (71.3%) who participated in the study gave an affirmative
response to the question, "Do you often feel fat?". An answer of "often, very often, or
always" was given by 56.5% of the subjects when asked, "How often do you worry about
being or becoming overweight?". Approximately 45% indicated that they were "often, very
often, or always" terrified of being overweight. Forty-four percent of the subjects indicated
that they were "often to always" preoccupied with a desire to be thinner, and 41.4% were
"often to always" preoccupied with the thought of having fat on their body. Finally, 62.9%

gave an "often, very often, or always" response to the question, "Have you been afraid that

you might become fat (or fatter)?".




The prevalence of concern over feeling fat found in the present study was consnstent
witb 'esults of various other female samples that have been xnvestigated Huenetnnnn and
co-workers (1966) reported that a large number of American schoo! girls described themselves
as "fat", the numbers increasing from 43% at grade 9, to 56% at grade 12. Nylander (1971)
investigated 1129 male and 1241 female Swedish schoo! children, and found that most girls
had at some time felt they were fat, the frequency increasing progressively from S0% at age
14, to approximately 70% at age 18.

The survey of 151 tenth grade American girls conducted by Moss and associates
(1984) also yielded very similar results to the present study. They reported that 43.1% of
their sample, were often, very often, or always "terrified of being overweight ", 39.1% were
"preoccupied with a desire to be thinner", and 35.1% were "preoccupied with the thought of
having fat on their body". Greenfeld et al.(1987) found that 81.4% of the 337 adolescent
female students from England they surveyed, reported "often fecling fat”. Finally, the postal
survey of 33,000 women conducted by Glamour Magazine (Wooley & Wooley 1984a), found
that 75% of the respondents felt they were "too fat” and 41% were cither "moderately
unhappy or very unhappy" with their bodies. An analysis of the present study results (in
conjunctio_n with previous findings of the related literature), has hiéhlighted just how
prevalent concerns about feeling fat are becoming among females of contemporary Western
societies.

In relation to these data describing the feeling of being fat, a number of subjects
indicated that they had concerns about weight and eating that werc of a scrious nature.
Sixty-four subjects (25.5%) reported that they were concerned they might have an cating
disorder. In addition, 25 subjects (10%) reported having scen a doctor for an cating or weight
related problem. Thesc results were very similar to those reported by Greenfeld et al.(1987).
Their investigation of 337 females aged 13 to 19 years, indicated that 28.1% were concerned
they might have an eating disorder, and 13.6% had scen a doctor for an cating or weight

related problem.



TABLE 2. Percentages of often, very often, or always
responses to selected questions dealing with
concern about feeling fat.

Selected Questions $ (n)

Worried about being or becoming overweight | 56.5 (142)
Terrified of being overweight 45.4 (114)
Preoccupied with a desire to be thinner 44.2 (111)

Preoccupied with the thought of having
fat on one's body _ 41.4 (104)

Afraid of becoming fat (or fatter) 62.9 (158)
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B. Compurison of Welght Opinion to Measred Weigh and Hlght

| Weiéht and _height meqsurem_ehts were taken hy the researcher, and a body mass index
(BMI) score was calculated for each subject. Each score was then placed in an above or
below average liealtb risk zone or a good health zone a'ccordiﬁg to standards estal;lished for
adolescent females by the Canadian Standardized Test of Fitness Operation Manual (Fitness
and Amateur Sport: Government of Canada, 1986).

Weight opinion data showed that over half (57.4%) of the subjects felt they were
overweight or very overweight. Thirty-six percent felt they were of average weight, and 6.3%
felt underweight. When these values were compared to body mass index (BMI) results, it
seemed apparent that the feeling of being overweight was much more prevalent than the
actual condition. Table 3 demonstrates the breakdown of subjects into a "good health” group
and two "health risk" groups, as they compare to the weight opinion categories. According to
the BMI results, 68.9% (n=173) of the subjects fel! within the good health category but only
36.3% (n=91) considered themselves of average weight. The above average health risk group
contained only 10.8% (n=27) of the sample, while 57.4% (n=144) considered themselves
overweight or very overweight. Conversely, while only 6.3% (n=16) considered themselves

underweight, 20.3% (n=51) of the subjects fell in the below average health risk group.

TABLE 3. Weight opinion and BMI results for total sample.

Weight Opinion % (n) % (n) BMI Zone
Underweight 6.3 (16) 20.3 (51) Below Avg.
_ Risk Zone
Average 36.3 (91) 68.9 (173) Good Health
Zone
Overweight or Above Avg.

Very Overweight 57.4 (144) 10.8 (27) Risk Zone




- Crosstabulations between the BMI groups and selected questions (Table 4) were also
conducted to establish the ftequency ot' certain weight related hehaviors and attitudes as they
compare to the established good health and health risk groups. Results showed that 63%
(n=109) of the subjects that fell in the good health BMI group t’elt they were overweight or
very overweight. In addition, 21.6% (n=11) of the below average health risk group felt
overweight, 51.0% (n=26) felt they were of average weight, and only 27.5% (n=14) felt they
were actually underweight.

Again, these results are consistent with other studies that investigated adolescent
female samples. Eisele and associates (1986) surveyed 385 females aged 12 to 14 and found
that while 81% of the subjects were within the range for ideal weight or were underweight,
78% preferred to weigh less. Greenfeld et al.(1987) found that of the 337 females they
investigated, 46.9% described themselves as overweight but only 12.3% were actually
overweight. Finally, Kaplan and co-workers (1988) surveyed 211 females and 133 males aged
11 to 18 years and found that females were more likely than males to see themselves as
overwzight, and if actually underweight, to see themselves as normal or even overweight.

In addition to the above studies that surveyed adolescent female subjects, similar
results have been found among adult female samples. Halmi and co-workers (1981)
investigated 208 females with'a mean age of 25.6 years and found that 41.8% felt they were
overweight or very overweight, while only 12.1% were classified as over or very overweight
according to height/weight norms. Johnson and associates (1983) surveyed 361 women (mean
age 23.7 years) who were concerned that they may have an eating disorder and found that
61.6% were of normal weight for their height, while 50% of the sample reported a history of
being overweight. Only 17.5% of the sample were currently overweight. Finally, Cooper et
al.(1984) found that 86% of a sample of 364 women (mean age 24.1 years) weighed within
the normal range for their height and age. Despite this fact, 39% perceived themselves as
considerably over the appropriate weight for their age and height; and 60% reported that they

persistently felt fat.



TABLE 4. Comparison between weight opinion and BMI zonas.
BMI Zone

) Below Avg. Good Health Above Avg.
Weight Opinion Risk Zone Zone Risk Zone
$ (n) (n) % (n)

Underweight 27.5 (14) 1.2 (2)
Average 51.0 (26) 35.8 (62) 11.1 (3)
Overweight 21.6 (1l1) 60.1 (l04) 74.1 (20)
Very Overweight 2.9 (5) 14.8 (4)
Column Totals 20.3 (51) | 68.9 (173) 10.8 (27)

FT



‘ In summary, it seems evrdent that many females perceive themselvee to be overweight
when in fact they are not. Also, a number of females who are actually underwerght perceive
themselves as normal or even overweight. These types of weight perceptions support the
hypothesis of a shift towards a thinner ideal body shape for females.

Most of the past studic~ ~oncerning abnormal eating attitudes and behaviors have
categorized subjects into weigh* .. aps according to weight for height and age norms.
However, recent research has shown that weight for height and age norms are less valid than
BMI measurements. The most valid estimation of body composition would involve skinfold
and girth measurements, along with body height and weight (Fitness and Amateur Sport:
Government of Canada, 1986). Due to the nature of this study, measurements of this kind
were not possible. It was felt that these kinds of extensive anthropometric measurements
would have negatively affected the questionnaire responses. Since the collection of survey
data was the main purpose of this research, every attempt had to be made to try to ensure the
reliability of the responses. Thus, only measurements of body weight and height were taken
and these were converted into a body mass index (BMI) score for each individual,

Dietz, Bandini, Schoeller, and Gortmaker (1986) investigated the validity of
anthropometric measurement with both normal and obese adolescents and concluded that,
"use of the BMI appears the most pragmatic approach to the assessment of adiposity in
populations” (p.13). Their results also indicated that weight for height and age measurements
had consistently lower correlation coefficients with percentage ideal body weight determined
from total body water, than BMI measurements. Additionally, height/weight tables have been
criticized in recent years because they do not make allowances for differences in body
composition, nor are they necessarily representative of the general population. Also, the
height/weight values used in the construction of many tables were usually reported rather than
being measured precisely. For these reasons, plus the fact that BMI "good health” and
"health risk" zones have been adjusted to better suit adolescent samples (Fitness and Amatuer

Sport, 1986), the present study utilized BMI values as an objective indicator of actual body

measurements as they compare to subjective opinions of weight.
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'A In addition to comparisons between BMI values and subjective weiﬁht obinions |
crosstabulations between BMI results and seleeted quesuons were analysed. The quesuon
concermng the subjects’ frequency of worry about being overweight, revealed that responses
of "often, very often, or always" were given by 60.7% of the good health group plus 31.3% of
the below average health risk group. The crosstabulation between the BMI and the amount of
weight the subject wanted to lose, indicated that $9.0% of the good health group still wanted
to lose 6 to 20 pounds. Twenty-nine percent of the below average health risk group reported
wanting to lose an additional 1 to 10 pounds.

Again, these results demonstrated that the majority of the female subjects in this
sample who were in the good health range, were still worried about being overweight, and felt
they needed to lose weight. Perhaps even more alarming was the finding that approximately
one third of the S1 subjects who scored in the below average health risk zone were also
worried about being overweight, and reported a desire to lose an additional 1 to 10 pounds.

C. Caloric Restriction Behaviors and Attitudes

The frequency of calorie restriction type behaviors, as reflected by selected qucstions
from the Eating Practices Inventory (EPI) are outlined in Table . Twenty-cight percent
(n=71) of all subjects reported dicting scveral days a month or more, and 31.1% (n=178)
reported that they weighed themselves once every week or more. Forty-six percent (117)
indicated that they skipped meals 2 to 6 times per week or more. Fasting behaviors of once
every week or more were reported by 12.8% (n=32) of the subjects. Excrcisc once a day or
more to burn calories was reported by 21.9% (n=55) of the subjects. When subjects were
asked to describe their cating behavior, 42.3% (n=106) reported that they "often or usually "
limit food intake. Also, 41.9% (n=105) of the subjects indicated that they would "probably
or definitely” take a weight-control course if it was of fered in their school's curriculum.

This apparent pervasiveness of caloric restriction bchaviors and attitudes was also
consistent with past [ indings. Nylander (1971) reported that 10% of the 14 year-old, and 40%
of the 18 year-old girls in his study had tried to diet. Greenfeld (1987) reported that of the

337 females they surveyed, 43.6% employed crash diets, 39.7% of ten fasted more than one full



TABLE 5.

Calorie restriction behaviors and attitudes

for the total sample.

Behaviors and Attitudes

Diet several days a month or more
Weigh self one or more times weekly

Skip meals 2 to 6 times or more per week

Fast one or more times weekly

Exercise to burn calories one or more

times daily

Often or usually limit food intake
Would probably or definitely take a

weight-control course

(n)
28.3  (71)
3l.1 (78)
46.6 (117)
12.8 (32)
21l.9 (55)
42.3 (106)
41.9 (105)




a
day, and 13.6% wéighed themselves one or more times daily. The Nielson survey (1979)
demonstrated th;it 56% of all women 24 10 54 years repqngd tha; tbcy die;‘.r | |
One of the most interesting findings of this study concerning calorie restriction
behaviors and attitudes was that 41.9% indicated they would probably or definitely take a
weight-control course if it was offered in their school's curriculum. This attitude indicates

the degree of concern and possibly preoccupation with weight and appearance that this sample

of adolescent girls possessed.

Characteristics of the Anorexic-like and Normal EAT Groups

As well as yielding data on the sample as a whole, this study also aimed to describe
the characteristics of those scoring above the cut-off point established for the EAT-26. This
allowed for a more precise investigation into a group of "normal” adolescent females from a
general sample, who scored in the "anorexic-like" range as measured by the Eating Attitudes
Test.

As previously ‘indicated. 17.5% (n=44) of the subjects scored in the anorexic-like
(A-L) range of the EAT-26. The A-L group had a mean weight of §9.23 kg (s.d. 9.89) and
the normal group had a mean weight of §7.19 kg (s.d. 8.79). These mean weights were not
shown to be significantly different (t=1.36; df =249; p >0.05). Also, the A-L. EAT group
had a mean BSQ c-ore of 141.2 (range S to 189), while the normal EAT group had a mean
BSQ score of 88.5 (range 34 to 168). These mean BSQ scores were shown 1o be significantly |
different at a probability level of <0.00] (1=10.27; df =249). Only two subjects from the
A-L group had a score of less than 97 on the BSQ. The significant difference between the
mean BSQ scores for the A-L group as compared to the normal group, indicates that concerns
over body shape and appearance were much more prevalent among the cating problem group.

Certain items of the BSQ were examined separately to gain an estimate of the
prevalence of concern about body shape of the A-L group as compared to the normal group.
A comparison between the A-L group and the normal group who gave a response of “very

often or always” on selected BSQ questions is summarized in Table 6. Results of the total



sanrple were also included to allow for a comparlson between the separate groups wlth the
combined group Eighty-snx percent of the A- L group, as opposed to 23 2% of the norrnal
group, reported that they "often or always" were so worried about thelr shape tlrat they felt
they ought to diet. Eighty-eight percent of the A-L group and 33.4% of the normal group
reported that they were afraid they might become fat (or fatter). These results demonstrated
that a much higher percentage of the A-L group perceived themselves as overweight as
-compared to the normal group. When asked, "Has feeling full made you feel fat?", 90.9% of
the A-L group responded "very often or always", while only 26.5% of the normal group gave
these same answers. Also, 54.5% of the A-L group reported eating even a small amount of
food made them very often or always feel fat, while only 7.4% of the normal group gave the
same response. The responses to these questions indicated that the A-L group had a much
higher percentage of abnormal attitudes towards food and eating. Over half of the A-L
group indicated that eating even a small amount of food made them feel fat. Surely this type
of an attitude demonstrates a preoccupation with food and eating.

A number of BSQ questions also indicated a greater dissatisfaction with body shape of
the A-L group. Sixty-three percent of the A-L group reported "very often or always" feeling
fat when naked and 52.3% reported avoiding certain clothes which made them particularly
aware of the shape of their body. Only 15% of the normal group reporied an answer of "very
often or always" to these same two questions. Seventy-two percent of the A-L group as
compared to 26% of the normal group, reported "very often or always" imagining cutting off
fleshy areas <f their bodies. In answer to the question, "Have you felt ashamed of your
body?", 65.9% of the A-L group as compared to 22.2% of the normal group, gave a "very
often or always” response. Sixty-eight percent of the A-L group as compared to 22.8% of the
normal group gave a "very often or always" response to the question, "Has seeing your
reflection made you feel bad about your shape?”. Fifty-two percent of the A-L group as
compared to only 11.1% of the normal group answered "very often or always" to the
question, "Have you been particularly self -conscious about your shape when in the company

of other people?”. Finally, 61.4% of the A-L group and 21.7% of the normal group "very



TABLE 6. Percentages of very often or always responses
on selected BSQ questions according to EAT
score groupings.

EAT Group

Selected BSQ Questions A-L Normal Combined

% (n) % DR | (n)

Believe ought to diet 86.4 (38)| 23.3 (48)[34.2 (86)

Afraid of becoming fat 88.6 (39)| 33.4 (69)[(43.0 (108)
Has feeling full made you

feel fat 90.9 (40)| 26.5 (55)|37.8 (95)

Has eating even a small
amount made you feel fat 54.5 (24) 7.4 (16)15.9 (40)

Feel fat when naked 63.6 (28)| 15.4 (32)[23.9 (60)
Avoid certain clothes 52.3 (23)| 15.4 (32)|22.0 (55)
Imagine cutting off fat 72.8 (32)} 26.0 (54)|34.3 (86)
Felt ashamed of body 65.9 (29)] 22.2 (46)|29.9 (75)

Has your reflection made
you feel bad 68.2 (30)] 22.8 (47)[|30.7 (77)

Self-conscious about shape|S52.3 (23)] 11.1 (23)|18.4 (46)

Think lack self-control 61.4 (27)| 21.7 (45)|28.7 (72)




often or always” thought that thgir shaj:e resulted from a lack of self-control.

Again, it seemed evident by the differences in answers between the A-L and normal
groups, that the eating problem group displayed many more concerns about their body shape
and were much more self -conscious about their appearance. An examination of the selected
BSQ questions outlined in Table 6 enables the reader to identify some of the specific attitudes
and behaviors that were most prevalent among the A-L problem group.

Selected questions from the EPI were also examined separately to compare the A-L
and normal EAT group responses. Nintey-three percent of the A-L group as opposed to
66.7% of the normal group answered yes to the question, "Do you often feel fat?". On the
related question, "How often do you worry about being or becoming overweight?", 95.5% of
the A-L group and only 25.2% of the normal group, answered "very often or always”. These
responses indicated that nearly all of the A-L problem group felt that they were fat, and were
constantly preoccupied with worries about becoming overweight.

Self -reported weight opinions and BMI results also displayed some differences between
the A-L and normal EAT groups. Refer to Table 7 for a summary of these results.
Approximately eighty percent of the A-L group felt overweight or very overweight, but only
13.6% of these subjects were actually in the above average health risk zone. Of the normal
group, 52.6% placed themselves in the overweight or very overweight categories, while only
10.1% actually fell in the above average health risk zone of the BMI.

As was previously suggested, the comparison between subjective weight opinion and
BMI value, indicates that a much higher percentage of this adolescent female sample perceived
themselves as overweight than were actually measured as being overweight. This difference
Wwas even more apparent in the A-L group as opposed to the normal group. Approximately
eight percent of the normal group and none of the A-L group rated themselves as
underweight, but 21.7% of the normal group, and 13.6% of the A-L group scored in the below
average health risk zone of the BMI.

Due to the evidence that has suggested a shift towards a thinner "ideal" shape for

females, it was expected that only a very small percentage of this sample would rate



TABLE 7. Weight opinion and BMI according to EAT score.

1

ANOREXIC-LIKE EAT GROUP

Weight Opinion $ (n) BMI Zone % (n)
Below Average

Underweight Risk 2zone 13.6 (6)
Good Health

Average '20.5 (9) Zone 72.8 (32)

Overweight or Above Average

Very Overweight 79.5 (35) Risk Zone 13.6 (6)

NORMAL EAT GROUP
Weight Opinion % (n) BMI Zone $ (n)

Below Average

Underweight 7.7 (16) Risk Zone 21.7 (45)
Good Health

Average 39.7 (82) Zone 68.2 (141)

Overweight or Ahove Average

Very Overweight 52.6 (109) Risk Zone 10.1 (21)




;hgmsc]vc_s as underweig‘h‘tv. It was also expected, that none of the anorexic-like }gr‘.pu_):;lwould_
j:erceive themselves as underweight because a distorted weight perception is:‘tyj:i_c‘gllyvglis;::lpye'd
by anorexic individuals. Finally, of the 44 subjects who scored 2 2Q. and therefore bccamg ]
member of the A-L group, there were an equal percentage (13.6%, n=16) who scored in the
below average BMI zone and the above average BMI zone. The remainder, approximately
three-quarters (72,8%, n=32), scored in the good health range of the BMI, These findings
suggest that high scores on the EAT, and any abnormal attitudes or behaviors towards food
or eating that such scores reflect, are not only found among the underweight, but may be
more prevalent among average or overweight females. Leichner and associates (1986), found
similar results among their sample of 2404 females aged 12 to 20 years. They reported that
approximately 30% of their positive response EAT group were above the median weight for
height and age.

The A-L group also appeared to display more of a weight fluctuation as compared to
the normal group. The differences between reported most and least weights during the past
year, were calculated for each subject, and these weight differences were subdivided into five
pound categories. A higher percentage of the normal group (63.3%) as compared to the A-L
group (42.9%) had weight fluctuations of only 1 to 10 pounds. Conversely, 56.1% of the A-L
group as opposed to 31.9% of the normal group reported weight fluctuations of 11 or more
pounds, perhapé indicating that those belonging to the A-L group were less likely to maintain
a stable weight, and were more likely to go through frequent periods of weight loss and
subsequent weight gain,

A number of the EPI questions also demonstrated a relationship between a high EAT
score and the frequency of abnormal eating patterns and attitudes. Sixty-eight percent of the
A-L group, as compared to only 19.7% of the normal group, reported that they dieted several
days a month or more. Forty-three percent of the A-L group compared to 28.5% of the
normal group reported that they weighed themselves once every week or more. Reported
percentages for skipping meals 2 to 6 times every week or more was 79.5% for the A-L group,

as compared to 39.6% for the normal group. Fasting behavior 2 to 6 times every week or
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more was‘reﬁp;ted}byliﬁ.Q% qf the A-L group, but only 2.5% of the normal group. When
asked to describe their eating behavior, 68.2% of the A-L group as opposed to 36.7% of the
normal group, reported that they "often or usually” limit food intake. Also, 56.9% of the
A-L group as compared to 38.7% of the normal group indicated that they "probably or
definitely” would take a weight-control course if it were offered in their school. These
findings indicated that the A-L group more frequently engaged in calorie restriction and

weight loss types of behaviors than the normal group.

Symntoms.of Bulimic Behaviors

Bulimic behaviors and attitudes were reported by a relatively small percentage of the
sample, but some distinct differences between the A-L and normal EAT groups were evident.
The majority of the entire sample (79.3%; n=199) reported never having vomited after
eating. Fourteen percent (n=35) of all subjects reported vomiting less than once or 1 to 3
times every four weeks. None of the normal EAT group members, but 15.9% (n=7) of the
A-L group, reported having vomited after cating once every week or 2 to 6 times cvery week.

Table 8 gives the frequencies of affirmative responses o selected questions by the
total subject sample and by the A-L and normal FAT groups. Approximately twenty-two
percent of the total sample considered themselves a binge cater, 62.9% reported ever having
had a binge episode, 17.1% reported uncontrolled eating urges, and 24.3% reported times when
they were afraid they could not stop eating. The A-L group reported a 15% to 25% greater
frequency of affirmative responses to the above questions as compared to the normal group.
Sixteen percent (n=40) of all subjects reported binge eating once every week or more. Of
these 16%, 12 subjects (27.3%) belonged to the A-L group, and 28 subjects (13.5%) scored in
the normal range of the EAT. Laxative use as a method of weight control, was reported by
only a very small percentage (2.4%; n=6) of the total sample. Two subjects reported use of
laxatives less than once every 4 weeks and an additional two subjects reported use 1 to 3 times
every 4 wecks. One subject reported using laxatives 2 to 6 times every week, and one subject

reported use once every day. A somewhat higher percentage (11.2%: n=28) of the total



TABLE 8.

Percentages of affirmative responses on selected
questions describing symptoms of bulimia
according to EAT score group.

EAT GROUP

Symptoms of Bulimia ©A-L Normal Combined

% n)| % (n)| % (n)
Binge eater 34.1 (15)]19.3 (40){21.9 (55)
Binge episode 75.0 (33)|60.4 (125)|62.9 (158)
Uncontrolled eating urge [38.1 (17)[12.6 (26)]|17.1 (43)
Afraid cannot stop eating [43.2 (19)[20.3 (42)]24.3 (61)
Binge eat one or more
times weekly 27.3 (12)]13.5 (28)|16.0 (40)
Laxative use 6.8 (3)| 1.9 (3)] 2.4 (6)
Self-induced vomiting 34.1 (15)] 6.3 (13)|11.2 (=28)
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sample rcj:prted haviné ever usgd self -i_ngluced yomi;inﬁ as a ;pg;hod of weight control.
Twenty-two subjects (8.8%) :ej;orted a frequency of less than once every 4 weeks, or 1 to 3
times every 4 weeks. Six subjects (2.4%), all belonging to the A-L EAT group, reported
engaging in self-induced vomiting once every week or 2 to 6 times every week.

These findings are again similar to those found in past research. Crowther and
associates (1985) surveyed 363 adolescent girls and found that 46% of the subjects reported
episodes of binge eating, 11.2% had used self-induced vomiting as a method of weight control,
and 4.7% had used laxatives. Hendren et al.(1986) investigated 592 adolescent females and
found that laxative use was reported by 2.3%, and self -induced vomiting by 9.0%. Greenfeld
and co-workers (1987) surveyed 337 females aged 13 to 19 years, and found that 44.6%
reported serious binge eating behaviors (eg. "uncontrollable uiges to eat and eat until they
felt physically ill"). They also reported self -induced vomiting one or more times weekly by
11.6% of the sample, and laxative use to contro! weight by §.7%.

Similar results have also been found among young adult female samples. Hawkins
and Clement (1980) surveyed 185 female college undergraduates, and found that 79% reported
binge eating occurences and one-third of the sample reported binging at lcast once per week.
Halmi et al.(1981) surveyed 355 male and female summer session college students and their
results indicated that 13% (87% female and 13% male) of the sample expericnced all of the
major symptoms of bulimia as outlined in the DSM-IJI diagnostic criteria. Purging behavior,
defined as self -induced vomiting or laxative use, was reported by approximately 10% of the
respondents,

Even though a relatively small percentage of this samplc reported bulimic-like
behaviors, the presence of any of these types of behaviors indicates that some adolescent
females are sufficiently concerned about their weight and appearance that they are no longer

willing to wait for a safe scientific method of weight-control.



. v.concuusions

The contcmﬁorary Western society i:luces a high value on j)hysical aphgam;cg and this |
is especially true for the female. In addition, society eciuates attractiveness with thinness in
women, and has promoted the "slim bhysique" as a symbol of female beauty and success.
Due to these cultural standards, weight has become a status symbol for women. Rodin and
associates (1984) state, "for many women, weight is a quick and concrete barometer by which
to measure oneself and one's worth - how well one is doing as a women" (p.290). This svelte
female ideal surely serves to seriously challenge any female who is at all overweight and also
many of those who are of an average weight for their height and age. Not only is there much
evidence that female biological development tends to increase percent body fat (Rodin et al.,
1984), but assuming that body type is normally distributed, only a small percentage of women
can naturally fit into society's thin ideal. Thus, the "thinness equals attractiveness” premise
has forced the female into trying to achieve a body build which is not equal to the "natural”
female figure. Since the female "ideal" is far thinner than the "natural” female figure,
women have been forced into participating in unhealthy practices in order to achieve this
current thinner ideal.

A teview of the literature suggests that over the last several decades, the cultural shift
in the aesthetic ideal for females towards a thinner body shape, may be one factor that has
led to an increase in the prevalence of female eating disorders. This problem is even further
accentuated in adolescent females, during a time when feminine pubertal body shape changes
are occuring which naturally increase the females' percent body fat. The results of the
present study indicate thai concern about weight and food intake among adolescent females is
becoming very prevalent. More specifiéally, an exploration of the data strongly suggests a
universality of the feeling of being fat, and a pervasiveness of dieting and other disordered
eating attitudes and behaviors among a fairly large, representative sample of adolescent
females in the community investigated. Findings also seem to indicate that some adolescent
females are sufficiently concerned about their weight and appearance that they are no longer

willing to wait for a safe scientific mechod of weight-control.
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| The curent study found a 17 S% positive responsc rate to tiie Eating Attitudes Test

(EA’I‘ -26), which was similar to other studies that examined ‘adolescent sampies (Table 1).
This relatively high positive response rate seems to indicate that a significant amount of

"anorexic-like" behaviors and attitudes were found among this adolescent female sample. The
author is not suggesting that a positive response to the EAT-26 allows for a clinical diagnosis
of an eating disorder, but the possibility that the positive response rate found may represent a
significant presence of maladaptive attitudes and behaviors about body weight and food intake
previously found to be associated with anorexia nervosa and bulimia, is reason for concern. It
also suggests that there is a need for further investigation into the eating attitudes and
practices among secondary school-age female adolescents.

The mean Body Shape Questionnaire score of 97.74 found in the present study sample
demonstrates a pervasiveness of concern over body shape amongmany of the subjects
investigated. The BSQ developed by Cooper and associates (1987), measures concerns about
body shape. In addition, the mean BSQ score of 141.2 for the anorexic-like group identified
in the present study was higher than that reported by Cooper and associated (1987) for a
sample of 38 bulimia patients (139.9). The data obtained with the BSQ instrument also seems
to indicate that concerns about body shape among adolescent females are indeed becoming a
health problem that must be dealt with.

In addition to the insight provided by test scores on the EAT and the BSQ
instruments, much of the specific weight related data gained in the current study indicates an
overall desire to be thin among adolescent females. Approximately three-quarters (71.3%) of
the subjects investigated gave an affirmative response to the question, "Do you often feel
fat?" Also 56.5% indicated that they were often, very often, or always worried about being or
becoming overweight and 62.9% gave and often, very often, or always response to the
question, "Have you been afraid that you might become fat (or fatter)?” (Table 2) These
percentages are alarmingly high and possibly indicate just how much social pressurc is being
placed on the female to maintain a slim physique. The prevalence of concern over feeling fat

found in the present study was consistent with the observations made by various other
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researchers (Huenemann et al., 1966; Nylander, 1971; Moss et al., 1984; Greenfeld et al.,
1987; Wooley & Wooley, 1984a). Preoccupation with appearance sureiy can not be very
healthy and this concej:t is substantiated by the finding that 25.5% of the adolescent females
investigated reported that they were concerned they might have an eating disorder and 10%
reported having seen a doctor for an eating or weight related problem.

The findings also seem to suggest that many females perceive themselves to be
overweight, when in fact they are not. Weight opinion data showed that over half (57.4%) of
the subjects felt they were overweight or very overweight, but only 10.8% fell into the above
average health risk zone of the Body Mass Index (BMI). Also, of the 20.3% (n=851) of the
sample who were actually underweight according to the BMI results, only 27.5% (n=14)
perceived themselves as underweight but 51% (n=26) felt they were overweight (Table 4).
These types of weight perceptions support the hypothesis of a shift towards.a thinner ideal
body shape for females and again highlight the social pressures that have been placed upon
the female to conform to present .  ral standards.

The effect of these distorted weight perceptions becomes even more evident when one
realizes that actual weight seems to make little difference to the females' self -concept and
self -esteem. The findings of the 1984 survey of 33,000 women conducted by Glamour
Magazine suggest that those who feel too fat (but are in fact not), share many of the same
feelings as those who are too fat. Wooley and Wooley (1984a) are quoted in the article as
saying, "what we see is a steadily growing cultural bias - almost no woman, of whatever size,
feels she's thin enough” (p.199). The results of the current study concur with these
observations and indicate that a large percentage of adolescent females are unhappy with their
body weight even though most are not overweight and some are even underweight. Additional
study data indicate that 59% of those subjects classified in the good health group wanted to
lose 6 to 20 pounds and 29% of the below average health risk group reported wanting to lose
an additional 1 to 10 pounds. This type of results certainly seem to demonstrate that a feeling

of fatness and a desire to lose weight is common place among adolescent females.
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An apparent i:ervas.ivcness of calorie restriction behaviors and attitudes found in this
study was also consistent with past findinés (Nylander. 1971; Nielson, 1979; Greenfeld et al.,
1987). Almost half (42.3%) of the subjects indicated that they often or usually limit food
intake and 41.9% reported that they would probably or definitely take a weight-control course
if it was offered in their school's curriculm. Results also showed a fairly high percentage
(36.0%) of weight fluctuations of 11 or more pounds within the last year. This type of
information also seems to suggest that many of the subjects do not maintain a stable weight,
but are more likely to go through frequent periods of weight loss and subsequent weight gain.
The need for weight-control counselling among adolescent females seems apparent especially
since the attempt to maintain weight below the body's natural "set point" through calorie
restriction efforts has been shown to increase the susceptibility to anorexic or bulimic
behaviors (Fries, 1974; Button & Whitehouse, 1981: Pyle et al., 1981; Thompson & Schwartz,
1982; Johnson et al., 1983; Polivy & Herman, 198S; Rodin et al., 1985).

As well as yielding data on the sample as a whole, this study also aimed to describe
the characteristics of those scoring above the cut-off point established for the EAT-26. This
allowed for a more precise investigation into a group of "normal” adolescent females from a
general sample, who scored in the "anorexic-like" range as measured by the Eating Attitudes
Test. The results showed that the 17.5% of the subjects who scored in the anorexic-like
(A-L) range of the EAT-26, displayed a much higher percentage of abnormal attitudes
towards food and eating (Table 6). Findings also showed that the A-L EAT group had a
significantly higher mean BSQ score (141.2) than the normal EAT group (88.5) indicating a
greater concern over body shape. Also, nearly all of the A-L FAT group (95.5%) reported
that they very often or always worry about being or becoming overweight. These results
would seem to suggest that a relatively high percentage of normal functioning adolescent
females, under no specific pressure to remain thin, are preoccupied with concerns about eating
and body shape and therefore engage in anorexic-like behaviors.

In conclusion, the findings of the current study seem to support the hypotheses

adopted by the author which are as follows:
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1. The general female adolescent j:opulation is differentially f:reoccuﬁied with weiiht. food,
and eating; and 8 desi;e for thinness. v

2. Similar characteristics as those exhibited by anorexic and/or bulimic individuals are evident
among the general adolescent female population.

3. The desire to be thin in the normal adolescent female population is positively correlated
with anorexic-like behaviors.

There seems to be a need to educate adolescent females that the pursuit of thinness
should not be central to their self-esteem and ultimate happiness. If a percentage of
school-age females do display disordered eating attitudes and behaviors, it is important that
individuals who hold influential positions are aware of this. Health and physical education
teachers, guidance counsellors, coaches, and fitness leaders must help adolescents to recognize
the importance of a healthy life style that emphasizes eating a well-balanced diet and
exercising regularly and down plays the concept that thinness and happiness are synonymous.
They must also help adolescent females to develop a realistic body image by emphasizing the
acceptance of a healthy weight range and variations in body size.

This study has demonstrated that it is possible to ‘gain information on the eating
attitudes and behaviors of school pupils by questionnaire without apparent disruption of the
school program. It is clearly evident that further investigation into the incidence of disordered
eatiné attitudes and behaviors among the adolescent female students in Alberta schools is
required. Perhaps this type of information should be gathered on an ongoing basis to gain
more insight into the problem, and to address the subsequent need for developing intervention
programs that could be implemented in a school setting. It is hoped that the results of the

present study will stimulate further research in this area.



REFERENCES

American Psychiatric Association. (1980). Diagnostic and statistical manual of mental
disorders (3rd ed.). Washington, DC: Author.

American Psychiatric Association. (1987). Diagnostic and statistical manual of mental
disorders (3rd ed. revised). Washington, DC: Author.

Boskind-Lodahl, M., & Siriin, J. (1977). The gorging - purging syndrome. Psychology
Today, 10(10), 50, 82, 85.

Bruch, H. (1978). The golden cage. Cambridge, Massachusetts: Harvard University Press.

Bruch, H. (1981). Developmental considerations of anorexia nervosa and obesity, Canadian
Journal of Psychiatry, 26, 212 - 217,

Button, E.J., & Whitehouse, A. (1981). Subclinical anorexia nervosa. Psychological
Medicine, 11, 509 - 516.

Calden, G., Lundy. R.M., & Schlafer, R.J. (1959). Sex differences in body concepts.
Journal of Consulting Psychology , 23(4), 378.

Canada Fitness Survey. (1982). Canada's fitness: Preliminary findings of the 1981 survey.
Ottawa, Ontario.

Carter, P.I., & Moss, R.A. (1984), Screening for anorexia and bulimia nervosa in a college
population: Problems and limitations. Addictive Behavior, 9, 417 - 419,

Clarke, M.G., & Palmer, R.L. (1983). Eating attitudes and neurotic symptoms in university
students. British Journal of Psychiatry, 142, 299 - 304.

Cooper, P.J., Taylor, M.J., Cooper, Z., & Fairburn, C.G. (1987). The development and
gz&i;iation of s;he Body Shape Questionnaire. /nternational Journal of Eating Disorders,
4 ’ 485 © 4 4-

Cooper, P.J., Waterman, G.C., & Fairburn, C.G. (1984). Women with eating problems: A
community survey. British Journal of Clinical Psychology, 23, 45 - 52,

Crisp, A.H. (1977). Some psychobiological aspects of adolescent growth and their relevance
for the fat/thin syndrome (anorexia nervosa). /nternational Journal of Obesity, 1, 231 -
238.

Crisp, A.H. (1979). Early recognition and treatment of anorexia nervosa. Developmental
Medicine and Child Neurology , 21, 393 - 395.

Crisp, A.H. (1981-82). Anorexia nervosa at normal body weight! - The abnormal normal
weight control syndrome. /nternational Journal of Psychiatry in Medicine, 11 (3), 203 -
232.

Crisp, A.H., Palmer, R.L., & Kalucy, R.S. (1976). How common is anorexia nervosa? A
prevalence study. British Journal of Psychiatry, 128, 549 - 554.

Crowther, J.H., Post, G., & Zaynor, L. (1985). The prevalence of bulimia and binge eating

6l



6

in gdole_scgnt girls. {qternatianal .Iournql afE‘ampg} pi;a(ders,:gg;)._ 29 - 42, o
Dally, P., Gomez, J., & Isaacs, A.J. (1979). Anorexia nervosa. London: Heinemann.

Dietz, W.H., Bandini, L., Schoeller, D.A., & Gortmaker, S. (1986). Diagnosis of obesity in
adolescents and young adults. In Berry, E.M., Blondheim, S.H., Eliahou, HE. &
Shagrir, E. (Eds.) Proceedings of the Sth International congress on obesity: Recent
advances in obesity, (pp. 9 - 15). London: John Libbey & Company Ltd.

Duddle, D. (1973). An increase of anorexia nervosa in a university population. British
Journal of Psychiatry, 123, 711 - 712.

Dwyer, 1.T., Feldman, 1.J., Seltzer, C.C., & Mayer, J. ( 1969). Adolescent attitudes towards
weight and appearance. Journal of Nutrition Education, 20, 1045 - 1056.

Eisele, J., Hertsgaard, D., & Light, H.K. (1986). Factors related to eating disorders in
young adolescent girls. Adolescence, 11(82), 283 - 290,

Fairburn, C.G., & Cooper, P.J. (1983). The epidemiology of bulimia nervosa: Two
community studics. /nternational Journal of Eating Disorders, 2(4), 61 - 67.

Fitness and Amateur Sport. (1986). Canadian standardized test of fitness operations manual
(3rd ed.) (FAS 7378). Ottawa: Government of Canada.

Fries, H. (1974). Secondary amenorrhea, self-induced weight reduction and anorexia
nervosa. Acta Psychiatrica Scandinavica, (Suppl. 248).

Fries, H. (1977). Studies on secondary amenorrhea, anorectic behavior, and body image
perception: Importance for the early recognition of anorexia nervosa. In Vigersky, R.A.
(Ed.), Anorexia nervosa (pp. 163 - 176). New York: Raven Press.

Garfinkel, P.E., & Garner, D.M. (1982). Anorexia nervosa: A multidimensional perspective.
New York: Brunner/Maze!.

Garfinkel, P.E., & Garner, D.M. (1983). The multidetermined nature of anorexia nervosa.
In Darby, P.L., Garfinkel, P.E., Garner, D.M., & Coscina, D.V. (Eds.), Anorexia
nervosa: Recent developments in research (pp. 3 - 14). New York: Alan R. Liss.

Garner, D.M., & Garfinkel, P.E. (1978). Sociocultural factors in anorexia nervosa. Lancet,
i, 674,

Garner, D.M., & Garfinkel, P.E. (1979). The Eating Attitudes Test: An index of the
symptoms of anorexia nervosa. Psychological Medicine, 9, 273 - 279.

Garner, D.M., & Garfinkel, P.E. (1980). Socio-cultural factors in the development of
anorexia nervosa. Psychological Medicine, 10, 647 - 656.

Gamer, D.M., Garfinkel, P.E., & Olmsted, M.P. (1983). An overview of sociocultural
factors in the development of anorexia nervosa. In Darby, P.L., Garfinkel, P.E.,
Garner, D.M., & Coscina, D.V. (Eds.), Anorexia nervosa: Recent developments in
research (pp. 65 - 82). New York: Alan R. Liss.

Garner, D.M., Garfinkel, P.E., Schwartz, D., & Thompson, M. (1980). Cultural
expectations of thinness izt women. PsychologicalReports, 47, 483 - 491.

Garner, D.M., Olmsted, M.P., Bohr, Y., & Garfinkel, P.E. (1982). The Eating Attitudes



63

g'egt: Psychometric features and clinical correlates. Psychological Medicine, 12,871 -

Garner, D.M., Olmsted, M.P., & Garfinkel, P.E. (1983). Does anorexia nervosa occur on a
continuum? (ntematlonal Journal of Eating Disorders, 2(4), 11 . 20.

Garner, D.M., Olmstead, M.P., & Polivy, J. (1983). Development and validation of a
multidimensional eating disorder inventory for anorexia nervosa and bulimia.
Inernational Journal of Eating Disorders, 2(2), 15 - 34,

Garner, D.M,, Olmsted, M.P., Polivy, J., & Garfinkel, P.E. (1984). Comparison between
;veight-preoccupied women and anorexia nervosa. Psychosomatic Medicine, 46, 255 -
66.

Gibbs, R.E. (1986). Social factors in exaggerated eating behavior among high school
students. /nternational Journal of Eating Disorders, 5(6), 1103 - 1107.

Goldberg, D.P. & Hiller, V.F. (1979). A scaled version of the General Health
Questionnaire. Psychological Medicine, 9, 139 - 14S.

Grant, L.C., & Fodor, I.G. (1986). Adolescent attitudes toward body image and anorexic
behavior. Adolescence, 21(82), 269 - 281.

Greenfeld, D., Quinlan, D.M., Harding, P., Glass, E., & Bliss, A. ( 1987). Eating behavior
in an adolescent population. International Journal of Eating Disorders, 6(1), 99 - 111.

Gross, J., & Rosen, 1.C. (1988). Bulimia in adolescents: Prevalence and psychosocial
correlates. International Journal of Eating Disorders, 1(1), S1 - 61.

Halmi, K.A. (1985). Rating scales in the eating disorders. Psychopharmacology Bulletin,
21(3), 1001 - 1042.

Halmi, K.A., Casper, R.C., Eckert, E.D., Goldberg, S.C., & Davis, J.M. (1979). Unique
features associated with age of onset of anorexia nervosa. Journal of Psychiatry
Research, 1, 209 - 215.

Halmi, K.A., Falk, J.R., & Schwartz, E. (1981). Binge-eating and vomiting: A survey of a
college population. Psychological Medicine, 11, 697 - 706.

Hawkins, R.C., & Clement, P.F. (1980). Development and construct validity of a
self -report measure of binge eating tendencies. Addictive Behaviors, 3, 219 - 226.

Hendren, R.L., Barber, J.K., & Sigafoos, A. (1986). Eating - disordered symptoms in a
nonclinical population: A study of female adolescents in two private schools. Journal of
the American Academy of Child Psychiatry, 25(6), 836 - 840.

Hsu, LK.G., Crisp, A.H., & Harding, B. (1979). Outcome of anorexia nervosa. Lancet, 1,
61 - 65.

Hooked on Perfection (1986, Aug/Sept). Verve, pp. 40, 42, 79, 80.

Hueneman, R.L., Shapiro, L.R., Hampton, M.D., & Mitchell, B.W. (1966). A longitudinal
study of gross body composition and body conformation and their association with food
and activity in a teen-age population. American Journal of Clinical Nutrition, 18, 325 -
338.



Johnson, C.L., Stuckey, M.K., Lewis, L.D., & Schwartz, D.M. (1983), A survey of S09
cases of self-reported bulimia. In a Darby, P.L., Garfinkel, P.E., Garner, DM, &
Cosina, D.V. (Eds.), Anorexia nervosa: Recent developments in research (pp. 159 -
171). New York: Alan R. Liss,

Jones, D.J., Fox, M.M., Babigan, H.M., & Hutton, H.E. (1980). Epidemiology of anorexia
gg;vosa in Munroe County, New York: 1960 - 76. Psychosomatic Medicine, 42, 551 -

Kagan, D.M., & Squires, R.L. (1983). Dieting, compulsive eating, and feeling of faiiure
among adolescents. /nternational Journal of Eating Disorders, 3(1), 15 - 26.

Kagan, D.M., & Squires, R.L. (1984). Eating disorders among adolescents: Patterns and
prevalence. Adolescence, 19 (73), 15 - 30.

Kaplan, S.L., Busner, J. & Pollack, S. (1988). Perceived weight, actual weight, and
depressive symptoms in a general adolescent sample. International Journal of Eating
Disorders , 7(1), 107 - 113,

Katzman, M.A., Wolchik, S.A., & Braver, S.L. (1984). The prevalence of frequent binge
eating and bulimia in a nonclinical college sample. Internationa! Journal of Eating
Disorders, 3(3), 53 - 62.

Kelly, I.T., Patten, S.E., & Johannes, A. (1982). Analysis of self -reported eating and
related behaviors in an adolescent population. Nwtrition Research, 2,417 - 432.

Lacey, J.H. (1982). The bulimic syndrome at normal body weight: Reflections on
gathogenesis and clinical features. International Journal of Eating Disorders, 2(1),59 -
6.

Leichner, P., Arnett, J., Rallo, J.S., Srikameswaran, S., & Vulcano, B. (1986). An
epidemiologic study of maladaptive eating attitudes in a Canadian school age population.
International Journal of Eating Disorders, 5(6), 969 - 982.

Lowe, H.C., Miles, S.W., & Richards, C.G. (1985). Social attitudes: Eating attitudes in an
adolescent schoolgir] population. New Zealand Medical Journal, 8, 330 - 331,

Lundholm, J.K., & Littrell, J.M. (1986). Desire for thinness among high school
cheerleaders: Relationship to disordered eating and weight control behaviors.
Adolescence, 11(83), 573 - §79.

Mazel, J. (1981). The beverly hills diet. New York: Macmiiian Publishing Co. Inc.

Mann, A.H., Wakeling, A., Wood, K., Monck, E., Dobbs, R., & Szmukler, G. (1983).
Screening for abnormal eating attitudes and psychiatric morbidity in an unselected
population of 15-year-old schoolgirls. Psychological Medicine, 13, 5§73 - $580.

Metropolitan Life Foundation. (1983). New weight standards Jor males and females. New
York: Author.

Milke, D.L. (1985). Eating and exercise attitudes in university students. Unpublished
master's thesis, University of Alberta, Edmonton.

Miller, B.F., & Keane, C.B. (1983). Encyclopedia and dictionary of medicine, nursing, and
allied health (3rded.). Philadelphia:W.B. Saunders, Co.



65

Moore, R.S., McAvay; G., & Rodin, J. (1986). Psychologicaland behavioral correlates of
feeling fat in women. Inzernational Joumal _af Eatmg D{sprders. 3(S), 935 - 947.

Moriarty, D., & Moriarty, M. Socio-cultural influences in eating disorders: Focus on
sports/ fiiness program. Unpublishgd paper. University of Windsor, Ontario.

Moss, R.A., Jennings, G., McFarland, J.H., & Carter, P. (1984). Binge eating, vomiting,
and weight fear in a female high school population. The Journal of Family Practice,
18(2), 313 - 320. '

Muuss, R.E. (1985). Adolescent eating disorder: Anorexia nervosa. Adolescence, 20(79),
525 - 536.

Nielson, A.C. (1979). Who's dieting and why? Chicago, lllinois: Research Department
A.C. Nielson Company.

Nylander, I. (1971). The feeling of being fat and dieting in a schoo! population. Acta
Socio-medica Scandinavica, 1, 17 -26.

Palmer, R.L. (1979). The dietary chaos syndrome: A useful new term? British Journal of .
Medical Psychology, 52, 187 -190.

Polivy, J. & Herman, C.P. (1985). Dieting and Binging: A causal analysis. American
Psychologist, 40, 193 - 201. _

Pope, H.G., Hudson, J.1., Yurgelun-Todd, D., & Hudson, M.S. (1984). Prevavlcncc of
anorexia nervosa and bulimia in three student populations. International Journal of
Eating Disorders, 3(3), 45 -51.

Pyle, R.L., Mitchell, J.E., & Eckert, E.D. (1981). Bulimia: A report on 34 cases. Journal
of Clinical Psychiatry, 42, 60 - 64,

Pyle, R.L., Mitchell, ].E., Eckert, E.D., Halvorson, P.A., Neuman, P.A., & Goff, G.M.
(1983). The incidence of bulimia in freshman college students. /nternational Journal of
Eating Disorders, 2(3), 75 - 8S.

Raciti, M.C., & Norcross, J.C. (1987). The FAT and EDI: Screening, interrelationships,
and psychometrics. /nternational Journal of Eating Disorders, 6(4), 5719 - 586.

Rodin, J., Silberstein, L. & Striegel-Moore, R. (1985). In T.B. Sonderegger (Ed.),
Psychology and gender: 1984 Nebraska Symposium on Motivation, (pp. 267 - 307).
Lincoln, NE: University of Nebraska Press.

Russell, G. (1979). Bulimia nervosa: An ominous variant of anorexia nervosa.
Psychological Medicine, 9, 429- 448.

Russell, G.F.M. (1983). Delayed puberty due to anorexia nervosa of early onsct. In Darby,
P.L., Garfinkel, P.E., Garner, D.M.. & Coscina, D.V. (Eds.). Anorexia nervosa:
Recent developments in research. (pp. 331 - 342). New York: Alan R. Liss.

Schieimer, K. (1983). Dieting in teenage schoolgirls: A longitudinal prospeétive study. Acta
Paediatr Scandanavia (Suppl. 312), 1 - S4.

Schwartz, D.M. Thompson, M.G., & Johnson, C.L. (1982). Anorexia nervsa and bulimia:
The socio-cultural context. /nternational Journal of Eating Disorders. }(3), 20 - 36.



LI et B

Stecle, C.I. (1980). Weight loss among teenage girls: An adolescent crisis. Adolescence,
15(60), 823 - 829, ‘ .

| Stunkard, A.J. & Messick, S. (1985). The three-factor eating questionnaire to measure
diletag restraint, dishinibition and hunger. Journal of Psychosomatic Research, 29 (1),

Thompson, M.G., & Schwartz, D.M. (1982). Life adjustment of women with anorexia
2;rv06sg and anorexic-like behavior. International Journal of Eating Disorders, 1(2),

Wallechinsky, D., Wallace, 1., Wallace, A. (1977). Book of lists. New York: William
Morrow.

Wells, 1.E., Coope, P.A., Gabb, D.C., & Pears, R.K. (1985). The factor structure of the
Eating Attitudes Test with adolescent schoolgirls. Psychological Medicine, 18, 141 -146,

Willi, 1., & Grossman, §. (1983). Epidemiology of anorexia nervosa in a defined region of
Switzerland. American Journal of Psychiatry, 140(5), 563 - S68.

Williams, P., Hand, D., & Tarnopolsky, A. (1982). The problem of screening for
lligcgmlmo: disorders - a comment on the Eating Attitudes Test. Psychological Medicine,
12, 431 - 434,

Williams, R.L. (1987). Use of the Eating Attitudes Test and Eating Disorder Inventory in
adolescents. Journal of Adolescent Health Care, 8, 266 -272,

Willams, R.L., Schaefer, C.A., Shisslak, C.M., Gronwaldt, V.H., & Comerci, G.D. (1986).
Eating attitudes and behaviors in adolescent women: Discrimination of normals, dieters,
and suspected bulimics using the Eating Attitudes Test and Eating Disorder Inventory.
International Journal of Eating Disorders, 5(S), 879 - 894,

Wooley, §.C., & Wooley, O.W. (1979). Obesity and women - A closer look at the facts.
Women's Studies International Quarterly, 2, 69 -79.

Wooley, O.W., & Wooley, S.C. (1982). The beverly hills eating disorder: The mass
ngr)keting of anorexia nervosa (editorial). International Journal of Eating Disorders,
1(3), 57 - 69.

Wooley, §.C., & Wooley, O.W. (1984a, February). Feeling fat in a thin society. Glamour,
pp. 198 - 201, 251, 252.

Wooley, S.C., & Wooley, O.W. (1984b). Should obesity be treated at all? In Stunkard,
A.J., & Stellar, E. (Eds.), Eating and it's disorders, (pp. 185 - 192). New York:
Raven Press.




APPENDIX

QUESTIONNAIRES

67



This questionnaire is organized in sections, each of which relatesto
attitudes and.behaviors concerning food or eating and appearance. ' All of the
results: will be kept STRICTLY CONFIDENTIAL. PLEASE TRY TO BE
COMPLETELY HONEST IN YOUR ANSWERS. Thank you.

Identification number: Present age: years

Present height: cm. Present weight: kg.

EATING PRACTICES INVENTORY (EPI)

Read each question carefully and place a check (V) in the blank which best
applies to you.

1. Inyour opinion, you are now...
—___very underweight
____underweight
_____average
—___overweight
_____very overweight

2. Ifyou feel overweight, how much weight would you like to lose?

1 to 5 lbs. 16 to 20 Ibs.
6 to 10 Ibs. 21 to 25 Ibs.
11 to 15 Ibs. more

3. Ifyou feel underweight, how much weight would you like to gain?

1 to 5 Ibs. 16 to 20 Ibs.
6 to 10 Ibs. 21 t0 25 Ibs.
11 to 15 Ibs. more

4. Whatis the most you've weighed during the past year?
Ibs.

5.  Whatis the least you've weighed during the past year?
__lbs.

6. Do you often "feel fat?"
—__Yes no



10.

11.

12.

13.

14.

15.

RSEE

89
Do yoﬁ get uncohtrolléble urges tb eat and eat until you feel bhysicélly
ine : ‘
—Y6s —__no

Have you ever had an episode of eating a large amount of food in a short
period of time (an eating binge)?

—Yes —no
Do you considaer yourself a binge eater? yes no

How often do you worry about being or becoming overweight?

never often
rarely very often
sometimes always

How often do you weigh yourself?

—_hever _ —_ 2106 times every week
less than once every four weeks once every day
1 to 3 times every four weeks more than once every day

once every week

Are you presently dieting?

—___no

—__Yes, to gain weight

—__Yyes, to lose weight

—Yes, because of a health related problem (e.g. food allergy,

diabetes)

How often do you diet?

never : several days each week
arely every day
part of each year every meal

several days each month

Have you ever vomited after eating?
yes no

How frequently do you vomit after eating?
never 2 to 6 times every week



16.

17.

18.

19.

20.

21.

S (j’ i

WORALr %il

—loss ihén once,e\)er)'l four Weeks once e\)ery day C

— 1 1o 3 times every four weeks —— Mmore than once every day
——_0nce every week

How often do you engage in binge eating?

—_hever — 2106 times every week
—less than once every four weeks —_once every day

— 110 3 times every four weeks —more than once every day
—_once every week

Do you feel miserable and annoyed with yourself after an eating binge?
p— —__ho

Which statement best describes your eating behavior?

— Eatwhatever | want, whenever | want it.

— Usually eat whatever | want, whenever | want it.
—_Often eat whatever | want, whenever | want it.
— Often limit food intake, but often "give in."

— Usually limit food intake, rarely 'give in.'

— Constantly limiting food intake, never 'give in.'

If a special weight-control course were offered at this school, would
you take it?

—__ho opinion —__Pprobably yes
—_definitely no _____definitely yes
—_probably no

How often do you engage in strenuous exercise?

____never —__21to 6 times every week
—_less than once every four weeks —___once every day

—_1to 3 times every four weeks —_ more than once every day

once every week

How often do you count the number of calories you use by exercising?

never 2 to 6 times every week
less than once every four weeks once every day
1 to 3 times every four weeks more than once every day

once every week



22.

23

24,

25.

26.

Are there tumes when you are afrand that you cannot voluntanly stop
eating?
—Yes —__ho

If you binge eat, do you usually binge eat when you are alone?
—Yyes —_no -

If you binge eat, do you usually binge eat with high-calorie food like
candy, cake, chips, etc.?
____yes no

Which of the following, if any, have you used to CONTROL YOUR WEIGHT?
Circle the appropriate number according to the following scale, to
answer questions A through J.

1 = never 5 = 2 to 6 times every week
2 = less than once every four weeks 6 = once every day
3 =1 to 3 times every four weeks 7 = more than once every day
4 = once every week
Circle one number
A. Moderate calorie restriction 1234567
B. Skipping meals 1234567
C. Fasting (no eating for an entire day) 12346567
D. Exercise to burn calories 1234567
E. "Craesh” diets 1234567
F. Liquid formula diets 1234567
G. Diet pills 1234567
H. Diuretics (water pills) 1234567
I. Laxatives 1234567
J. Self-induced vomiting 1234567

Have you gained more than 10 Ibs. in the past year? If yes, how many
times has this happened?
____yes ____ times no



27.

28.

29.

30.

31.

32.

33.
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Have you lost more than 10 Ibs. in the bast year? If Yes, how many times
has this happened? - o
' yes times no

Have you ever worried that you might have an eating disorder?
—Yes ___ho

Have other people ever worried about your being too thin?
yes no

Have you ever seen a doctor for weight or eating problems?
yes no
If yes, at what age? years.

How old were you when your periods started?

years not yet

Have your periods stopped at any time during the past year?
____yes ___no
If yes, a) for how many months? ___
b) was this due to physical illness? __
c) was this at a time you had lost weight?

If you feel you have an eating problem, were there any particular events
in your life, either positive or negative, which were connected with the
onset of your eating problems? Answer with a zero "0" if not applicable.
Answer with a one "1" if applicable to you.

—_ Death of significant other (i.e., friend, relative, elc.)
Leaving home

lliness or injury to self

Failure at school or work

Difficult sexual experience

lliness or injury to family member or significant other
Problems in romantic relationship

Family problems

Teasing about appearance

Prolonged period of dieting

Pregnancy

——
——
—
—_——
——
—
————
——
——
—————
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— School transition (new school, move from Jr. high to Sr. high)
—— Moving to another area or city
— Problems with friends or peers - : S
—— Puberty (i.e., breast development, onset of period)
—— Other: Piease specify

EATING ATTITUDES TEST (EAT-26)

Please answer all questions on the answer sheet provided, by blackening in
the appropriat= response. Do not write your name on the answer sheet.
Answer according to the following scale.

A = never D = often
B = rareiy E = very often
C = sometimes F = always

Am terrified about being overweight.

Avoid eating when | am hungry.

Find myself preoccupied with food.

Have gone on eating binges where | feel that | may not be able to stop.
Cut my food into small pieces.

Aware of the calorie content of fonds that | eat.

N o o s~ w0 p o

Particularly avoid foods with a high carbohydrate coritent (e.g. bread,

rice, potatoes, etc.).

©

Feel that others would prefer if | ate more.

Vomit after | have eaten.

10. Feel extremely guilty after eating.

11. Am preoccupied with a desire to be thinner.

12.  Think about burning up calories when | exercise.

13. Other people think that | am too thin.

14.  Am preoccupied with the thought of having fat on my body.
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Take longer than others 1 eat my meals
Ayoidfo@dg wuth sugar in them.

Eaf diet foods.

Feel thaf food controls my life.
Displéy_self-control around food.

Feel that others pressure me to eat.
Give too mubh tifne and thought to food.
Feel uncomfortable after eating sweets.
Engage in dieting behavior.

Like my stomach to be empty.

Enjoy trying new rich foods.

Have the impulse to vomit after mcals.

BODY SHAPE QUESTIONNAIRE (BSQ)

Please answer according to how you have been feeling about your appearance
over the PAST FOUR WEEKS. All ansvrers should be recorded on thma answer
sheet, according to the following scale.

—h

2.

A = never D = often
B = rarely E = very often
C = sometimes F = always

Has feeling bored made you brood about your shape?

Have you been so worried about your shape that you have been feeling
that you ought to diet?

Have you thought that your thighs, hips or bottom are too large for the
rest of you?

Have you been afraid that you might become fat (or fatter)?

Have you worried about your flesh not being firm enough?
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Hés feeling full (e.g., éﬂer eating a Iarge meal) mﬁde you feel fat?
Have you felt so béd about your shabe thét you have cried?

Have you avoided running because your flesh might wobble?

A = never " D = often
B = rarely E = very often
C = sometimes F = always

Has being with thin women made you feel self-conscious about your
shape?

Have you worried about your thighs spreading out when sitting down?
Has eating even a small amount of food made you feel fat?

Have you noticed the shape of other women and felt that your own shape
compared unfavourably?

Has thinking about your shape interfered with your ability to concentrate
(e.g., while watching television, reading, listening to conversations)?

Has being naked, such as when taking a bath, made you feel fat?

Have you avoided wearing clothes which make you particularly aware of
the shape of your body?

Have you imagined cutting off fleshy areas of your body?
Has eating sweets, cakes, or other high calorie food made you feel fat?

Have you not gone out to social occasions (e.g.., parties) because you have
felt bad about your shape?

Have you felt excessively large and rounded?

Have you felt ashamed of your body?
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Has worry about your shabe made you diet?
Have you felt happiest about your shape when your stomach has been
empty (e.g., in the morning)?

Have you thought that you are the shape you are because you lack
self-control?

A = never D = often
B = rarely E = very often
C = sometimes F = always

Have you worried about other people seeing rolls of flesh around your
waist or stomach?

Have you felt that it is not fair that other women are thinner than you?
Have you vomited in order to feel thinner?

When in company have you worried about taking up too much room (e.g.,
sitting on a sofa or a bus seat)?

Have you worried about your flesh being dimply?

Has seeing your reflection (e.g., in a mirror or shop window) made you
feel bad about your shape?

Have you pinched areas of your body to see how much fat there is?

Have you avoided situations where people could see your body (e.g.,
communal changing rooms or swimming pools)?

Have you taken laxatives in order to feel thinner?

Have you been particularly self-conscious about your shape when in the
company of other people?

Has worry about your shape made you feel you ought to exercise?



