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by 

Mary L. Moore 

Co-Chairs: David Hutchins and Kusum Singh 

Counselor Education 

(ABSTRACT) 

The purpose of this study was to design a method of treating bulimia 

nervosa using the Group Pentagon and the TFA System to assess how women 

begin their recovery from bulimia nervosa. An action study was used as a 

framework for conducting this research. This action study identified descriptive 

thoughts, feelings, and actions of college-age women with bulimia nervosa 

and described changes that occurred as a result of six structured sessions in a 

psychoeducational group. 

Nine college age women (18-21) participated in the study: three from 

one group and six from another group. Six-sessions for both groups were held 

during a three-week period and lasted one-hour and forty-five minutes each. 

Data from both groups was analyzed collectively because of similarities in 

participants, content, and methods. Individual interviews and assessments 

were conducted after the treatment ended. Follow-up sessions were held after 

one and three weeks. 

Using Brown and Gilligan’s (1992) qualitative model for analyzing data, it 

was concluded that the psychoeducational group treatment program for 

bulimia nervosa contributed to changes in thoughts, feelings, and actions for 

members from both groups. Moreover, the TFA self-assessment provided a 

method for identifying and interpreting the thoughts, feelings, and actions of the 

women participating in the study. The following changes among group



members were observed: the binge-purge cycle was interrupted; short-term 

goals for six of nine members were achieved; and after a three week follow-up 

four of the six were still maintaining progress; while two of the six had improved 

beyond their initial progress. Concurrently, the three group members who did 

not accomplish their goals, had not regressed any further, but their bingeing 

and purging had not improved significantly.
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CHAPTER ONE 

Introduction 

Chris was a happy, playful, energetic little girl. She loved life and kept a 

perpetual smile as she ran around the playground climbing to the top of the 

most fearsome jungle gym. Chris was a most athletic little girl. The only thing 

that would bring her home at dark was dinner, and even then, she had to be 

called several times. She loved food, and ate what her body needed and 

wanted after a hard day of tag, kickball, and touch football. She loved to play in 

the poo! and had a favorite striped bathing suit and a sailor cap to pretend she 

was Sailing across the ocean. Certainly, a child so active needed to eat! She 

loved ice cream sandwiches, and like most kids would sneak one, when told 

“don't spoil your dinner with that ice cream!” 

When she turned six, her mop of blond hair and red cheeks gave Chris a 

cherubic, All-American appearance. She was a little pudgy around the middle, 

but that didn’t seem to matter to Chris. Chris could run and jump and ride her 

scooter with an almost insatiable desire to move. She loved her size, and 

didn't notice that she wasn’t skinny and didn’t seem to care. However, she 

soon became aware that the world rejected you if you were chubby and praised 

you if you were thin. 

Her family loved her just like she was, yet this was not enough to repel 

the message that she received from her outside world— fat is bad and you are 
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bad too. Teachers, and relatives would make comments about her body that 

Chris carried in her head and heart for many years to come. Her friends were 

accepting, but she could only see herself through the eyes of the adults who for 

whatever reasons could not accept this normal, happy little girl. The happy little 

girl became a shy, reclusive, teenager, who sought to escape a body that 

brought her so much pain. 

At the age of ten, she started to grow, and put on the normal 

prepubescent body fat. She wore large, baggy clothes to hide her body, and 

chose not to wear a bathing suit without a long cover up. Eventually, she 

stopped wearing a bathing suit and going to the swimming pool all together. It 

was painful enough to wear shorts in gym class and to dress in front of other 

girls. The death of her mother left her without any adult to guide her through 

these tumultuous years. 

By middle school, Chris started to diet. She lost quite a bit of weight and 

for once looked skinny! She could now be happy and enjoy life again! Of 

course this was not to be, because Chris still carried the scars of her chubby 

childhood. Eventually she gained some weight back, but was not fat and not 

skinny-- she was the weight she was intended to be. She took after her father 

who was muscular and compact, not fat, but sturdy and healthy. Still, she 

sought a way out of her body, and learned something that would profoundly 

affect the rest of her life.



One day, in the 9th grade, Chris and a friend were making chocolate chip 

cookies. A friend told Chris that she could eat all the cookies she wanted and 

then throw them up. This way, you could eat all the food you wanted and not 

gain weight. Throwing up, then became Chris’ way out. She would eat and feel 

guilty for eating and then throw-up. She would feel lonely and hurt for not 

having a thin body and throw-up. Chris would diet and deprive herself of the 

nutrition she needed, then eat uncontrollably and throw-up. Bulimia had now 

become Chris; it had taken over her body and controlled her life. She spent 

hours in her room throwing up unwanted food, isolating herself from friends 

and the fun that teenagers should be having. In spite of Chris’ many talents 

and athletic abilities, she could not be happy unless she was thin. 

Chris’ college days were pleasant, but the bulimia continued. So many 

days were spent trying to find a secret place to purge and keep her secret. She 

did keep her secret, or so she thought, and never told anyone of the painful 

loneliness that she endured for so long. Chris made it through college, but it 

was not the experience it should have been. Chris rarely dated and had few 

meaningful social relationships. She had a few close friends, but mostly 

stayed in her “world.” 

There were days when Chris would plan her entire day so that she could 

be alone in her room to binge and purge. She would eat huge amounts of food 

in the dining hall and then return to her room feeling disgusted and bloated 

from eating so much. She would purge in the sink in her room or in the hall 
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bathroom. Other times she would take a walk in an isolated place and 

frantically try to purge. 

Friends and family members may have suspected that Chris had a 

problem, but no one intervened. Chris would make sure that she kept her 

secret and would go to great lengths to hold on to her bulimia. If she went for 

help, her family would reject her and they would not understand the pain she 

was experiencing. So, throughout Chris’ four years in college, her bulimia 

intensified, and she never sought professional help. 

Two years after finishing college, a relative confronted Chris about her 

problem. Chris denied having a problem and lied to her aunt about her 

bulimia. She may have told her the truth, but her aunt made Chris feel as 

though there was no reason for her to do something so illogical. Her aunt 

could not understand how much pain Chris was in and Chris was not about to 

let her inside and talk about her painful feelings. 

Finally, Chris relented and saw a psychiatrist. This doctor was a middle 

age man who intimidated Chris, and made her feel even more humiliated and 

worthless as a human being. Dr. G, was a psychoanalytic psychiatrist, and 

began using theories about sexuality which did nothing to help Chris 

understand her bulimia. 

Two years later, Chris’ bulimia was out of control. She was admitted to 

an emergency room for ulcers on her throat. One of her sisters made an 

appointment with an eating disorder specialist and literally took her to her first 
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appointment. This therapist spent time teaching about bulimia and helped 

Chris understand more about bulimia but he turned her off with his focus on 

her appearance and body. Dr. L was judgmental and patronizing in Chris’ eyes 

and did not want to accept what Chris had to say. She stopped seeing him 

after about five sessions. 

After Chris had reached a point where she could no longer physically 

withstand the damage she was doing to her body, Chris became motivated to 

recover fully from her eating disorder. She started seeing a female therapist 

who let Chris speak and gave her permission to speak without passing 

judgment. This time, Chris felt empowered and began to accept the woman 

she had become. 

Today, Chris is fully recovered. However, she spent many precious 

years of her life struggling with bulimia. She went seven years before 

unwillingly getting professional help. Perhaps she wasn’t motivated to get help 

or was too embarrassed to seek counseling. The question remains- what 

could have prevented Chris from having to struggle so long with this disorder? 

It is estimated that there are many college age females that share 

experiences similar to Chris. They either come to college with bulimia, or 

become bulimic shortly after entering college. There is a prevailing message 

being sent to college-age females that the body size of a fashion model is the 

ideal body size for women to emulate. In a residence hall, the typical 

conversations are likely to center on dieting, exercise, and clothes size. These 
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pressures coupled with the developmental tasks such as forming 

relationships and seeking intimacy, make college a prime environment for 

women to develop an eating disorder. 

Perhaps many college women have backgrounds similar to Chris. 

Consider that some female college students gain weight in college and then 

resort to bulimia as a desperate attempt to lose weight. For whatever reasons 

bulimia nervosa is a serious condition reportedly affecting millions of females 

in the United States. What can be done so that more females do not lose their 

college years to bulimia? The answer to this question remains elusive and 

little progress has been made toward finding definitive answers. It is generally 

agreed that bulimia nervosa is difficult to treat and the prognosis for full 

recovery is poor. 

Background and Theoretical Framework 

Bulimia nervosa is an episodic pattern of binge eating that involves the 

rapid consumption of a large quantity of food in relatively short period of time. 

Guilt, depression, and panic are often experienced following a binge, resulting 

from the lost sense of control and the prospect of gaining weight (Connors, 

Johnson, and Stuckey, 1984). The sufferer also attempts to mitigate the effects 

of bingeing by self-induced vomiting or purgative abuse (Dedman, Numa, and 

Wakeling, 1988). Over the long term, individuals with bulimia nervosa may 

incur medical complications such as hypokalemia-alkalosis (causes highly 

dangerous heart rhythm disorders), endocrinologic disorders, dental decay, 
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chronic hoarseness and sore throat, acute stomach dilation, dehydration, 

lethargy, menstrual disorder, and drumstick fingers (Vanderlinden, Norre, and 

Vandereycken, 1992). 

It is been found that bulimia nervosa occurs primarily in individuals with 

relatively normal or excessive weight, many of whom who have had marked 

weight fluctuations (Mitchell and Pyle, 1981). In addition, there is often a high 

level of general psychiatric disturbance, with depressive symptoms being 

particularly prominent. Social adjustment may also be impaired (Fairburn, 

Jones, Peveler, Carr, Solomon, O’Connor, Burton, and Hope, 1991). Among 

other disorders, bulimia has also been associated with self-mutilating 

behavior, alcohol and drug abuse, and low self esteem (Freeman, Barry, 

Dunkeld-Turnbuil, and Henderson, 1988). 

Adolescents females and women in their twenties are most likely to 

become bulimic. In 1981 it was estimated that between 3.8 to 9 percent of high 

school and college women were bulimic (Oesterheld, McKenna, & Gould, 

1987). In 1985, it was reported that some one to three million Americans, 

mostly women, were thought to be bulimic, engaging in weekly bingeing and 

purging (Inbody and Ellis, 1985). Estimates in 1988 suggested that 4-15% of 

college women have serious problems with bulimia (Crandall, 1988). 

The high prevalence of women affected with bulimia nervosa, would 

suggest a strong sociocultural link between women and bulimia, primarily due 

to the cultural emphasis on thinness in the United States. Still, there are other 
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etiologic explanations, such as individual (psychological and physiological) 

and familial factors (Garner and Garfinkel, 1982). 

Bulimia nervosa was originally viewed as unresponsive to treatment, but 

it is now thought to respond to some forms of treatment, at least in the short 

term (Fairburn et al, 1990). Group psychotherapy has been widely adopted in 

the treatment of bulimia, reflecting the pressure to provide cost-effective, high 

volume treatment and the impression that group format may offer unique 

benefits to this population (Oesterheld, et al., 1987). Although the cost 

effectiveness argument would favor group therapy, possible superior 

effectiveness and generally lower attrition rates give the preliminary advantage 

to the individual approach (Garner, 1987). However, there is still a lack of 

consensus among researchers as to which approach- individual or group 

therap,y is more effective 

Based on the high percentage of college age females likely to have 

bulimia nervosa or to become bulimic, it is then necessary to have in place on 

college campuses counseling programs capable of providing treatment for 

females suffering from bulimia nervosa. While there have been numerous 

treatment programs reported, there is little consensus that any of the treatment 

programs have a better than average success rate in treating bulimia nervosa. 

To date, the research has identified components of treatment programs which 

have proven effective, but there is not one clearly superior treatment program in 

existence.



Nature of this Study 

Group therapy for bulimia nervosa is recommended as one component 

of treatment by many authors (Fairburn, 1985; Lee & Rush, 1986; Osterheld, 

McKenna, & Gould, 1987; Roth & Ross, 1988). Since the early 1980s, group 

therapy has been widely adopted in the treatment of bulimia, reflecting both the 

pressure to provide cost effective treatment, high volume treatment and the 

impression that group treatment may offer unique benefits to this population 

(Osterheld, McKenna, & Gould, 1987). 

This study examined the treatment effects of a three week intensive six 

session psychoeducational group designed to (1) assess thoughts, feelings, 

and actions of group members with bulimia nervosa, (2) determine concrete 

treatment goals, (3) implement strategies to aid in the attainment of specific 

treatment goals and, (4) assess through individual interviews which strategies 

resulted in desired changes in group members thoughts, feelings, and 

actions. The Group Pentagon (Hutchins, 1995) was used in conjunction with 

the Thoughts, Feeling, and Action (TFA) assessment (Hutchins & Cole, 1992) 

to determine how this design contributed to efficient treatment, and understand 

how college women begin their recovery from bulimia nervosa. 

The TFA System 

The TFA assessment, a component of the TFA System (Hutchins & Cole, 

1992), was used to construct a model for conceptualizing the behavior of 

college-age women with bulimia nervosa and provided a structure for 
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treatment. The TFA assessment was utilized as the method or procedure in 

the design and implementation of the psychoeducational treatment group. 

Initially, the TFA system was proposed as a framework for integrating the 

many counseling theories and techniques. According to Hutchins and Cole 

(1992) the cognitive or thinking approach was influenced by the work of Ellis, 

Beck, Maultsby, and Meichenbaum. The affective or humanistic (feeling) 

approach was influenced by Rogers, Perls, and Maslow. The acting approach 

was influenced by the work of Skinner, Bandura, Wolpe, and Lazarus. The TFA 

System is designed to improve the relationship between the client and 

counselor, assess specific behavior patterns, structure client interviews, and 

assess interactions between people (Hutchins & Cole, 1992). This system 

provides a schema for describing an individual’s behavior in terms of thoughts 

(T), feelings (F), and actions (A) in specific situations and provides a process 

for analyzing situation specific behavior and working towards the resolution of 

identified problems (Hutchins & Volgler, 1988). The identification of a specific 

TFA (thoughts, feelings, and actions) triad, part of the TFA self-assessment, 

enables the counselor and client to organize information in order to determine 

appropriate treatment strategies. In this study the TFA assessment will be 

used with college-age women with bulimia nervosa to assist in the 

development of individual and group treatment goals as well as in treatment. 

In the TFA assessment, an individual describes a specific problem 

situation and examines the existing thoughts, feelings, and actions that were 
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experienced. An open-ended triangle, developed by Hutchins (1992) is a 

means of visually communicating to the client the interaction of thoughts, (T), 

feelings (F), and actions (A) (Hutchins & Cole, 1992). Client responses are 

recorded on a TFA Triangle. The TFA Triangle is a three-sided figure open at 

each of the three vertices (see Figure 1). A specific situation is identified (in 

this study, the client’s typical binge/purge situation) and determination is made 

regarding whether the client's behavior was: 

a. more feeling vs. thinking, or equal amounts of feeling and thinking or, 

b. equal amounts of thinking or acting or equal amounts of acting or 

feeling or 

c. more acting vs. feeling, or equal amounts of acting and feeling. 

1]



a. More Feeling vs Thinking 
or equal amounts of 
Feeling and Thinking 

c. More Acting vs Feeling 

or equal amounts of Acting 
Feeling 

  

. More thinking vs 
acting or equal 
amounts of Thinking 

and Acting 

Figure 1. A Completed TFA Triad Within a TFA Triangle Showing a 

Feeling-Thinking Response



Once the individual’s behavior has been assessed, responses can be 

graphically displayed on the TFA Triangle by connecting the selected points on 

each side of the TFA triangle to form a TFA triad. The TFA triad shows 

interactions of thoughts, feelings, and actions that occurred in a specific (binge- 

purge) situation can be seen (see Figure 1). In the process, specific client 

thoughts, feelings, and actions are determined for this situation as illustrated in 

Figure 1 A. 

Group Therapy 

Group therapy has emerged as a popular approach for the treatment of 

bulimia as it has the advantage of helping to reduce secrecy and shame 

associated with bulimia nervosa by fostering self-disclosure among individuals 

with similar problems (Brisman & Siegel, 1985, Osterheld, McKenna, & Gould, 

1987, Laube, 1990). In addition, therapists, agencies, and counseling centers 

are being challenged to provide effective as well as efficient modes of 

treatment for bulimia nervosa (Lenihan & Sanders, 1984). Given the lack of 

existing efficient and effective group treatment models for bulimia nervosa, the 

Group Pentagon provides a structured model for use with this population. 

Group Pentagon 

Hutchins (1995) developed the Group Pentagon to assist group 

counselors in planning for effective counseling and therapy groups by including 

five dimensions of structure (see Figure 2). These five dimensions include (a) 

current behavior, (b) expectations, (c) the group procedures which will be used, 
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(d) consequences of these procedures, and (e) an evaluation of the 

effectiveness of these interventions. 
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CURSENT BEEATIO 

Proo0lem 

  

EVALUATION EXZPECTATIONS 

EffZactivenes3s Goals 

CONSEQUENCES METHODS 
Risk/Impact Procedures 

Figure 2 

The Group Pentagon



Assumptions 

This proposed research conducted with college women with bulimia 

nervosa was based on the following four assumptions: 

1. Women diagnosed with bulimia nervosa have varying levels of 

dysfunction. 

2. An effective diagnosis for bulimia nervosa is the DSM-IV criteria. 

3. Women with bulimia nervosa exhibit distortions in thoughts, feelings, 

and actions which lead to inappropriate coping behaviors, specifically, bingeing 

and purging. 

4. Based on the literature review, group treatment is an effective 

treatment modality for this population. 

Statement of the Problem 

Research supports the need for efficient and effective group treatment 

strategies for bulimia nervosa (Osterheld, McKenna, & Gould, 1987, Garner, 

1987). In the three decades of reported research, there has yet to emerge a 

definitive treatment model for bulimia nervosa. Peters and Fallon (1994) 

believe that most group treatment programs have failed, since few studies 

have documented the complex process of change. 

Furthermore, studies of eating disordered women have been primarily 

studies of treatment outcome that examine only behavioral parameters and 

exclude what the women think or feel (Herzog, Hamberg, & Brotman, 1987). 

Few studies have recognized the voice or individual stories of eating 

16



disordered women and allowed them to teach researchers and clinicians what 

is involved in the process of recovery (Peters & Fallon, 1984). 

Bulimic women are often unaware of what they are thinking and feeling, 

and need to understand these thoughts and feelings in order to begin changing 

and healing. Therefore, the procedural problem is to determine the effects of a 

structured psychoeducational group treatment program on thoughts, feelings, 

and actions, with college-age bulimic women. 

Purpose Statement 

The purpose of this action study was to identify and describe thoughts, 

feelings, and actions of college-age women with bulimia nervosa and assess 

the changes that occurred as a result of a structured psychoeducational group. 

To accomplish this goal this study: 

1. Assessed individual symptomology through the use of DSM-IV criteria 

for bulimia nervosa. 

2. Applied components of the TFA Systems model. 

3. Applied components of the Group Pentagon. 

4. Designed and conducted a six session psychoeducational group 

treatment program for college-age women with bulimia nervosa. 

5. Assessed the changes for bulimic women as a function of the 

treatment program. 
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Research Questions 

Women with bulimia think, feel, and act in a much different way about 

their body size, food, and seives than women without eating disorders. Bulimic 

women have realities that are distortions about body size, fear of certain foods, 

and anxieties about the women they are and are still becoming. This study 

describes their typical thoughts, feelings, and actions through the use of the 

TFA assessment. This study used the Group Pentagon as a framework for 

group treatment. The following questions were answered: 

1. What symptoms of bulimia nervosa as described by the DSM-IV were 

present with these group participants? 

2. What were the specific behavior patterns (thoughts, feelings, and 

actions) exhibited by college-age women with bulimia nervosa? 

3. What specific changes in behavior patterns occurred after treatment 

of college-age women with bulimia nervosa? 

4. How did the college-age women describe the changes that occurred 

over the course of treatment? 

5. What was the effect of the Group Pentagon in designing a 

psychoeducational group for college-age women with bulimia nervosa? 

6. What are the implications for short-term, intensive group treatment 

programs in a clinical setting? 
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Delimitations 

(1). This study was limited to researching the effectiveness of a time 

limited psychoeducational group using the Group Pentagon and TFA self- 

assessment. 

(2). This study was limited to women between the ages of 18-21. 

(3). Research participants were limited to those from a large university 

campus. 

(4). Research participants were limited to college-age women who are 

not substance abusers, presenting with other mental disorders, or receiving 

psychopharmacological treatment. 

Limitations 

1. The small sample size and geographical area from which data was 

collected limited the generalizations of the results of this action study to other 

college-age bulimic populations. 

2. The researcher conducted all interviews and group sessions which 

presented an opportunity for researcher bias. 

3. Time limited effects prevented treatment effects from being observed 

over an extended period of time. 

4. Several clients used in this study had received individual therapy 

which may have influenced the outcome of this study. 

5. Group members’ self-report is limited to the lack of accuracy found in 

any self-report observation. 
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Operational Definitions 

For the purposes of this study, operational definitions for the following 

include bulimia nervosa, college-age women with bulimia nervosa, Group 

Pentagon, psychoeducational group, thoughts, feelings, and actions, and TFA- 

self-assessment. 

College-Age Women With Bulimia Nervosa: A female 18-21 years old who met 

the DSM-IV criteria for bulimia nervosa, purging type, within a normal weight 

range for their age and height. The individual was medically cleared for 

treatment by a physician and has not been diagnosed by a medical or mental 

health professional as currently having any of the following: active substance 

abuse disorders, antisocial personality disorder, psychotic or schizophrenic 

disorder, or borderline personality disorder. 

DSM-IV Criteria for Bulimia Nervosa - Purging Type: 

A. Recurrent episodes of binge eating. An episode of binge eating is 

characterized by both of the following: 

(1) eating, in a discrete period of time (e.g., within any 2-hour 

period), an amount of food that is definitely larger than most 

people would eat during a similar period of time and under 

similar circumstances 

(2) a sense of lack of control over eating during the episode (e.g., 

a feeling that one cannot stop eating or control how much one 

is eating) 
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B. Recurrent inappropriate compensatory behavior in order to prevent 

weight gain, such as self-induced vomiting; misuse of laxatives, 

diuretics, enemas, or other medications; fasting; or excessive 

exercise. 

C. The binge eating and inappropriate compensatory behaviors both 

occur, on average, at least twice a week for three months. 

D. Self evaluation is unduly influenced by body shape and weight. 

E. The disturbance does not occur exclusively during episodes of 

Anorexia Nervosa. 

The DSM - IV (1994) subtypes two categories of bulimia-nervosa to 

distinguish between purging and nonpurging types. The following subtypes 

can be used to specify the presence or absence of regular use of purging 

methods as a means to compensate for the binge eating: 

Purging type. This subtype describes presentations in which the person 

has regularly engaged in self-induced vomiting or the misuse of laxatives. 

diuretics, or enemas during the current episode. 

Nonpurging type. This subtype describes presentations in which the 

person has used other inappropriate compensatory behaviors, such as fasting 

or excessive exercise, but has not regularly engaged in self-induced vomiting 

or the misuse of laxatives, diuretics, or enemas during the current episode. 

Group Pentagon: A model developed by Hutchins (1993) for the purpose of 

assisting the group counselor in constructing specific group goals to ensure 
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success in group therapy. Hutchins (1995), developed the Group Pentagon as 

a method for designing effective counseling and therapeutic groups for any 

problematic condition that would merit systematic group treatment. Key to the 

implementation of The Group Pentagon is structure. Structure means that the 

counselor or therapist deliberately plans the group environment outlining 

metagoals and desired member characteristics, through designing activities 

and evaluating outcomes so there is a high probability of individual members 

achieving personal change goals (Hutchins, 1995). The Group Pentagon has 

five dimensions: 

1. Current Behavior - (Problem) What are the client's verbalized and 
  

observed problems? How are they defined according to the client’s thoughts, 

feelings, and actions? 

2. Expectations - (Goals) What does the member want to happen as a 

result of the group? What are the specific goals? What goals does the leader 

have for each member and the group? Are these goals compatible? 

3. Methods - (Procedures) What strategies and procedures can the 

leader utilize to help the clients and group meet their goals? 

4. Consequences - (Impact) What are the probable effects of these 

procedures on the members and the group process? 

5. Evaluation - (Effectiveness) How will the leader assess the goals, 

procedures, and outcomes of this group? 
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Psychoeducational Group: This group was designed to specifically meet the 

assessed needs of the group participants according to the group pentagon. 

Six one-hour and forty five minute psychoeducational group sessions were 

held with a format based on the literature, TFA System (TFA self-assessment) 

and Group Pentagon. Assessment of individual binge-purge episodes was 

conducted which was the primary metagoal of the group. TFA behavior self- 

assessment facilitated the development of individual group goals. 

Thoughts, Feelings, and Actions: Thoughts, feelings, and action are not 

discrete or pure components of behavior. Each component interacts with each 

other, yet there are distinguishing elements. As described by Wiggins (1995) 

thoughts are primarily describing cognitions, and an individual who is 

predominantly a thinker is characterized by intellectual, cognitively oriented 

behavior. Feelings are primarily describing emotions, and feeling individuals 

tend to behave in emotionally expressive ways. They are likely to use feelings 

in making decisions. Actions are primarily describing a behavior or movement 

and acting persons are generally characterized by their involvement in doing 

things and their strong goal orientation. 

TFA Assessment: An assessment procedure adapted from the TFA System 

proposed by Hutchins and Cole (1992) for the purpose of identifying individual 

thoughts, feelings, and actions in a specified situation. The TFA System 

incorporates the use of a TFA triangle in providing a visual image for describing 

behavior. “The TFA triangle is a three-sided figure open at each of the three 
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vertices, which represent thoughts, feelings, and actions. Each side of the 

triangle is a bipolar scale. On the left side of the TFA triangle is a thinking- 

feeling (TF) scale; on the bottom is a feeling-acting scale (FA) scale; and on the 

right side is an acting-thinking scale (AT)” (Hutchins and Cole, 1992, p. 18.). 

Behavior was assessed by asking individuals to think about their behavior in a 

specific situation and then record their behavior on a TFA triangle. The 

following questions guided this process: 

1. T-F (left side of the triangle): Is your behavior based more on thinking 

(3), feeling (1), or is it about in the middle (2)? 

2. A-T (right side of the triangle): In the same situation, is your behavior 

based more on action (3), thinking (1), or is it about in the middle (2)? 

3. F-A (bottom side of the triangle): In the same situation, is your 

behavior based more on feeling (3), action (1), or is it about in the middle (2)? 

Points on the TFA triangle were joined to form a TFA triad. “A total of 27 

triads can be grouped into four major triads groups” (Hutchins and Cole, 1992, 

p. 23.) The four major TFA triad groups are T-F, F-A, A-T, and TFA. 

Need for the Study 

To date there has been no empirical research conducted with college- 

age women with bulimia nervosa which conceptualizes what a specific goal 

oriented group should be for this population. Few, if any, systematic methods 

for designing groups for the treatment of bulimia-nervosa exist. In addition the 
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TFA System assessment has not been applied to the treatment of bulimia 

nervosa to assess its effectiveness. 
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CHAPTER TWO 

Review of Literature 
  

The purpose of this literature review is to present information which 

describes research regarding the history, etiology, diagnosis, characteristics 

and treatment of bulimia nervosa involving non-psychopharmacological 

individual and group treatment studies. Relevant research involving group 

treatment studies were reviewed using the Group Pentagon (Hutchins, 1995) 

as a framework to determine how group participants were assessed, how 

group goals were determined, what treatment methods were used, what 

potential risks were involved for those participating, and how the effects of 

group treatment were evaluated. 

History 

Bulimia (“ox hunger”) was thought to be a disorder of only recent origin. 

A review by Stein and Laakso (1988) concludes that the term bulimia is 

consistently found in medical reference texts in the 1700s. In 1797, the 

Encyclopedia Britannica included an entry for bulimia under the heading of 

bulimy. Bulimy is seen as “disease in which the patient is affected with an 

insatiable and perpetual desire of eating and unless indulged, he often falls 

into fainting fits.” However, the earliest historical record of bulimia as a 

syndrome was attributed to the Greek physician Galen (A.D. 130-200) who 
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described boulimus as a desire for food at very short intervals (Stein & Laasko, 

1988). 

The literature during the 1800's suggests some interest in bulimia as a 

symptom or diagnostic concern. Dunglison’s (1839-1896) A New Dictionary of 

Medical Science, 21st Ed., shows the following entry: Boulimia- from ox and 

hunger. A canine appetite. It is sometimes seen in female hysteria and 

pregnancy; rarely under other circumstances (Stein & Laasko, 1988). 

Until 1960 bulimia was looked upon as a symptom of diversity of 

physical and mental disorders, and not as the core pathology of a separate 

syndrome. In 1967 Alexander Guiora suggested the name dysorexia for a 

syndrome comprising both anorectic and bulimic behavior. Guiora stressed 

that the core pathology of this phenomenon of gorging and purging was a 

“primary lesion in ego development that will find its direct expression in a great 

concern over the patient’s body figure which, as the concrete embodiment of 

the ego, will be a constant source of concern and anxiety” (Vandereyken, 1994). 

Bulimic behavior was also diagnosed as one of the many problems in 

“orality” (Vandereyken,1994). Moskovitz and Lingao (1979) went so far as to 

mention bulimia as a side effect of oral contraceptives. In some cases, bulimia 

was considered an epilepsy-like phenomenon based on some 

neurophysiolgical dysfunction (Davis, Qualls, Hollister, and Stunkard, 1974). 

In the 1970s Hilde Bruch (1973) reported bulimia, often followed by self- 

induced vomiting in about 25% of her cases with primary anorexia nervosa. 
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Independently from one another, clinicians became more and more intrigued 

by a peculiar pattern of overeating they couldn't fit in the existing diagnostic 

classification (Vandereycken, 1994). 

Bulimia as a syndrome has been described under various 

denominations: bulimia, bulimia nervosa, bulimarexia, bulimic syndrome, 

hyporexia nervosa, thin-fat syndrome, dietary chaos syndrome, abnormal 

weight control syndrome, stuffing syndrome, compulsive eating, night eating 

syndrome, and gorging-purging syndrome (Vanderlinden, Norré, and 

Vandereycken, 1992). 

The diagnostic term "bulimia nervosa” was introduced in the late 

nineteen seventies by Russell (1980) to describe a category of patients who 

were prone to episodes of overeating and attempted to mitigate the fattening 

effects of the ingested food by inducing vomiting or abusing purgatives. This 

classification finally led to a much broader description of bulimia in the third 

edition of the Diagnostic and Statistical Manual (DSM-III, 1980) which provoked 

a flood of criticisms and led to a few profound alterations in the revised third 

edition, DSM-III-R (1987), (Vanderlinden, Norré, and Vandereycken, 1992). The 

diagnostic criteria for bulimia nervosa according to the DSM-III-R included: 

A Repeated episodes of rapid consumption of food (binge eating). 

B. A feeling of loss of control over binge eating. 

C. In order to prevent further weight gain, the subject regularly 
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E. 

engages in either self-induced vomiting, strict dieting or fasting, 

the use of laxatives or diuretics, or vigorous physical exercise. 

A minimum of two binge eating episodes per week for at least 

three months. 

Persistent preoccupation with body shape and weight. 

In 1994, the diagnosis of bulimia nervosa was modified with the 

publication of the DSM-IV. The diagnosis of bulimia nervosa was revised to 

include two subtypes of bulimia as purging and non-purging. The DSM - 

IV(1994) categorizes bulimia nervosa as: 

A Recurrent episodes of binge eating. An episode of binge eating 

is characterized by both of the following: 

(1) eating, in a discrete period of time (e.g., within any 2-hour 

period), an amount of food that is definitely larger than most 

people would eat during a similar period of time and under 

similar circumstances 

(2) asense of lack of control over eating during the episode 

(e.g., a feeling that one cannot stop eating or control how 

much one is eating) 

Recurrent inappropriate compensatory behavior in order to 

prevent weight gain, such as self-induced vomiting; misuse of 

laxatives, diuretics, enemas, or other medications; fasting; or 

excessive exercise. 
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C. The binge eating and inappropriate compensatory behaviors both 

occur, on average, at least twice a week for three months. 

D. Self evaluation is unduly influenced by body shape and weight. 

E. The disturbance does not occur exclusively during episodes of 

Anorexia Nervosa. 

The DSM - IV (1994) subtypes two categories of bulimia-nervosa to 

distinguish between purging and nonpurging types. The following subtypes 

can be used to specify the presence or absence of regular use of purging 

methods as a means to compensate for the binge eating: 

Purging type. This subtype describes presentations in which the person 

has regularly engaged in self-induced vomiting or the misuse of laxatives. 

diuretics, or enemas during the current episode. 

Nonpurging type. This subtype describes presentations in which the 

person has used other inappropriate compensatory behaviors, such as fasting 

or excessive exercise, but has not regularly engaged in self-induced vomiting 

or the misuse of laxatives, diuretics, or enemas during the current episode. 

With Russell’s description of bulimia nervosa in 1979, followed by the 

DSM-III diagnosis of bulimia, a new “eating syndrome” found its official 

acceptance in the scientific world (Vandereycken, 1994). Since this time, there 

have been numerous proposed etiologies for bulimia nervosa, yet no one 

single etiology has been universally accepted. 
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Etiology 

Coming to an understanding as to how one develops bulimia nervosa 

has led to the emergence of several possible explanations. Most etiological 

explanations are derived from either a psychological or physiological point of 

emphasis. Those who emphasize the psychological often allude to the 

physiological but leave it unexplained, just as those who emphasize the 

physiological acknowledge the psychological but leave it unexplored (Gandour, 

1984). Despite this lack of clarity, the most commonly postulated etilogies are 

psychodynamic, feminist, cognitive-behavioral, neurological, and dietary or 

restraint (Gandour, 1984). 

Most psychoanalytic explanations for bulimia seem to be extensions of 

explanations from anorexia nervosa rather than fully developed psychoanalytic 

interpretations of the disorder (Gandour, 1984). As with anorexia, bulimia is the 

result of early underlying emotional conflicts. Early object relations are seen as 

poor, with mother images being weak or distorted (Bruch, 1973). The structure 

of a bulimic family would include enmeshment, over protectiveness, rigidity, 

lack of conflict resolution, and involvement in the parental conflict (Minuchin,, 

Rosman, & Baker, 1978). The pressures involved within the family structure, 

such as emphasis on achievement and appearance contribute to the bulimic’s 

emotional liability (Schwartz, Barrett, and Saba, 1985). 

Feminist explanations posit that focusing on the individual's 

psychological and physiological deficits as the cause of eating disorders, in 
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effect, blames the victim and obscures the sociocultural origins of anorexia and 

bulimia nervosa (Szekely, 1988). According to the sociocultural hypothesis, two 

major social pressures put women at increased risk for eating disorders. One 

is the emphasis on thinness as a requirement for attractiveness, and the other 

is the conflict between traditional and non traditional roles. Women strive to be 

not only good wives and mothers, but to be successful in education and their 

careers (Shislak & Crago, 1994). Cross-cultural research suggests that eating 

disorders are culture-bound, since they are prevalent in Western cultures but 

virtually nonexistent in cultures until they begin to adopt Western values and 

norms (McCarthy, 1990). A limitation of a sociocultural interpretation is that it 

does not account for the occurrence of eating disorders in men (Vandereycken, 

1994). 

Cognitive-behavioral explanations for bulimia frequently have taken the 

form of a functional analysis of behaviors primarily for guiding and planning the 

programs of treatment (Gandour, 1984). Treatments are centered around the 

bulimic patient's dysfunctional beliefs and values concerning weight and 

shape. For this reason, a cognitive-behavioral treatment for change is 

designed to produce cognitive change (Fairburn, 1985). Criticism of this 

etiological explanation for bulimia is the lack of attention to the complexities of 

internal conflicts or developmental events that may have led to the original 

dieting or fasting (Gandour, 1984). 
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Green and Rau (1974) indicated that bulimia may be a function of a 

neurological disturbance; perhaps a disturbance in hypothalmic functioning. 

Bulimia has also been linked with disturbances in affect and mood, primarily 

depression. It is hypothesized that bulimia is associated with concurrent 

depression (Herzog, 1984), a family history of depression (Hudson, Laffer, & 

Pope, 1982) and neuroendocrine abnormalities (Gwirtsman, Roy-Byrne, Yager, 

& Gerner, 1983). The current evidence is unsatisfactory to support such an 

etiology (Cooper, Morrison, Bigman, Abramowitz, Levin, & Krener, 1988). 

Another proposed etiology for bulimia is “restraint” or dieting, with the 

triggering mechanism for bingeing being a combination of both physiological 

and psychological parameters (Gandour, 1988). Research by Herman & Polivy 

(1975) and Herman & Mack (1975) concluded that dieting preceded initial 

episodes of bingeing for nearly all bulimics. While dieting may have 

contributed to the onset of bulimia, it is unclear what led to the original dieting 

and accompanying distorted cognitions in bulimic individuals. 

Given the complexity of bulimia, none of the proposed etiologies is 

satisfying as a total explanation for the disorder (Gandour, 1988). As a result, 

most of the proposed treatment strategies are a reflection of one or more of the 

proposed etiologies. This may contribute to the difficulty of understanding, 

assessing, and treating this disorder. 
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Assessment of Eating Disorders 

With the exception of frequent weight fluctuations, there are no known 

clinical signs of bulimia (Johnson & Sinnot, 1981). Unlike anorectics who must 

have lost 25% of their original weight, bulimics may be overweight, 

underweight, or within a normal range for age, sex, and height (Gandour, 

1984). 

Fairburn and Garner (1986) point out that even though the body weight 

usually falls within normal limits, there is a morbid preoccupation with body 

weight and shape. The primary focus for bulimic individuals is a fear of loss of 

control over the eating behavior and resulting increase in weight. The bulimic 

is aware of the abnormal character of this eating behavior, and the binge eating 

is often followed by depressive feelings and thoughts (shame and guilt), 

though these are not necessary for the diagnosis. 

The bulimic individual also risks medical complications. Vanderlinden, 

Norre, and Vandereycken (1992) identify multiple complications including: 

acute stomach dilation, renal damage, heart rhythm disorders, metabolic 

disorders, dental decay, epileptic seizures, edemas, chronic hoarseness and 

sore throat, dehydration, drumstick fingers, endocrinologic disorders, and 

menstrual irregularity or absence. 

In addition to the medical complications associated with bulimia 

nervosa, Katzman and Wolchik (1984) reported that bulimics experience 

greater depression, lower self-esteem, poorer body image, greater need for 
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approval, and higher expectations than non-bulimics. Like many compulsive 

disorders, it is also an all-consuming preoccupation (Rosen & Leitenberg 

1982). As a result, many bulimics isolate themselves to avoid relationships 

and thus become "socially disabled." 

There are primarily two methods for assessing bulimia; questionnaires 

and interviews (Garfinkel & Garner, 1985). There are a number of 

questionnaires which have been developed to assess bulimia nervosa and its 

symptoms. Most of these instruments are based on DSM-III criteria. 

The Binge Scale (Hawkins & Clement, 1980); The Compulsive Eating 

Scale (Dunn & Ondercin, 1981); and the Binge Eating Scale (Gormally, Black, 

Daston & Rardin, 1982) measure the severity of the binge episodes. In 

addition, there are other questionnaires including the Binge Eating 

Questionnaire (Halmi, Falk, and Schwartz, 1981), the Cognitive Factors Scale 

(Gormally, et al., 1982), and the Bingeing-Purging Questionnaire (Coffman, 

1984). 

Garner and Garfinkel (1980) designed the Eating Attitudes Test (EAT) 

primarily to evaluate a broad range of eating behaviors among anorectics. The 

EAT, although primarily used with anorectics, has been utilized in the 

assessment of bulimia. Another widely used instrument in clinical and 

research settings is the Eating Disorders Inventory (EDI) (Garner, Olmstead, & 

Polivy, 1983). The EDI provides a measurement of the level and nature of the 

eating disorder. Behaviors such as dietary restraint, vomiting, binge-eating, 
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and attitude to normal weight can be evaluated using the Clinical Eating 

Disorders Rating System (CEDRI) (Palmer, Christie, & Cordle, 1987). 

Body image perception among eating disordered patients ranges from 

mild distortion dissatisfaction to severely delusional thoughts regarding body 

size. Consequently, assessing the degree of body image distortion should be 

incorporated into the interview process to determine what psychological 

adaptation it may be serving, and to investigate to what extent it is interfering 

with life adjustment (Johnson, 1985). The Body Attitudes Questionnaire (BAQ) 

measures specific aspects of body experience, such as attention to body size, 

familiarity with one’s own body and comparison of body appearance (Van 

Coppenolle, Probst, Vandereyecken, Goris, and Meerman, 1990). The Body 

Cathexis Scale is widely used in studies measuring body image 

dissatisfaction (Secord & Jourard, 1955) 

Clinical screening for depression is also a major consideration during 

the assessment/interview process. Careful history taking usually indicates that 

the eating disorder began prior to the onset of depressive symptoms, and that 

the patient's mood closely corresponds to the degree of control over eating. 

This suggests that the mood disturbance is a secondary phenomenon 

(Fairburn, 1985). 

Increasingly, more importance is being paid to the possibility of sexual 

abuse among eating disordered individuals. Wooley (1994) in an attempt to 

provide guidelines for sexual abuse screening, suggested that it is better to err 
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in the direction of over attention until clinicians learn to weigh the contributing 

factors of sexual abuse with the same skill used to weigh other contributing 

factors. 

There exists the possibility that some bulimics have borderline 

personality disorder. Bulimics falling into this category are usually 

polysymptomatic; their eating disorder is secondary to a more serious problem 

of unstructured internal resources (Johnson, 1985). Lacey (1985) referred to a 

personality disorder group in which the manipulation of food is associated with 

drugs, alcohol, and sex abuse. The clinical identification of this group was 

“histrionic.” It is distinctly possible that the assessment of the personality 

disorder in bulimic clients may lead to several subtypes with important 

relevance for treatment selection and outcome (Vanderlinden, Norré, and 

Vandereycken, 1992). 

Vanderlinden, Norre, and Vandereyecken (1992) proposed that the 

assessment of bulimia include: a functional analysis of the individual, including 

severity of binge-purging; weight history; psychosocial and personal 

functioning; a medical evaluation; sexual history; family history; marital status; 

family structure; and possible psychopathology within the individual and family. 

it is clear that the assessment of bulimia is a complex process and 

involves many contributing factors. There are commonalties shared by 

bulimics and there are differences. Each person's case is different relative to 
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complexity and length of recovery. While complete recovery is possible, the 

process can be ongoing and difficult. 

Treatment 

In the assessment phase of treatment, it is necessary to determine 

whether inpatient or outpatient treatment is appropriate. In making this 

delineation, Fairburn and Abraham (1985) considered the high risk of suicide 

and life-threatening health as indications for hospitalization. There are other 

determinants for hospitalization, most notably: the patient’s physical condition 

is alarming, the patient lives in a highly conflictual family situation, the patient 

suffers from serious social isolation, or the patient has multisymptomatic 

bulimia nervosa in which there is not only a disturbed eating pattern, but also 

problems in impulse control, alcohol abuse, self-mutilation, obsessive- 

compulsive disorder, and sexual disinhibition. Excessive laxative abuse or 

other abusive purging methods may necessitate hospitalization (Vanderlinden, 

Norré, & Vandereycken, 1992). 

The role of medication in eating disorders is a controversial subject 

(Goldbloom, Kennedy, Kaplan, & Woodside, 1989). The use of 

antidepressants in particular has become a central element in the discussion 

about a possible relationship between bulimia nervosa and mood disorders 

(Hudson & Pope, 1990). Antidepressants, and especially serotonin reuptake 

blockers (e.g., fluoxetine), may have beneficial effects on both mood and eating 
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behavior, but there has not been enough research to substantiate this claim 

(Mitchell, 1988). 

Regardless of whether treatment is inpatient or outpatient, there is 

generally some type of educational component. Although educational 

treatments vary in content and intensity, they tend to be based on the role of 

social and biological factors (Garner, Rockert, Davis, Olmstead, Johnson & 

Coscina, 1985). This tends to place a fair amount of emphasis on the dietary 

side of eating disorders and the principles of good nutrition, biological factors 

controlling weight and the effects of bingeing and purging (Button, 1993). 

Treatment is then focused on normalizing the patient’s eating pattern and 

incorporating forbidden foods into a regularly scheduled meal pattern. During 

treatment, patient's may also be asked to maintain a food diary. The food diary 

may help identify some of the antecedents to binge eating and distinguish 

dysfunctional thoughts precipitating the binge-purge cycle (Fairburn, 1981, 

Garner, et al, 1985). 

Vanderlinden, Norré, and Vandereycken (1992) identified seven 

theoretical treatment models which have been primarily used throughout the 

recorded history of treatment for bulimia nervosa. These theoretical treatment 

models include the depression model, addiction model, anxiety model, 

cognitive behavioral model, disassociation model, family model, feminist 

model, and eclectic model. 
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Mood disturbances are common in eating disorders. However, as Pope 

and Hudson (1985) suggest, the question is whether the eating disorder is part 

of the mood disorder or whether depression is secondary to bulimia nervosa. 

There are five findings which support a close connection between eating 

disorders and affective disorders: 

1. Depressive symptoms are frequently observed in eating disorder 

patients. 

2. After treatment of the eating disorder, depressive symptoms are 

frequently observed in the follow-up. 

3. A more than incidental occurrence of affective disorders is found in 

relatives of eating disorder patients. 

4. Cortisol aberrations and positive dexamethasone suppression tests 

are frequently observed in these patients. 

5. Antidepressants may have favorable results in treating eating 

disorders. 

Bulimia, or excessive intake of food, especially sweet, rich food, can be 

considered a form of addiction (Vanderlinden, et. al, 1992). Bemis (1985) and 

Vandereycken (1990) support this proposition with the following observations: 

1. Various impulse control disorders and abuse of alcohol or drugs are 

observed in many bulimic patients. 

2. Addictions in relatives of bulimic patients occur more frequently than 

the normal population. 
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3. The personality profiles of bulimic patients show strong similarities to 

those of alcohol or drug addicts. 

4. Bulimia nervosa corresponds to similar behaviors exhibited in 

addictions, such as loss of control, preoccupation with the substance, use of 

the substance to be able to deal with stress and negative feelings, 

concealment, and persistence of the addiction in spite of negative results. 

The anxiety treatment model, draws a comparison between the anxiety 

reducing effect of the purging (abuse of laxatives, diuretics, fasting, exercise) in 

bulimia nervosa and the repetitive rituals in obsessive-compulsive disorders 

(Rosen and Leitenberg, 1998). For example, while a compulsive washer 

avoids dirt, the bulimic looks out for the provoking stimuli (the eating situation). 

Positive consequences are connected to the binge eating episode (eating 

pleasure, avoiding boredom, anxiety, guilt, anger), but only when the individual 

is certain to vomit. This model led to the development of exposure and 

response prevention techniques, which expose the bulimic to the feared stimuli 

(calorie rich food) but the avoiding behavior (purging) is not allowed 

(Vanderlinden, Norré, and Vandereycken, 1992). 

Cognitive behavioral treatment models are driven by the premise that 

many bulimic individuals have a morbid fear of fatness (Russell, 1990) 

characterized by an extreme pursuit of thinness (Bruch, 1973). Bulimics have a 

particular cognitive style defined by pronounced perfectionism and 

dichotomous thinking (Wilson, 1986). These dysfunctional thoughts, drive for 
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thinness and perfectionism must be challenged and changed as a 

prerequisite for full recovery (Fairburn, 1985). Cognitive restructuring plays a 

central role or is only one of the techniques in a broader treatment package 

(Vanderlinden, et al, 1992). 

The dissociation treatment model has recently gained prominence in the 

treatment of bulimia with the revival of hypnosis. In this model, the idea is 

advanced that bulimics are under the influence of an ego-dissociation 

mechanism in the etiology and development of an eating disorder and that the 

bulimic undergoes a personality change when bingeing and vomiting, as if 

possessed by the devil. For this reason, clinicians compare this 

phenomenology with a sort of dissociative experience (Vanderlinden, et. al, 

1992). 

Minuchin, Rosman, and Baker (1978) identified five interaction patterns 

that they believe characterize anorexic and other psychosomatic families. 

These patterns include enmeshment, rigidity, over protectiveness, lack of 

conflict resolution, and involvement of patient in parental conflict. Incorporating 

a family treatment model in the treatment of bulimia, treatment goals are 

designed to allow the bulimic patient to take more direct control in significant 

relationships; become less protective of and elicit less protectiveness from her 

family; and finally, let go of the dependent, sick, incompetent identity that the 

bulimia both symbolizes and maintains (Schwartz, R.C., Barrett, M.J., & Saba, 

G.1995). 

42



The feminist treatment model attempts to explain why the vast majority of 

people with eating problems are women; how male controlled institutions 

support dieting and discrimination against fat people; and how dieting causes 

physiological stress, which make women susceptible to anorexia and bulimia 

(Peters and Fallon, 1994). The guiding principles of feminist therapy according 

to Sesan (1994) are: 

1. Feminist therapy recognizes that many of the problems women bring 

into therapy, including eating disorders, depression, low self-esteem, and 

feelings of powerlessness, are the results of sexism and oppression of 

women within our culture. 

2. Feminist therapy helps the client explore the inherent contradictions 

in prescribed social roles, and encourages change rather than adaptation to 

these roles. 

3. Feminist therapy recognizes that the idealization of masculine 

qualities and the devaluation of feminine qualities creates conflicts for women. 

Feminist therapy helps women to value their strengths in typically devalued 

areas. 

4. Feminist therapists are sensitive to the fact that a high percentage of 

women have experienced victimization as children or adults. 

Eclectic treatment models combine different forms of therapy. Few 

programs are a “pure” applications of one identified model (Vanderlinden, et. 

al, 1992). Wooley and Kearney-Cooke (1986) proposed a treatment model 
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combining individual and group therapy. They used various behavioral 

techniques and educational training in addition to relaxation training and the 

chance to experiment with interpersonal relations. 

Group psychotherapy has been widely adopted in the treatment of 

bulimia. This approach grew out of the feminist perspective developed by 

Boskind-Lodahl (1978). Issues discussed included personal isolation and 

shame over their eating disorder, hostility toward parents, their difficulties 

achieving independence, and fear and hatred of men. 

In the nineteen eighties group psychotherapy increased in popularity as 

a form of treatment. The group format, regardless of theoretical bias, 

addressed several key aspects of bulimia: reducing the shame and secrecy by 

sharing, reality testing with peers of unrealistic beliefs and expectations, and 

learning, in an interpersonal context, to identify and communicate affect 

(Osterheld, McKenna, and Gould, 1987). Now, group therapy is a popular 

approach for the treatment of bulimia nervosa, primarily because heavy 

demand for services has forced professionals to utilize the most efficient 

therapeutic methods (Fettes and Peters, 1990). 

Cognitive behavioral treatment models (Fairburn et al., 1985), psycho- 

educational treatment models (Wolchik, Weiss, & Katzman, 1984) and eclectic 

treatment models (Dixon & Kielcolt-Glaser, 1984) have been proposed and are 

similar to individual treatment models. As with individual forms of treatment of 

bulimia, there is a lack of consensus as to which format is most effective. 
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Treatment for bulimia nervosa has been designed to correspond with 

the proposed etiologies for the disorder. Recent research indicated that while 

cognitive-behavioral and psychoeducational treatment programs are effective; 

optimal treatment, firm diagnostic criteria, and etiological factors are as yet 

undefined (Osterheld, McKenna, & Gould, 1985). 

Treatment Research 

The majority of the treatment studies of bulimia nervosa (68% in 1987) 

have relied either primarily or exclusively on a group approach (Garner, 1987). 

A review of individual and group psychotherapeutic studies of bulimia nervosa 

revealed that most have either employed a cognitive-behavioral mode of 

treatment or selectively combined CB principles with other approaches 

(Garner, Fairburn, & Davis, 1987). 

Reported research for the treatment of bulimia nervosa began in the 

nineteen-seventies. The initial psychological treatments for bulimia were 

typically behavioral, were conducted on an individual basis, and followed either 

an eating habit control or anxiety disorder model (Kirkley, Schnieder, Agras, and 

Bachman, 1985). The majority of individual treatment studies employed an 

exclusively cognitive-behavioral mode of treatment or selectively combined 

cognitive-behavioral principles with other approaches such as feminist or 

psychoeducational (Garner, 1987). 

Fairburn (1981) developed an individualized program which utilized 

numerous cognitive behavioral techniques such as interrupting the circle of 
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overeating and vomiting by helping the patient to control food intake; helping the 

patient modify attitudes to food, eating, body weight and shape; to improve 

problem solving skills; and to maintain progress following the termination of 

treatment. He reported an 85.3% reduction in bingeing and vomiting. 

Lacey (1983) employed an eclectic- behavioral treatment program which 

combined group and individual therapy. The techniques emphasized were 

group insight and individual behavior modification counseling. A slight 

decrease in bingeing and purging frequency was reported, and Lacey found 

that subjects with a poorer treatment outcome had a reported history of 

anorexia-nervosa. 

Comparing three different types of psychotherapy for bulimia nervosa, 

Freeman, Barry, Dunkeld-Turnbull, and Henderson (1985) assigned subjects 

to receive individual cognitive- behavioral therapy, individual behavioral therapy, 

or group therapy. Using techniques such as education, support, exploration, 

focused topics, and self-monitoring, Freeman and associates found that 

bulimia-nervosa is amenable to treatment by once weekly structured 

psychotherapy in either individual or group form. 

Ordman and Kirshenbaum (1985) investigated two treatment 

approaches and compared the results. Individual cognitive-behavioral therapy 

was found to be significantly more effective than individual cognitive-behavioral 

brief therapy. 
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Fairburn, Kirk, O'Connor, and Cooper (1986) compared individual short- 

term CB therapy to long-term CB therapy. Therapeutic techniques attempted to 

change eating patterns, restructure distorted beliefs associated with eating, 

weight and body shape, education, learning to eat three meals a day, goal 

setting, reducing access to binge foods, designing activities incompatible with 

bingeing, and gradually introducing avoided foods. A comparison of the two 

treatments found no differences in bingeing or vomiting between CB and short- 

term psychotherapy at the end of treatment or after a one-year follow-up study. 

Hsu and Holder (1986) designed an individual therapy program using 

cognitive behavioral techniques described as providing dietary instructions, 

self-instructions, identifying antecedents and developing alternative strategies, 

interpersonal problem solving, and recording weight. Of the 56 subjects, less 

than half reported significant improvement. 

Johnson, Shlundt, and Jarrell (1986) implemented a treatment program 

consisting of three interventions: exposure plus response prevention, training 

in energy balance, and personal problem solving. Individuals reported an 

89.9% reduction in vomiting below the baseline level. 

Using a combined group and individual therapy, Wolchik, Weiss and 

Katzman (1986) studied the effects of educational/eclectic techniques including 

education and information, developing alternative coping strategies, focus 

sessions on self-esteem, perfectionism, anger, assertiveness, cultural 

expectations of thinness for women, and enhancing body image. Reductions 
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in bingeing (57.9) and vomiting (52.7) were reported. Similarly to Wolchik, et 

al., Wooley and Kearney-Cooke, (1986) combined individual and group 

treatment applying eclectic techniques such as exploring psychodynamic 

issues, self-monitoring, meal planning, and behavioral contracting. Results of 

this study were inconclusive. 

In summary, individual therapy, combined with group therapy appear to 

benefit individuals with bulimia-nervosa. Techniques such as self-monitoring, 

exposure to forbidden foods, and response prevention may prove more 

effective than other cognitive-behavioral techniques; however, the research is 

inconclusive. Garner (1987) accounts for the lack of conclusiveness of these 

treatment studies by suggesting that the majority of CB studies are more 

eclectic than cognitive-behavioral in design. For this reason, it is impossible to 

determine the active components of treatment. 

Numerous research studies have been carried out in this time frame 

(1979 -1995) to test the efficacy of group treatment (excluding pharmacological 

treatment) for individuals presenting with bulimia nervosa. The results of these 

reported studies indicate that group treatment is effective for treating bulimia 

nervosa. Most studies indicate a reduction in binge eating and purging 

symptoms. However, there has yet to emanate from the research a viable 

group treatment model for bulimia nervosa. This is due to the problematic 

nature as to how the research was designed and implemented. These 

problems are illustrated when the research studies suggesting a group 
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treatment for bulimia nervosa are reviewed and analyzed using the Group 

Pentagon (Hutchins, 1995). 

Group Pentagon 

Hutchins (1995), developed the Group Pentagon as a method for 

designing effective counseling and therapeutic groups for any problematic 

condition that would merit systematic group treatment. Key to the 

implementation of The Group Pentagon is structure. Structure means that the 

counselor or therapist deliberately plans the group environment outlining 

metagoals and desired member characteristics, through designing activities 

and evaluating outcomes so there is a high probability of individual members 

achieving personal change goals (Hutchins, 1995). 

The Group Pentagon is composed of five elements: 

1. Current Behavior: What is the problem situation? What is the 

person's current behavior? How is the behavior defined according to 

the client's thoughts, feelings and actions? 

2. Expectations (Goals): What does the group leader want to happen? 

What does each member want to happen? What are their specific 

goals in terms of thoughts, feelings, and actions? What goals does 

the leader have for each member and the group? 

3. Methods (Procedures): What group procedures will lead to goal 

achievement? Methods used in group meetings? Consider 
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interaction among Current Behavior — Goals — Consequences > 

—Procedures and Evaluation. 

4. Consequences (Risk and Impact): What are the consequences of 

methods or techniques on members of the group? How will certain 

methods affect members? 

5. Evaluation (Effectiveness): How will the group be evaluated? How 

will the leader assess the goals, procedures and outcomes of this 

group? 

Using these five elements as criteria, each identified group treatment study 

model for bulimia nervosa was reviewed to determine which elements of the 

Group Pentagon were included. Table 1 presents (1) Current behavior, (2) 

Goals, (3) Methods, (4) Consequences, and (5) Evaluation for each of the 10 

studies and summarizes how each dimension was addressed. A brief 

analysis follows the Group Pentagon review. 
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Table 1: 

Review of Research Using the Group Pentagon 

  

  

  

  

  

  

  

  

Study Current Goals Methods Consequences Evaluation 

Behavior 

Lacey, 1983 DSM III Symptom re- Group in- 
Diagnosis duction, sight, indi- 
for Bulimia insight vidual behav- 
Nervosa and ior modifi- 
Russell's cation 
triad 

Connors, et al.,] Bulimia 12 two hour Reduction in 
1984 Depression sessions binge/purge 

incorporating an episodes 
eclectic EDI 
treatment Body Cathexis 
package Scale 

Multiscore- 
Depression 
Inventory 

Dixon, et DSM II Eliminate Food diary, EDI, EAT, 
al., 1984 Diagnosis symptoms, re- } behavioral Symptom check 

for Bulimia structure interruption, list, Marlowe 
Nervosa attitudes, assertiveness Crowne Rutter, 

increase training, Multi- Dimen- 
self- relaxation, sional locus 
understanding | insight of control 

Freeman, et DSM IH Education, 
al., 1985 Diagnosis support, 

for Bulimia explorative, 
Nervosa focused 

topics, self- 
monitoring 

Huon & Brown, | DSM III Cognitive Eating 
1985 Diagnosis behavioral Problems 

for Bulimia psychoeduca- Questionnaire, 
Nervosa tional Body Cath- 

structured exis scale, 
topics Self-Cathexis 

Scale 
Kirkely, et DSM-II No group 2 groups of 7 Reduction in 
al., 1985 Diagnosis goals; subjects frequency of 

for Bulimia research paired to 2 binge-purging 
Nervosa goals treatment from 

were to repli- groups. pretreatment 
cate previous Groups met to post- 
findings from for 16 - 90 treatment 
group minute 
approaches sessions. 
using cog- Each group 
Cognitive used self- 
behavioral monitoring 
procedures; techniques, 
define the food 
active compo- | diary, etc. 
nents of 
treatment              



  

  

  

  

  

  

Study Current Goals Methods Consequences Evaluation 
Behavior 

Lee & DSM-III Relaxation Pre-Posttest 
Rush, 1986 Diagnosis for techniques, bingeing and 

Bulimia group purging freq- 
Nervosa, both discussions uency; scores 
moderate and aimed at al- on Beck 
sever cases tering dys- Depression 

functional Inventory, 
attitudes and Hamilton 
cognitions Rating Scale 
regarding for Depress- 
eating ion 
behavior and 

weight 
Wolchick et DSM III Decrease de- | Food diary, Beck, Kurtz, 
al, 1986 Diagnosis pression, in- Experiential Rosenberg 

for Bulimia crease self- topics, goal Self-esteem, 
Nervosa esteem, in- setting Katzman and 

crease asser- Wolchick 
tiveness, im- 
prove body 
image 

Frommer, et DSM-III No group Psychodynam- A dependent 
al., 1987 Diagnosis goals; ically orient- T-test was 

for Bulimia research ed techniques applied to 
Nervosa goals were to using a test whether 

investigate supportive there were 
relationship interaction significant 
between pre- model reductions in 
senting bingeing 
symptomology and vomiting 
following from pre- 
interventions treatment 

baseline fre- 
quency to 
posttreat- 
ment fre- 
quency 

Kettlewell DSM-III Cognitive- Baseline 
et al., 1992 Diagnosis for Behavioral frequency of 

Bulimia strategies bingeing and 
Nervosa, some taken from purging, 
exclusions previous self- 

studies; reports, MAC, 
detailed Gormally 
listing Binge Scale, 
provided in Gormally 
report Cognitive 

Factors, 
Rosenbaum 
Self Control 
Scale             
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Analysis of Review Using the Group Pentagon 

This review of group treatment of bulimia nervosa identified several 

important problems and limitations. Using the Group Pentagon as a 

framework for design, it is evident that many of the studies are deficient in many 

of the five categories of design: current behavior, goals, methods, risks, and 

evaluation. 

Current Behavior 

First, almost all of the studies relied exclusively on the DSM-III to screen 

potential group participants. The DSM Hil did not account for severity of bulimia 

or other functions such as social skills. For instance, a group member may 

have social skills which prevent her from sharing in the group experience. This 

lack of social skill may contribute to the member’s lack of success more so 

than the treatment design. 

Goals 

Treatment goals were often absent or confused with the research design. For 

instance, Frommer, Ames, Gibson, and Davis (1987) present the research 

questions as the group structure, but fail to provide any group treatment goals. 

Only one research study (Laessle, 1987) clearly specified treatment goals. 

However, the treatment goals were based on a priori ideas of group members’ 

treatment needs. The goals identified may not have been relevant to every 

individual group member's current condition. 
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Methods 

Treatment methods often did not have any connection to the treatment 

goals. For example, in the Wolchick, Weiss, and Katzman (1986) it is unclear 

as to how the maintenance of a food diary reduces depression. The lack of 

connection between goals and methods is the most glaring and problematic 

finding with the entire research review relative to the treatment of bulimia using 

a group approach. 

Consequences 

Participating in a group treatment program is a threatening process for 

many individuals. None of the reported studies identified the risks or 

consequences of such group participation. It is a possibility that treatment 

results were affected by this omission. Group members’ who are aware of 

potential risks associated with group treatment, may be less likely to drop out if 

they are aware of the potential risks of group participation. 

Evaluation 

The majority of studies incorporated an assessment or evaluation tool 

into their treatment programs. Even though assessment was often included, 

the assessment procedures used did not relate to treatment goals or treatment 

methods and it is difficult to distinguish which methods or goals produced the 

reported outcome. If the number of binges and purges decreased, was this a 

result of relaxation training or food journaling? The lack of connection between 
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current behavior, goals, methods, risks, and evaluation, makes it difficult to 

identify the variables most significant to the binge-purge reduction. 

TFA System 

David Garner (1987) stressed the problematic nature of group treatment 

studies is that they a mixture of many components which may independently or 

collectively exert an effect on symptoms. Garner proposes that this problem be 

corrected by carefully controlled dismantling trials to isolate the factors which 

are critical for symptom change. The TFA System (Hutchins & Cole,1992) for 

classifying behavior according to thoughts feelings and actions (TFA) can be 

used to identify which treatment variables influence symptom change in bulimic 

individuals. 

The TFA system is an integration of cognitive, behavioral, and affective 

counseling theories. Thinking approaches are associated with the work of 

Ellis, Beck, Maultsby and others; feeling approaches are aligned with the work 

of Rogers, Maslow, Perils, and others; while acting approaches are closely 

allied with such theorists as Skinner, Bandura, and Lazarus. 

In this system, an individual’s behavior is defined as the interaction 

among thoughts, feelings, and actions (Hutchins & Cole, 1992). With the TFA 

system it is possible to describe behavior both discretely, and in combinations. 

An individual may exhibit a TFA triad in a particular situation which reflects 

combinations of thinking, feeling, and acting patterns. For example, a stronger 

thinking and feeling orientation may indicate that the individual is reluctant to 
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take action in this specific situation. With a bulimic individual, a TFA triad may 

indicate a strong thinking and acting pattern with feelings being avoided or 

suppressed. While patterns may vary among individuals and in situations, the 

identification of a dysfunctional pattern, such as one leading to bingeing and 

purging, has implications for treatment. 

Hutchins and Cole (1992) utilize the concept of the change cycle as a 

major organizer in the TFA System. Throughout the helping process, three 

questions are asked: 

1. Why is the client having difficulty? 

2. What does the client want to do about it? 

3. How can change be made? 

These questions serve as a framework and guide the helping relationships 

and strategies from one initial interview through termination. 

Table 2 is a summary of group treatment studies in which variables 

were classified according to thoughts, feelings, or actions. Thoughts, feelings, 

and action are not discrete or pure components of behavior. Each component 

interacts with the others, yet there are distinguishing elements. For the 

purpose of this review, thoughts are primarily describing cognitions, and an 

individual who is predominantly a thinker is characterized by intellectual, 

cognitively oriented behavior. Feelings are primarily describing emotions, and 

feeling individuals tend to behave in emotionally expressive ways. They are 

likely to use feelings in making decisions. Actions are primarily describing a 
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behavior or movement and acting persons are generally characterized by their 

involvement in doing things and their strong goal orientation (Adapted from 

Hutchins & Cole, (1992) by Wiggins, 1995). 
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Table 2 

Thinking Variables Relative to the Treatment of Bulimia Nervosa 

  

  

VARIABLE CITATION YEAR 

Awareness of satiety, Wolf and Crowther 1990 
hunger 

Medical and psychological Kettlewell, et al. 1992 

consequences of bulimia 

Identify antecedent and Hsu and Holder 1986 

consequent variables in the Wolf and Crowther 1990 

binge-purge cycle Kettlewell, et al. 1992 

Selecting an appropriate weight Hsu and Holder 1986 

Kettlewell, et al. 1992 

Restructuring irrational beliefs § Fairburn 1981 

pertaining to body weight and Fairburn et al. 1986 

shape Kettlewell, et al. 1992 

Education Connors, et al. 1983 
Fernandez 1984 

Roy-Byrne, et al. 1984 

Weiss and Katzman 1984 
Freeman et al. 1985 

Huon and Brown 1985 

Ordman and Kirschenbaum 1985 
Schnieder and Agras 1985 
Fairburn 1986 

Wolchik, et al. 1986 

Kettlewell, et al. 1992 

Cognitive restructuring Connors, et al. 1983 
Yates and Sambrailo 1984 
Ordman and Kirchenbaum 1985 

Wilson et al. 1986 

Wolf and Crowther 1990 
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Group discussions 

Modification of dysfunctional 
attitudes toward behavior and 

shape 

Insight 

Increase self-understanding 

Dietary instructions 

Goal setting 

Developing individual 
hierarchies of high-risk 

situations for binge-vomiting 

Increase self-esteem 

Improve body image 

Lacey 

Weiss and Katzman 

Lee and Rush 

Wilson et al. 

Frommer et al. 

Lee and Rush 

Schnieder and Agras 
Dixon, et al. 

Weiss and Katzman 
Lacey 

Stevens and Salisbury 

Kirkely, et al. 

Fernandez 

Weinstein and Richman 

Weiss and Katzman 

Hsu and Holder 

Connors et al. 

Fairburn et al. 

Wolf and Crowther 

Kettlewell et al. 

Wilson et al. 

White and Boskind - White 

Weiss and Katzman 
Wolchik et al. 

Wolchick et. al 
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1983 
1984 
1986 
1986 
1987 

1986 
1985 
1984 

1984 
1983 
1984 
1985 

1984 
1984 
1984 

1986 

1984 
1986 
1990 
1992 

1986 

1981 
1984 
1986 

1986



Table 3 

Feeling Variables Relative to the Treatment of Bulimia Nervosa 

  

  

VARIABLE CITATION YEAR 

Feelings of adequacy Wolf and Crowther 1990 

Coping with anger Wolchik et al. 1986 

Self-worth Wolf and Crowther 1990 
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Table 4 

Action Variables Relative to the Treatment of Bulimia Nervosa 

  

  

VARIABLE CITATION YEAR 

Delay vomiting by gradually Kirkley et al. 1985 
increasing the time between 
bingeing and vomiting 

Increase the variety of foods to _‘Kirkely et al. 1985 

include all food groups 

Decrease eating rate Fairburn 1981 

Kirkely et al. 1985 

Eat only sitting at table using Kirkely et al. 1985 

utensils 

Alter vomiting ritual in some way Kirkely et al. 1985 

Exposure plus response Kirkely et al. 1985 
prevention (to forbidden foods) Ordman and Kirschenbaum 1985 

Wilson et al. 1986 

Fairburn et al. 1986 

Johnson et al. 1986 

Relaxation techniques Connors et al. 1984 

Dixon and Kelcot - Glaser 1984 

Kirkely et al. 1985 
Lee and Rush 1986 

Setting behavioral goals White and Boskind - White 1981 
Connors et al. 1983 
Kettlewell et al. 1992 

Exercise Johnson et al. 1986 

Ways to maintain and avoid a Wolf and Crowther 1990 
relapse Kettlewell et al. 1992 
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Modification 

Increase responsibility for 
behavior 

Strategies to interrupt 
bingeing/purging cycle 

Food Diary 

Eating Three Meals a Day 

Reducing access to binge 
foods 

Assertiveness training 

Autobiographies 

Modeling 

Role Plays 

Stress Management 

Laessle et al. 

White, Boskind-White 

Connors et al. 

Dixon and Kelcot - Glaser 

Fernandez 

Roy-Byrne, et al. 

Stevens and Salisbury 
Weiss and Katzman 

Yates and Sambrailo 

Fairburn, et al. 
Wooley and Kearney - Cooke 

Fairburn, at al. 

White and Boskind - White 

Connors, et al, 

Yates and Sambrailo 

Wolchik et al. 

White and Boskind - White 

White and Boskind - White 

White and Boskind - White 

Wolf and Crowther 
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1984 

1981 

1984 

1984 
1984 
1984 
1984 
1984 
1984 

1986 
1986 

1986 

1981 
1984 
1984 
1986 

1981 

1981 

1981 

1990



It is evident in Tables 2 and 4 that thoughts and actions were more 

highly represented whereas feeling variables were the least represented: 18 

cognitive variables, 3 feeling variables, and 21 action-related variables. Noting 

the relative absence of content that related to feelings and emotions of 

participants appears to be one of the major flaws in designing treatment for 

such groups. 

In addition, psychoeducational treatment packages were dominant, with 

an emphasis on education about nutrition, the effects of bulimia, and cognitive 

restructuring cognitive distortions about weight and shape. Again, the heavy 

emphasis on information or cognitive content is apparent. Each study reported 

significant effects as a result treatment; however, it is inconclusive as to how 

each variable related to producing the desired treatment outcome. 

Research 

The primary purpose of this study was to design a method of treating 

bulimia nervosa using the Group Pentagon Group Pentagon and the TFA 

System to assess how women begin their recovery from bulimia nervosa. An 

action study was used as a framework for conducting this research (Issac & 

Michael, 1990). Lewin originated the idea of action research using a three step 

process of planning, evaluating and execution (Lewin, 1948). Corey (1953) 

proposing an alternative to basic research used the term action research to 

categorize applied research. Based on these two definitions, it is possible to 

define action research as short term research which seeks to provide relevant 
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information for a specified educational decision. Carr (1986, p. 162) proposed 

that action research is “simply a form of self-reflected inquiry undertaken by 

participants in social situations in order to improve the rationality and justice of 

their practice, their understanding of these, and an understanding of the 

situations in which the practices are carried out.” 

Action research, as described by Issac and Michael (1990) has six steps 

which include: definition of the problem or setting of goals, review of the 

literature, formulation of testable hypotheses or strategies of approach, 

arrangement of the procedures utilized to meet the objectives, establishment of 

evaluation criteria or measurement techniques, and analysis of the data to 

evaluate outcomes. Findings from action studies are often applied 

immediately to the specific educational or treatment setting and generalizations 

beyond the specific population are not recommended. 
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CHAPTER THREE 

Methodology 

Research supports the need for effective and efficient group treatment 

strategies for bulimia nervosa (Osterheld, McKenna, & Gould, 1987, Garner, 

1987). It was the purpose of this study to design and implement a treatment 

group for college-age women with bulimia nervosa. Six major components 

involved: 

1. Assessing individual symptomology through the use of DSM-IV 

criteria for bulimia nervosa. The DSM IV criteria for bulimia nervosa includes 

the following: 

DSM-IV Criteria for Bulimia Nervosa - Purging Type: 

A. Recurrent episodes of binge eating. An episode of binge eating is 

characterized by both of the following: 

(1) eating, in a discrete period of time (e.g., within any 2-hour 

period), an amount of food that is definitely larger than most 

people would eat during a similar period of time and under 

similar circumstances 

(2) a sense of lack of control over eating during the episode (e.g., 

a feeling that one cannot stop eating or control how much one 

is eating) 

B. Recurrent inappropriate compensatory behavior in order to prevent 

weight gain, such as self-induced vomiting; misuse of laxatives, 
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diuretics, enemas, or other medications; fasting; or excessive 

exercise. 

C. The binge eating and inappropriate compensatory behaviors both 

occur, on average, at least twice a week for three months. 

D. Self evaluation is unduly influenced by body shape and weight. 

E. The disturbance does not occur exclusively during episodes of 

Anorexia Nervosa. 

The DSM - IV (1994) subtypes two categories of bulimia-nervosa to 

distinguish between purging and nonpurging types. These subtypes can be 

used to specify the presence or absence of regular use of purging methods as 

a means to compensate for the binge eating: 

Purging type. This subtype describes presentations in which the person 

has regularly engaged in self-induced vomiting or the misuse of laxatives. 

diuretics, or enemas during the current episode. 

Nonpurging type. This subtype describes presentations in which the 

person has used other inappropriate compensatory behaviors, such as fasting 

or excessive exercise, but has not regularly engaged in self-induced vomiting 

or the misuse of laxatives, diuretics, or enemas during the current episode. 

2. Applying components of the TFA assessment. The TFA assessment, 

a component of the TFA System (Hutchins & Cole, 1992) was used to construct 

a model for conceptualizing the behavior of college-age women with bulimia 

nervosa and provided a structure for treatment. The TFA assessment was 
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utilized as the method or procedures, in the design and implementation of the 

psychoeducational treatment group. 

3. Applying components of the Group Pentagon. The Group Pentagon is 

a five-step model for designing effective counseling and therapeutic groups. 

The Group Pentagon, developed by Hutchins (1995) is composed of five 

elements: 

a. Current Behavior (What is the problem situation?) 

b. Expectations (Goals) 

c. Methods (Procedures) 

d. Consequences (Risk, Benefits, and Impact) 

e. Evaluation (Effectiveness) 

4. Designing and conducting a six session psychoeducational group 

treatment program for college-age women with bulimia nervosa using the 

Group Pentagon and TFA assessment as a model for treatment. 

5. Assessing changes for bulimic women as a function of the treatment 

program through individual TFA self-assessment, individual journals, and 

semi-structured interviews. These changes were examined and interpreted 

using a narrative framework as proposed by Brown and Gilligan (1992). 

Brown and Gilligan (1992) theorized that adolescence is a time of 

disconnection, sometimes of dissociation or repression in women’s lives, so 

that women do not remember—tend to forget or to cover over— what as girls, 

they have experienced and known. This presented research study assessed 
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the dissociation between the participating adult bulimic women and their 

thoughts, feelings, and actions. Specifically, what was the relationship 

between these women’s thoughts, feelings, actions, and their bulimia. And, 

what changes in thoughts, feelings, and actions are needed to counter the 

dissociation that has taken place in these young women’s lives. 

Selection Criteria and Recruitment of Participants 

Group participants were recruited from a state university. The criteria for 

selection was based on DSM-IV criteria for bulimia nervosa, pre-group semi- 

structured interviews (see Appendix 1) including the administration of the 

Eating Disorders Inventory (EDI), and a screening checklist (see Appendix 2) 

with the researcher. A screening checklist based on the literature was 

developed by the researcher to determine if the potential subjects met pre- 

selection criteria as described in Chapter One. This criterion for participation 

was limited to: 

1. A female 18 to 21 years of age who met the DSM-IV criteria for bulimia 

nervosa, purging type, within a normal weight range for their age and height. 

2. The individual was medically cleared for treatment by a physician and 

has not been diagnosed by a medical or mental health professional as 

currently having any of the following: active substance abuse disorders, 

antisocial personality disorder, psychotic or schizophrenic disorder, major 

depressive episode, or borderline personality disorder. 
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Instrumentation 

In this study, the instruments used to assess the individuals before and 

after treatment were the same, with the exception of the Eating Disorders 

Inventory, which was used for screening purposes only. These instruments 

included a semi-structured interview, a screening checklist, and a TFA 

assessment to identify subjects’ thoughts, feelings and actions relative to a 

problematic situation with binge eating and purging. Additionally, after 

treatment, group members’ journals (see Appendix 3) were analyzed for 

content to describe changes in their thoughts, feelings, and actions as a result 

of treatment. 

For the purposes of screening potential members and to corroborate the 

researchers assessment that the prospective members met the criteria for 

bulimia nervosa, the Eating Disorders Inventory was administered to each 

group member. The Eating Disorder Inventory (EDI) is a 64-item test 

constructed to measure the cognitive and behavioral characteristics of anorexia 

and bulimia nervosa (Garner & Olmstead, 1984). This self-report inventory 

requires the individual to rate his or her behavior and beliefs on a six-item 

scale ranging from “always to never.” The EDI has eight scales which were 

found to be positively correlated : (1) drive for thinness, (2) bulimia (e.g., binge 

eating), (3) body dissatisfaction, (4) ineffectiveness, (5) perfectionism, (6) 

interpersonal distrust, (7) interoceptive awareness, and (8) maturity fears 

(Williamson, 1990). Garner and Olmstead (1984), reported a .80 internal 
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consistency of each subscale and a reliability correlation ranging from .43 to 

.68. 

Treatment Procedures 

Pre-group Interview: 

Individuals who expressed interest in participating in the 

psychoeducational group treatment program were contacted to arrange a 

screening interview with the researcher. The researcher met with the 

prospective group member for approximately one hour. During this semi- 

structured interview, a screening checklist was used to determine if the 

individual met the established criterion bulimia nervosa and to establish that 

the individual was appropriate for the group. In addition, the Eating Disorders 

Inventory (EDI) was administered as part of the screening process. 

TFA Assessment: 

After the information from the screening interview was evaluated, the 

researcher arranged another meeting with the prospective group member to 

present an overview of the group program and an explanation of the informed 

consent form was provided. The informed consent form outlined the 

expectations for group participation and the consequences associated with 

group participation. In addition, a list of outside psychological referral sources 

was provided. 
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Following the individual's providing informed consent to participate in the 

study, a TFA assessment was administered to the group member. The group 

member assessed her behavior using the TFA triad and specifying thoughts, 

feelings, and actions characteristic of a situation in which a binge-purge was 

likely to occur. After completing the TFA assessment, the researcher 

interpreted potential implications of the TFA triad, including the interactions of 

thoughts, feelings, and actions in this situation. Following the interpretation of 

the TFA assessment, the researcher assisted the group member in the 

development of realistic, measurable individual goals based on testing 

information and individual behavior, including a self-assessment of her 

behavior using the TFA assessment in normal situations and bulimic 

situations. Additionally, the group member was encouraged to begin thinking 

about procedures she could apply to attain these goals. 

Group Pentagon 

The Group Pentagon (Hutchins, 1995) was applied as a framework for 

structuring the treatment group. Five components of the Pentagon, current 

behavior, goals, methods, consequences and evaluation included: 

1. CURRENT BEHAVIOR: The current behavior of group members was 

assessed using a checklist developed using DSM-IV symptomology, the Eating 

Disorders Inventory, the TFA assessment, and semi-structured interviews. 

2. GOALS: To assist group members in the attainment of group and personal 

goals in their treatment for bulimia nervosa, there was one meta goal; to 
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reduce bingeing and purging episodes through learned behavior strategies. 

More specific individual goals were developed based on the interpretation of 

TFA assessments. 

3. METHODS: Methods utilized to assist in the accomplishment of these goals 

included sharing personal information with group members, participation in 

group activities, self-assessment using the TFA system, journaling, and 

assigned homework activities. 

4. CONSEQUENCES: Before the group began, it was necessary to ascertain 

the potential consequences of participation for the group members. Potential 

positive consequences included: 

1. Support from other women with bulimia 

2. Improved functioning as a result of participation 

3. Reduction in the amount of guilt and shame inherent for 

those with an eating disorder 

Potential negative consequences were reduced because group members 

were: 

1. Alerted during screening interviews to the fact that disclosing 

personal information may be emotionally painful. 

2. Advised that the possibility existed that they may regress from their 

current level of functioning. 

3. Advised that they may start restricting food intake as a result of their 

comparing sizes and weights with other members. 
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4. Informed that in the event that group members’ needed additional 

psychological services they were encouraged to seek individual 

counseling from the group leader or suggested psychological 

services as explained in the informed consent form. 

5. EVALUATION: The individual progress of group members’ was evaluated 

upon completion of the group by re-administering the TFA assessment, 

analyzing group members’ personal journals, and through semi-structured 

interviews with the researcher. 

A_Six Session Psychoeducational Treatment Group 

After the screening was completed group members were selected and 

individual and group goals were identified, a six-session psychoeducational 

group was implemented. Six psychoeducational group sessions consisted of 

the following: 

Session 1 - Introduction and Basic Group Framework 
  

a) Introductions of group members and ground rules. Group members 

were given journals and asked to keep all homework assignments in the 

journal and monitor their binge-purge behavior in the journals. 

b) The group leader identified the primary group goal based on pre- 

group interviews, which was to reduce the bingeing and purging frequency for 

each group member. 

c) Participants “told their stories” regarding how bulimia nervosa has 

impacted their lives. 
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d) Group members shared their TFA triads and individual goals with the 

group in order to begin devising strategies to accomplish these goals. 

e) A group list of the group members’ thoughts, feelings, and actions 

was constructed by the group members and the group leader identified several 

common behavior patterns among individual group members. 

f) A list of thoughts, feelings, and actions developed by group members 

was discussed with the purpose of illustrating how thoughts, feelings, and 

actions interact resulting in a specific behavior pattern. 

e) The group generated ways in which these thoughts, feelings, and 

actions can be changed to interrupt the bulimic cycle. Similarities and 

differences were discussed. Priorities were determined and individual 

assessments were made on appropriate strategies. 

f) For homework, each member was asked to specify a situation in 

which they had a desire to binge and purge. They were asked to keep a journal 

and record their thoughts, feelings, and actions when this situation occurs. In 

addition, each group member was to devise a strategy or strategies for 

interrupting the binge-purge if at all possible. This assignment was continued 

for the duration of the group. 

Session 2 - Review of TFA and Binge-Purge Reduction 

a) The group was reminded of the group procedures, confidentiality and 

group members’ responsibilities. 
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b) A review of the first session was conducted. 

c) A discussion pertaining to the group members’ progress in 

accomplishing their goals was centered on the difficulties in preventing binge- 

purge episodes. Group members were encouraged to provide heipful 

feedback to group members having difficulties and to offer support to those 

struggling. 

d) Individual homework assignments were reviewed and again, group 

members’ shared personal accomplishments and disappointments. Each 

group member developed one specific strategy to use in the event that they had 

an urge to binge. 

f) The second homework assignment was to employ the previously 

identified binge-purge delay or avoidance strategy in a problem situation. 

Group members were asked to record their thoughts, feelings, and actions in 

their journals after attempting this strategy. In the event that they binged or 

purged, the group members were asked to record their accompany thoughts, 

feelings, and actions. 

Session 3 - Accomplishing Goals 

a) Group procedures were reviewed. Group members were asked to 

share any problems or concerns with the group format. 

b) The group leader, asked group members to share their progress for 

both individual and group goals. A discussion followed. 
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c) The second homework assignment was reviewed to ascertain how 

the group members were able to begin the process of attaining a desirable 

goal. Members were asked to voluntarily read from their journals. 

d) What were the difficulties experienced as group members employed 

an alternative strategy to an undesirable behavior? What worked well as an 

alternative strategy to an undesirable behavior? What were the thoughts, 

feelings, and actions in this situation. 

e) What were the interactions and connections (for each member) of 

thoughts, feelings, and actions in a binge-purge situation? 

f) The third homework assignment was to reevaluate their individual 

goal and ascertain if changes were needed. Group members were to develop 

a short-term, 1-3 day plan which described in a step by step sequence and 

strategies which help to prevent possible binge-purge behavior. 

Session 4 - Normalizing Eating 

a) The group members’ reviewed homework assignment three and 

shared their various experiences in trying out new strategies to help mitigate 

the desire to binge and purge or in accomplishing their personal goals. 

b) Group members’ shared their progress in accomplishing their goals 

and provided feedback to each other as needed. 

c) In breaking the binge-purge cycle it was necessary for group 

members to develop structured eating patterns until more natural eating 

patterns can be restored. Structured eating plans developed by group 
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members consisted of one to two days of planned meals and snacks. Group 

members were asked to eat three meals a day and to include snacks between 

these meals. It was suggested to group members that they incorporate a 

variety of foods into their meals and avoid choosing only low-fat selections. A 

group discussion focused on anxiety and other thoughts and feelings 

associated with eating meals and eating problem foods. 

d) Each member assessed their behavior using TFA triads and specific 

thoughts, feelings, and actions before, during, and after a meal. The group 

members shared with the group individual patterns. The group leader 

diagrammed the various patterns and associated thoughts, feelings, and 

actions. Members were asked to interpret ways in which their behavior 

illustrated by the TFA triads contributed to the bulimic cycle. 

e) Next, members shared their current eating patterns. Were members 

skipping meals, overeating at meals, keeping some food down, purging all 

food? 

f) The group leader presented a led a discussion on “Eating Normally.” 

g) Group members were asked to select another group member or 

someone outside the group if necessary to assist in structuring an eating plan 

and to eat meals with. To assist the group members when planning a meal, 

several questions were posed: 

1. Are you eating the meal in a situation which will prevent isolation from 

others? 
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2. Are you eating a variety of foods? 

3. Is your hunger satisfied? 

4. Are you setting yourself up to binge and or purge later? 

5. What if anything are you fearful of you when you eat? 

6. Describe the fear and anxiety when eating your “forbidden” foods. 

h) For homework assignment four, each member was to respond to the 

previous questions and elaborate on each question by describing how taking 

such an action prevented a binge-purge or resulted in a binge-purge. Group 

members were to answer these six questions in their journals. 

Session 5 - Anxiety About Weight and Shape - Body Image Distortion 

a) Homework assignment four was reviewed in conjunction with the 

group members’ thoughts, feelings, and actions associated with eating 

“normal” meals. Group members discussed the difficulties associated with 

eating “normal meals.” 

b) The group discussion focused on how normalizing eating is a 

preliminary step in total binge-purge reduction. Group members needing 

individual support or assistance from the group leader were encouraged to 

make an individual appointment. 

c) The group leader presented a short lecture on why and how women 

develop distorted body images. 
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d) A discussion followed the lecture as group members shared their 

thoughts and feelings about their bodies and what helps in trying to improve a 

woman's body image. 

e) Group members were asked to write down how they would like to 

think and feel about their bodies- not how they would like to look. Next 

members were asked to transform these thoughts and feelings into 

statements of intent that they wish to make true in relation to their body image. 

f) Homework assignment five asked each member to take each 

statement and follow it with an action that reflected a step toward 

accomplishing these statements of intent to transform their body image. 

session Six - Assertiveness With Others 

a) Homework assignment five, dealing with body image was reviewed. 

A discussion followed with members sharing notes from their journals. 

b) The group members’ reviewed their progress in accomplishing their 

goals. 

c) The group leader led a discussion on why it is difficult for women with 

eating disorders to ask for and/or receive what they need in relationships with 

others. It was emphasized that non-assertive behavior leads to a void in 

getting needs met, thus, this results in individuals’ deficits in self-esteem and 

self-worth. And, as a result, this perpetuates the undesirable effect of having 

needs met in other ways such as in bingeing and purging or other negative 

behaviors. 
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d) The group participated in role plays that allowed members to practice 

being assertive and to understand the difference between assertiveness and 

aggressiveness or other self-centered behaviors. 

e) A discussion followed that attempted to synthesize sessions 1- 6. 

f) Members’ were instructed as to when follow-up sessions would occur 

and how to continue pursuing their personal goals. 

Follow-up sessions for the group members were held one week after 

the group ended and after three weeks. These sessions allowed each 

member to check in with the group to provide a progress report and provide 

support and reinforcement as needed. Group members were asked to 

continue working toward their goals and writing in their journals. This included 

monitoring any bingeing and purging behavior. Group members needing 

individual assistance were encouraged to make individual appointments for 

the purpose of clarifying homework assignments or if additional support is 

needed. The researcher arranged individual meetings with each group 

member to complete post testing. During the final individual meetings, 

journals were turned in, the TFA assessment was readministered, and a 

semistructured interview was conducted. 

80



Data Analysis 

Data Sources 

Data was collected from qualitative sources consisting of content from 

the pre-group interviews, group members’ journals, TFA assessments, and 

post-group interviews. 

Procedures to Analyze Data 

To determine if changes occurred as a result of the group treatment, the 

data was analyzed according to the model proposed by Brown and Gilligan 

(1992). Brown and Gilligan (1992) theorized that adolescence is a time of 

disconnection, sometimes of dissociation or repression in women’s lives, so 

that women do not remember—tend to forget or to cover over— what as girls, 

they have experienced and known. Furthermore, young women struggle over 

speaking and not speaking, knowing and not knowing, feeling and not feeling. 

Brown and Gilligan (1992) see the makings of inner divisions where young 

women come to a place where they feel they cannot feel or know what they 

have experienced— and have felt and known. 

This study examined the dissociation between adult bulimic women and 

their thoughts, feelings, and actions. Specifically, the relationship between 

these women’s thoughts, feelings, actions, and their bulimia was investigated. 

Additionally, this study examined what changes in thoughts, feelings, and 
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actions were needed to counter the dissociation that had taken place in these 

young women’s lives. 

Qualitative data was analyzed using Brown and Gilligan’s (1992) content 

analysis model to describe the content in narrative form for interpretation. In 

order to ascertain when and how the changes occurred, qualitative data was 

generated from the pre and posttest interviews, pre and posttest TFA 

assessments, and journal entrees describing the change process. 

Data analysis consisted of four stages. First, TFA assessments, both 

pre and posttest were analyzed. The TFA assessments were examined to 

determine the TFA triad for each group member. Next, the content generated 

from the TFA assessments, specifically, group member's thoughts, feelings, 

and actions, were coded. The primary purpose of the coding was to identify 

basic concepts or themes that were pronounced for each group member. In 

this stage of analysis the researcher identified sentences or phrases that 

appeared several times in order to construct a theme. 

In the second stage of analysis, the researcher examined and coded 

group member journals. The researcher analyzed the journals by color coding 

words or statements that appeared frequently throughout the journal to indicate 

how the group member described her thoughts, feelings, and actions in 

relation to her bulimia. The content was analyzed to ascertain how the 

thoughts, feelings, and actions of the group member contributed to her being 
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“disconnected” from herself, or as Brown and Gilligan describe, losing 

relationship with herself. 

During the third stage of analysis, the researcher transcribed pretest and 

posttest interviews for each group member. The transcripts were reviewed to 

identify basic concepts or themes which appeared within an interview or across 

an interview. Rubin and Rubin (1995) suggest that a theme consists of 

sentences or phrases of comparable meaning that appear at least twice within 

one interview or were expressed by at least two subjects. 

in the fourth stage of analysis, links between data sources were 

examined for the purpose of triangulating the data and thus, contributing to the 

validity of the findings (Lather, 1991). According to Ely (1991, p. 97) 

triangulation of findings means “watching for the convergence of at least two 

pieces of data. 

Evaluation Procedures 

The purpose of this study was to design a method of treating bulimia 

nervosa using the Group Pentagon and TFA assessment to assess how 

women begin their recovery from bulimia nervosa. The following research 

questions directed group treatment program and the evaluation of the 

effectiveness of that program. 

1. What symptoms of bulimia nervosa as described by the DSM-IV were 

present with these group participants? 
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2. What were the specific behavior patterns (thoughts, feelings, and 

actions) exhibited by college-age women with bulimia nervosa? 

3. What specific changes in behavior patterns occurred after treatment 

of college-age women with bulimia nervosa? 

4. How did college-age women describe the changes that occurred over 

the course of treatment? 

5. What was the effect of the Group Pentagon in designing a 

psychoeducational group for college-age women with bulimia nervosa? 

6. What are the implications for short-term, intensive group treatment 

programs in a Clinical setting? 
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CHAPTER FOUR 
  

Results 

This chapter reviews the purposes of the study, subjects, 

methods, and research questions. It also presents results accumulated from 

the evaluation procedures. Using Brown and Gilligan’s (1992) model, 

narratives will describe changes in thoughts, feelings, and actions for the 

women who participated in the study. 

Purposes 

The purposes of the study were to: (1) assess symptoms of 

bulimia nervosa as described by the DSM-IV were present with these group 

participants; (2) examine the specific behavior patterns (thoughts, feelings, and 

actions) exhibited by college-age women with bulimia nervosa, (3) describe 

specific changes in behavior patterns after treatment of college-age women 

with bulimia nervosa; (4) describe how college-age women describe the 

changes that occur over the course of treatment; (5) assess the effect of the 

Group Pentagon and TFA in designing a psychoeducational group for college- 

age women with bulimia nervosa; and (6) discuss the implications for short- 

term, intensive group treatment programs in a clinical setting. 

Subjects 

Two groups were evaluated during this study. In Group 1, five women 

with bulimia nervosa participated in all the pre-testing, with three women 

completing pretesting, treatment, and posttesting. Two women dropped out of 
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the group due to illness and did not complete the treatment or post-testing. Six 

women comprised Group 2, with all six participants completing the pre-testing, 

group treatment, and post-posttesting. 

All of the members from each group were formally diagnosed with 

bulimia nervosa by a psychologist or psychologist in their previous treatment 

history. Each member from Group 1 and Group 2 had received individual 

psychotherapeutic treatment prior to the treatment, but none of the group 

members were currently seeing an outpatient therapist. 

In Group 1 three women, whose identities for the purpose of this study 

were Jo, Sara, and Lynn, completed pre-testing and posttesting All three group 

members had been diagnosed by a physician with bulimia nervosa and had 

received individual therapy. After completing the assessment, it was 

determined that all group members were suffering through a particularly 

difficult period with their bulimia, and needed support in controlling their 

bingeing and purging. Reducing the number of binge purge episodes was the 

group goal, while individual goals were developed according to individual TFA 

triads. 

Comprising the second treatment group, and assigned the following 

identities, were Meg, Jen, Kara, Jan, Ann, and Kim. Each of the six women had 

been diagnosed with bulimia nervosa by a physician and had received 

individual therapy. Based on pre-group assessment for these women, the 

group goal was to reduce the number of binge purge episodes, while individual 
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goals were developed according to individual behavior as reflected by TFA 

triads and associated specific thoughts, feelings, and actions. Table 5 

illustrates the age, weight, height, number of years reported being bulimic, and 

number of years in individual therapy for members of treatment Group 1 and 

treatment Group 2. Combined means for Group 1 and Group 2 were; age, 19.1 

years; weight, 124 pounds; height 65 inches, years bulimic, 3.3; and 1.83 years 

of therapy prior to this group. 

Methods 

Individual screening interviews and assessment interviews were 

conducted with the members of Group 1 and Group 2 before the treatment 

began. A semistructured interview and screening checklist, the TFA 

assessment, and the Eating Disorders Inventory were administered to the 

members of both groups prior to the implementation of the treatment groups. 

Group members in each group were given journals to record their thoughts, 

feelings, and actions during problematic situations and to monitor binge-purge 

episodes. 

Following the six session group treatment program, the same 

assessment instruments were readministered one week after treatment and 

again three weeks after treatment in order to assess changes in behavior 

patterns. All members from each group, three from Group 1 and six from 

Group 2, completed posttesting and follow-up interviews. The two groups were 

conducted at different times, but under the same conditions. Because enough 
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similarities existed in the design and facilitation of the treatment groups, the 

data from Group 1 and Group 2 were synthesized and analyzed collectively. 
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Table 5 

Group 1 Age, Weight, Height, Years Diagnosed with Bulimia, Years in Therapy 

  

  

  

    

Name Age Weight Height Yrs. Bulimic Yrs. of Therapy 

Jo 20yrs. 122\ibs. | 65in. oyrs. 3yrs. 

Sara 18yrs. 116ibs. | 63in. 2yts. lyr. 

Lynn 19yrs. 126lbs. 65in. 3yrs. 2yTs. 

Mean 19yrs. 121.3lbs. | 64.3in. 3.3yrs. 2yrs.             
  

Group 2 Age, Height, Weight, Years Diagnosed with Bulimia, Years in Therapy 

  

  

  

  

  

  

                

Name Age Weight Height Yrs. Bulimic Yrs. of Therapy 

Meg 21yrs. 136Ibs. 65in. 6yrs. 3yrs. 

Jen 18yrs. 155lbs. 6Bin. ‘Syrs. Tyr. 

Kara 18yrs. 115lbs. 65in. 3yrs. 2yts. 

Jan 20yrs. 110lbs. 63in. Ayrs. 2.5yTS. 

Ann 18yrs. 125Ibs. 65in. 2yts. Tyr. 

Kim 20yrs. 110Ibs. 64in. 2yrs. tyr. 

Mean 19.1yrs. 125lbs. 65in. 3.3yrs. 1.75yrs. 
  

Summary of Combined Group 1 and Group 2 Means for Age, Weight, Height, Years 
Bulimic and Years in Therapy 

Age Weight Height Yrs. Bulimic Yrs. of Therapy 
  

  
MEAN 19.1 123.8 64.7 3.3 1.83 
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Research Questions 

Each group completed six treatment sessions and two post-treatment 

follow-up and assessment sessions. The first follow-up session was 

completed following one week of treatment. A second follow-up session was 

conducted three weeks after the group treatment program. After the final follow- 

up sessions, the data collected from both groups was combined and analyzed 

for the purposes of answering the proposed research questions. 

Research Question 1: What symptoms of bulimia nervosa as described by the 

DSM-IV are present with these group participants? 

¢ Each of the nine (100%) bulimia nervosa group participants were 

formally diagnosed with the disorder by a psychologist or psychiatrist before 

participating in the group. 

-¢ All nine (100%) group members engaged in the practice of self- 

induced vomiting after binge eating. 

¢ Seven of the nine (78%) engaged in excessive exercise; while two of 

the nine (22%) exercised, but less excessively. 

¢ Five of the nine (55%) had reported using laxatives regularly but have 

stopped completely or had not used laxatives for at least one month. 

¢ All nine (100%) reported having severe body image distortion. 

Individual profiles obtained with the Eating Disorders Inventory corroborated 

this finding. 
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Incorporating the DSM-IV as part of the assessment process was useful 

in clinically identifying group members for this study. However, the DSM-IV did 

not assist in the determination of appropriate group members. Two individuals 

screened for the group did meet DSM-IV criteria for bulimia nervosa. These 

women were not selected for the group for other reasons such as an 

undesirable low body weight, which would not be appropriate for Group 1 or 

Group 2 inclusion. Prospective group members who were excluded from this 

group, were seeing individual therapists for their eating disorders. 

2. What were the specific behavior patterns (thoughts, feelings, and actions) 

exhibited by college-age women with bulimia nervosa? 

Using Brown and Gilligan’s (1992) model for analyzing data, it appeared 

that the psychoeducational group treatment program for bulimia nervosa 

contributed to changes in thoughts, feelings, and actions for members from 

both groups. 

The TFA assessment provided a method for identifying and interpreting 

thoughts, feelings, and actions of women participating in the study. Members 

from both groups were asked to identify one specific situation they would like to 

address during the group in which they believed they would be most likely to 

binge and purge. The group member was then asked to complete a TFA 

assessment by diagramming a TFA triad. Then, specific thoughts, feelings 

and actions of the group member that occurred in that situation were recorded. 
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Based on the TFA assessment, each group member developed goals to assist 

in the reduction of bingeing and purging. These goals are shown in Table 6. 
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Table 6 

Group 1 TFA Triads and Goals 

A. Jo 

B. Sara 

C. Lynn 

Triad 

      
93 

. Eat two-three meals 

a day 

. Successfully monitor 
binge-purge frequency 

. Seek support when 

having difficulty with 
thoughts, and feelings 
about food, body image 
etc. 

. Reduce binge-purge to 
3 or less per week from 

3 per day 

. Reduce binge-purge to 
1 or less per week from 

5 per week 

. Eat three meals a day 5 
per week



Table 6 Continued 

Group 2 TFA Triads and Goals 

Name Triad 

A. Meg 

  

B. Jen 

  

C. Kara 
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Goals 

. Reduce binge-purge to 
1-3 per week from 10 

per week 
. Eat 3 meals a day 4 x 
per week 

. Reduce binge-purge to 
1-3 per week from 10 

per week 

. Consistently respond 
assertively to 
demanding roommate 

. Reduce binge-purge to 
2-5 times per week 
from 10 per week 

2. Eat 2 meals a day that 
include forbidden foods



Table 6 Continued 

Group 2 TFA Triads and Goals 

Name Triad 

D. Jan 

E. Ann 

F. Kim 
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Goals 

1. Reduce binge-purge to 
1-2 per week, from 3-5 

. Reduce exercise to 5 

days per week, 30 
minutes from 7 days 

per week, 3 per day 

. Reduce binge- purge 
to 4 or less per week 
from 7-10 per week 

. Increase amount of 

time spent with friends, 

to 1 activity per day 

. Reduce binge- purge to 

0-3 per week from 5 per 
week 

. Reduce exercise from 

2-3 hours per day to 30 
minutes per day



Triads of members from both groups reflected similar, but somewhat 

different behavior patterns. Two types of triads emerged. The first triad, was an 

Acting-Thinking (AT) pattern, shown by six of the nine people. This pattern 

indicated that in eating disorder situations there were destructive or obsessive 

actions and catastrophic and or irrational thoughts (Ann, Sara, Lynn, Jen, Jan, 

and Kara). Most likely, this destructive or obsessive action would be a binge 

followed by a purge (see Figure 3). 

A second triad, Thinking - Feeling, (TF) shown by three of the nine 

people had a heavier emphasis on thoughts and feelings, with a relative 

reluctance to take any action (Meg, Kim, Jo, Figure 4). The absence of action 

would serve as the precipitator of the binge-purge cycle. 
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Thoughts 

1. | am going to drop 
out of school if they 
don't stop hassling me 

2. My parents want me to fail 

  

Feelings: Actions: 

1. | don't want to feel- it's so uncomfortable 1. If | am unhappy 
2. Asick feeling- is how | feel or stressed, | will 

either binge or 
purge or do 
something to 
block my feelings 

2. Blow out my 
parents 

3. Storm out of the 
room 

Figure 3. A TFA Triad Representing a Composite of 6 People With a Thinking- 
Acting Orientation 
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Thoughts: 

1. Everyone is watching 
me eat 

2. When people make 
comments | get pissed off 

  

Feelings: Actions: 

1. My body is feeling something | 1. | deny a problem exists 
can't describe 

2. |am angry toward my friends 2. | fake my way out to avoid 
3. | am humiliated conflict 

Figure 4. A TFA Triad Representing a Composite of 3 People With a Thinking-Feeling 

Orientation 
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3. What specific changes in behavior patterns occurred after treatment of 

college-age women with bulimia nervosa? 

After a three week, six session psychoeducational group, three 

members from Group 1 and six members from Group 2 completed posttesting. 

The TFA assessment and a semistructured interview were again administered 

and compared to pre-testing results. The following major changes among 

group members were observed: 

¢ An ability to interrupt the binge-purge cycle. 

Table 7 illustrates one and three week follow-ups of the group treatment 

for all nine members. To assess these results, the maximum number of 

binge-purge occurrences were used. Thus, if an individual reported bingeing 

and purging three to five times per week, 5 was used in this table. 

Also, asterisks (*) next to a person’s name indicates the individual was 

moderately to highly motivated to change (a detail that has implications for later 

discussion). By comparing the results of pre and posttest, one can calculate 

changes in the binge-purge rate. As an example, Jan initially binged and 

purged 10 times per week, whereas after a one week follow-up, this was 

reduced to 2 times or an 80 percent reduction. In a three week follow-up she 

reported one or less binge and purge episodes a week, or a 90 percent 

reduction. 

Results from the one week and three week follow-ups were also 

tabulated for all nine group members as well as for the six highly motivated 
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group members. Overall results for a one week follow-up for all members 

there was a 55 percent reduction; for highly motivated persons, the reduction 

was 68 percent. In the three week follow-up, the reduction for all members was 

63 percent and for highly motivated group members the reduction rate was 79 

percent. 

* Short-term goals for six of nine members were achieved (Table 8). 

Each member had two personal goals at the beginning of the group. 

Upon goal completion, their progress toward each goal is illustrated. 

¢ After a three week follow-up, four of the six were maintaining progress, 

while two of the six had improved beyond their initial progress (Table 9). 

¢ Three group members who did not accomplish their goals had not 

regressed beyond their initial binge-purge frequency (Table 9). Follow-up 

interviews with revealed that these women did not want to commit to changing 

their behavior at this time. 
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Table 7 

Binge-Purge Reduction After 1 Week Follow-Up 

  

  

  

  

  

  

  

  

  

Name Pre-test Binge-Purge Posttest Binge-Purge | Percent Reduction 

“Jan 10 2 80 

“Sara 10 3 70 

Lynn o o nono 

*Meg 10 3 70 

“Jen 10 3 70 

*Kara 10 4 60 

Jan 5 5 ---- 

*Ann 10 4 60 

Kim 5 5 ----             
* Highly Motivated 

  

TOTALS 75 34 55% 
(All group members) 
  

  

TOTALS 60 19 68% 
(“Highly motivated group members) 
  

Binge-Purge Reduction After 3 Week Follow-Up 

  

  

  

  

  

  

  

  

    

Name Pretest Binge-Purge Postlest Binge-Purge | Percent Reduction 

*Jan 10 1 90 

*Sara 10 2 80 

Lynn 5 5 ---- 

*Meg 10 | 90 

*Jen 10 1 90 

*Kara 10 4 60 

Jan 5 5 ---- 

*Ann 10 4 60 

Kara 5 5 ----       
  

*Highly Motivated 

  

  

  

TOTALS 75 28 63% 
(All Group Members) 

TOTALS 
60 13 79% 

(“Highly Motivated Group Members) 
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Table 8 

Short - Term Goal Completion 1 Week Follow-Up 

Group 1 

Name 

Jo 

Sara 

Lynn 

Group 2 

Name 

Meg 

Jen 

Goal 

. Eat two-three meals a day 

. Successfully monitor 
binge-purge frequency 

. Seek support when 

having difficulty with 
thoughts, feelings about 
food, body image etc. 

. Reduce binge-purge to 
3 or less per week from 
10 per week 

. Reduce binge-purge to 

1 or less per week from 

5 per week 
. Eat three meals a day 5 

per week 

Goal 

1. Reduce binge-purge 
from 10 per week 

. Eat 3 meals a day 4 x 
per week 

. Reduce binge-purge to 
3-5 per week from 5+ per week 

. Consistently respond 

assertively to 

demanding roommate 
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Goal Completion 

Eating two meals a day 
Reduced binge-purge to 

1 per day (average) 

Maintaining support 

network with friends 

Binges reduced to 2-3 
per week 

Binge-purge 

frequency un- 

changed 
Unable to eat 
meals consistently 

Goal Completion 

0-1 binges per week 

Eating 3 meals a day 4-5 
days a week 

Binges reduced to 3 per 
week 

Reported having only 3-4 
situations when she was 
unassertive; opposed to 

always being unassertive



Table 8 Continued 

Short - Term Goal Completion 1 Week Follow-Up 

Group 2 

Kara 

Jan 

Ann 

Kim 

. Reduce binge-purge to 
2-5 times per week 

. Eat 2 meals a day that 
include forbidden foods 

. Reduce binge-purge to 
0 x per week, from 3-5 

. Reduce exercise to 5 

days per week, 30 
minutes from 7 days 

per week, 3 x per day 

. Reduce binge-purge 

to 4 or less per week 

from 10+ per week 
. Increase amount of time 

spent with friends, to 

1 activity per day 

. Reduce binge-purge to 
0-3 per week from 5 per 

week 

. Reduce exercise from 

2-3 hours per day to 30 
minutes per day 
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Reduced binge-purge to 
0-4 per week 

Eating more forbidden 
foods; meals and snacks 

Binge-purge did not 
improve 

Exercise reduced 

in duration (hours), 

but not frequency (days) 

Binge-purge, 4 or 

less per week 

Active with friends at 

least 2 times per week 

Binge-purge unchanged 

Reports obsessive 

thoughts with food and 
exercise



Table 9 

Short - Term Goal Completion After 3 Week Follow-Up 

Group 1 

Name 

Jo 

Sara 

Lynn 

Group 2 

Name 

Meg 

Jen 

Goal 

. Eat 2-3 meals a day 
. Successfully monitor 
binge-purge frequency 

. Seek support when 
having difficulty with 
thoughts, feelings about 
food, body image etc.. 

. Reduce binge-purge to 
3 or less per week from 

10 per week 

. Reduce binge-purge to 
1 or less per week from 
5 per week 

. Eat three meals a day 5 

times per week 

Goal 

1. Reduce binge-purge to 

1-3 per week from 15 

per week 

2. Eat three meals a day, 4 

times per week 

1. Reduce binge-purge to 

3-5 per week from 10+ 

per week 

2. Consistently respond 
assertively to demanding 
roommate 
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Goal Completion 

Eating 2-3 meals a day 

Reduced binge-purge to 
1 per day (average) 

Maintaining support 
network 

Binge-purges reduced to 
0-2 per week 

Not monitoring 
binge-purges 

Unable to eat 

meals consistently 

Goal Completion 

0-1 binges per week 

Eating is also improved 

Eating 3 meals a day, 4-5 
days a week, maintaining 

Binges reduced to 0-1 per 
week 

Reported increase in 

assertive behavior in 

many stressful situations



Table 9 Continued 

Short-Term Goal Completion After 3 Weeks 

Kara 1. 

Jan 1. 

Ann 1. 

Kim 1. 

Reduce binge-purge to 
2-5 times per week 

from 15+ per week 

. Eat 2 meals a day that 
include forbidden foods 

Reduce binge-purge to 

0 x per week, from 3-5 

. Reduce exercise to 5 

days per week, 30 

minutes from 7 days 

per week, 3 x per day 

Reduce binge-purge 

to 4 or less per week 

from 15+ per week 
. Increase amount of time 

spent with friends, to 

1 activity per day 

Reduce binge-purge to 
0-3 per week from 5 per 

week 

. Reduce exercise from 

2-3 hours per day to 30 
minutes per day 
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Reduced binge-purge to 

0-4 per week 

Improving, but still has to 

fight urge to restrict 

Binge-purge did not 
improve 

Not willing to change 
exercise patterns 

Binge-purge, 4 or 

less per week 

Interactions with others 

help mitigate obsessive 

thoughts, anxiety 

Binge-purge unchanged 

Reports obsessive 

thoughts with food, 

exercise, and body size



4. How do college-age women describe the changes that occur over the 

course of treatment? 

Change, for the purpose of this study, is defined as the transition 

process that occurs from one behavior (for example, bingeing) to another (for 

example, eating normally). In this study, women were able to reflect on 

personal changes through their journal writings, assessments, and discourse 

as group members. It is with their words, that the change process is described 

and then interpreted. The group leader’s observations are included to describe 

in more detail, how the group affected both the group members and the group 

leader. Personal group member narratives were constructed from the 

triangulation of data derived from pregroup testing, transcribed and coded 

interviews and group member journals. 

Group 1 

Jo, Sara, and Lynn were the remaining members of an original group of 

five. Two other group members became sick and dropped out after missing 

two consecutive sessions. In spite of the disruption, Jo, Sara, and Lynn 

decided to remain with the group, and finish the final sessions. For each 

women, the loss of members was disappointing, but it opened the door for 

more individual attention and group time. The following narratives describe the 

changes that occurred for the women in this treatment group. 
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Jo: The Search for Honesty? 

Jo had been to numerous therapists and knew everything there was to 

know about bulimia and came to the group for something new. She wanted to 

stop bingeing and purging so that she could date and interact again like a 

normal college student. Her primary motivation to overcome bulimia was a 

growing sense of disgust with herself for become so out of control. She is 20 

years old, and tired of spending so much time in a toilet or sink. 

During one group session, she spoke of how she lied to her therapists 

and told them she was cutting back on her binges when in fact she was worse. 

She never accepted the notion that she was lying, until this group. Jo had told 

these lies to keep others from thinking she was not strong enough to stop 

bingeing and purging.. 

“If | told the therapist that | was better- it was because 

| knew it was the right thing to say, or what he wanted. 
So | said what would win his approval. Then, 

the whole time I’m lying | think that | am a pathological 

lying freak.” 

Jo’s thoughts, often appeared to belong to others. Her TFA triad 

illustrated how she takes on and assumes the thoughts of others. 
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Jo: Problematic Situation: A Dinner Party With Males and Females 

Thoughts 
1. If | eat with others, the men think 

I’m disgusting 
2. | can’t eat what other girls eat because 

they will talk about me later 

  

Feelings 

1. Deeply hurt and unattractive to men 
2. Jealous of other women 
3. Horribly fat 
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Actions 

Stand there and let people make 
fun of me 

  

. Start joking if someone makes a 
comment about me 
Leave the room or go home early



Problematic Situation: A Dinner Party With Males and Females 

Thoughts 

1. If | eat with other, the men think !'m disgusting 

2. | can’t eat what other girls eat because they 

they think they will talk about me later 

These thoughts, would then transfer to feelings of sadness and 

sometimes, as Jo said “self-hate.” Jo always thought she felt so bad because 

she constantly lied to others to say what they wanted to hear. Now, she 

realized just how sad pleasing others made her feel. 

Problematic Situation: A Dinner Party With Males and Females 

Feelings 

1. Deeply hurt and unattractive to men 

2. Jealous of other women 

3. Horribly fat 

Jo was often very bubbly and spirited until she started talking about 

herself- especially her body or bulimia. She worked hard to hide her sadness 

from others and wrote this in journal entry: 

“My feelings are private to only me and no 
one else. | am ashamed of 

how | feel and would be very embarrassed 
if others knew how much 

| hate my body. What's worse is that | feel 

so terrible yet | will always try 

to make everyone else happy. | just can’t get 

out of this.” 
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In another journal entry, Jo wrote about why she thought she was 

bulimic. 

“| think my bulimia is my way of avoiding the truth. 
| know that | can binge and purge and not have to 
deal with my thoughts or feelings. 
Instead of taking action, | run away from the truth.” 

Problematic Situation: A Dinner Party With Males and Females 

Actions: 

1. Stand there and let people make fun of me 

2. Start joking if someone makes a rude comment 

3. Leave the room or go home early 

Jo’s first goal was to keep an honest food log for three weeks. This was 

her first attempt to: 

1. Keep an honest food log. 

2. Confront uncomfortable feelings regarding her body 

3. Avoid writing what she thought others wanted her to write 

Jo’s honesty with herself spilled over into other facets of her life. During 

a group interview she spoke of an incident that happened over the weekend: 

“My friend was getting a group together to study 

for exams. They were going to study in our 

apartment and I had a big final that | was stressing 
about. She made a remark about me going off 
somewhere and throwing up. In the past | would 
have laughed it off , but this time | 
let her know that this hurt me and | needed her 

support right now. She could not speak for a few 

minutes after | said something. | started 
to apologize and then she apologized. | felt as 

though | was let out of my cage.” 

Group Leader: In the early phases of the group, Jo was mostly 

concerned with her inability to tell the truth. As with many women 
who are bulimic, lying or telling the truth is a problem. It may be 
that lying is part of their attempt to be the person that they think 
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others want them to be. Lying may be a way to hold on to their 
bulimia. In Jo’s case, | think lying was her way of “stepping 
outside” her body and in a sense becoming “the good girl.” 
The “person” she left behind didn’t have to change, or grow 
or feel. 

Sara: “Escaping from her Thoughts and Feelings” 

Confusion reigns in the life of Sara. She spoke in the group about how 

overloaded she always is and how hard it is for her to get anything done. As 

she disclosed in her journal: 

“My mind is always racing with thoughts about food 
or how or when I'll throw up. | will spend hours thinking 

about not throwing up and then I'll go throw up. Then | 

realize that | have not done any homework and I'll panic 
and maybe throw up again. | don’t know why | am so 

damn intent on throwing up.” 

The group tried to help her understand this kind of behavior and it only 

seemed to add to Sara’s confusion. A typical thinking pattern for Sara 

suggests intense thoughts, suppressed emotions or feelings followed by 

some type of obsessive or compulsive action: 
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Sara: Problem Situation: Parents’ express displeasure with Sara's finances: 

Thoughts: 

1, | am going to have to drop out of school 
if they don’t stop hassling me. 

2. Basically, my parents’ want me to fail 

  

Feelings: 

1. | don’t want to feel, it is so uncomfortable 
2. A sick feeling is how | feel 

Actions: 

1. If | am unhappy or stressed, | 
will either binge or do something 
that helps block my feelings, 

maybe drink 
2. Blow out my parents 
3. Storm out of the room 

112



Problem Situation: Parents express displeasure with Sara’s finances: 

Thoughts: 

1. | am going to have to drop out of school if they don’t stop 

hassling me. 

2. Basically, my parents want me to fail 

In her journal, Sara explains that she binges after arguments to feel 

better and this is her way of dealing with anger: 

Problem Situation: Parents express displeasure with Sara’s finances: 

Feelings: 

1. | don’t want to feel, it is so uncomfortable 

2. Asick feeling- is how | feel 

“Almost immediately after an argument, 
| will head for the food. | feel so 

inadequate in my parents’ eyes and | 

hate it! When we talk about feelings in 
the group | don’t want to participate 
because of my way of dealing with feelings 
is to binge or exercise or go shopping.” 

Her usual course of action would be to: 

Problem Situation: Parents express displeasure with Sara's finances: 

Actions: 

1. If! am unhappy or stressed, | will either binge or do 

something that helps block my feelings, maybe drink 

2. Blow out my parents 

3. Storm out of the room 

Sara began to recognize or acknowledge her feelings in the group and 

sensed that she made a significant breakthrough: 

“In group today, | felt awful after talking about how 
| don't like to feel and shut-off my feelings. | don’t 
talk about them because | was not taught to talk about 

them. When | get angry now, | call up a friend and ask 
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her to listen so | don’t feel so driven to binge.” 

Sara’s bingeing and purging subsided somewhat, but she derived much more 

satisfaction from beginning to take charge of her thoughts and feelings: 

“| always thought it was bad to be emotional. Now | think 
it's much more normal to show emotion rather than 

think you are too smart to let down your guard.” 

Bulimia, Sara describes, is her “escape from her body, her parents’ 

pressure or life’. She wants to get well, and fully recover, but it is going to 

mean “facing the painful realities of her life.” 

Group Leader: Sara’s anger sometimes, was projected 

on the other group members. The group wanted so 
badly to reach out to her and comfort her when she 

appeared distressed, yet she had difficulty accepting 
help. She would get angry at herself for presenting as 
someone who needed heip! 

Once, during group, Sara was having trouble clarifying 

her anger. She was very upset, but couldn't specify 
how she felt. Sara would say she was angry and we 
would ask how “how do you feel?” She would say “angry’- 

and then “pissed,” but could not say how she felt. So, for 

an extended homework, | had her write about these unexpressed 

feelings in her journal. The next group meeting, she 

reported that she could say that she often feels 

incompetent and humiliated by her parents. Sara continued 

to talk but stopped, abruptly and stared ahead. She felt 

uncomfortable. It was important for Sara to keep talking since she 

was starting to make a “breakthrough.” At this point, | began to 
realize that Sara had been working hard to get to this point and 
| did not want to push her in the group and maybe 

disrupt her progress. | would wait for the next time that 

she closed up and push a little then. What | kept wrestling 
with in my mind- was, when women begin to disclose and 
show they are starting to regain their voice by acknowledging 
and expressing their feelings- how can this be fostered? This 
session seemed to impact the way | lead the group for the 
rest of the sessions. | wanted to be sure that | did not interfere 
with the insights and discoveries that these women were making. 
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Lynn: “Waiting for a Better Time” 

Lynn joined the group to “get back on track.” She had been binge-purge 

free for almost a year and then an event triggered a relapse. She found groups 

to be more helpful than individual therapy and did not think she needed to go 

back to treatment full-time. 

Her boyfriend broke off their two-year relationship by telling her she was 

heavier since she started to eat again and he wasn't attracted to her anymore. 

She wrote in her journal: 

“It's funny that | got better for him and then 
he breaks up with me when I get well. | 
don't know if | can get back on track if 
he isn’t there for me. | know this is stupid 

and all, but it's how strongly | feel.” 

The situation with her boyfriend is, typically, how she expressed her 

thoughts, feelings, and actions: 

115



Lynn: Problem Situation: Giving in to her boyfriend 

Thoughts: 

1. | am the problem and if | lose weight he will 
come back to me 

2. | can't think clearly when he rejects me 
3. I'll think about this non-stop 

  

Feelings: Actions: 

1. Powerless 1. Lose it 

2. Empty 2. Take it out on myself or 
somebody else 
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In an interview, Lynn discussed how she “disconnects” from her feelings 

and thinks that there is a rational explanation for everything. 

“He broke up with me and if | lose weight he 
will come back. He was so proud that he 

was the reason | stopped being bulimic and 

now he wants me to do it all over again. | am 
in the group so that | can get over this without 
having to go through all the painful crap” 

Lynn’s goal was to reduce her bingeing and purging and eat “regularly” 

again. She was not successful in accomplishing these goals and wrote the 

following in her journal: 

“Lam not ready to eat regularly. | am gaining weight 
and this is making me so uncomfortable | can't 

concentrate on my classes or anything. If | 

focus on getting back with my boyfriend, the 

bulimia will take care of itself” 

When a group member questioned Lynn about her need to let others 

control her thoughts, feelings, and actions; Lynn acknowledged that she could 

not take the risk and “trust her own thinking or feelings.” Lynn decided to spend 

more time on her relationship and “let the bulimia take care of itself.” 

Group Leader: Lynn was a determined young woman. | think, 
at times, some of the group members were intimidated by her 

personality. | had been hesitant to let her in the group, but sensed 
she had a 50-50 chance of talking to the group. ! kept thinking, 

what position should | take with Lynn? Should | push her? 
Should | back off? It was obvious that she was probably only 
halfway working in the group. Why? Why did she come to the 

group knowing that she probably wouldn't gain much from 
participating? This is an aspect of women’s recovery | find 

fascinating. At what point do most women commit to treatment? 

What does it take for women to commit to treatment or recovery? 
How much energy should a group spend trying to “bring someone 

like Lynn around? This is one of the perplexing aspects of 

treating bulimia- how do you fight resistance to treatment or do 

you? With Lynn, | found myself cautiously fighting her resistance, 
knowing that she would most likely have to “get worse” to “get 
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better.” Maybe if the group had pushed her more, the results 

would have been different. | am more convinced that the 
motivation to recover must come from within. 

Meg: “Coming out of the Bulimic Black Hole” 

Meg was the oldest group member and had an eating disorder for a 

longer time than the other women. She was very motivated and eager to try out 

a group experience. Meg had never shared her bulimia outside of her family or 

therapist. 

For six years, Meg has battled bulimia with some success. She went as 

long as two years without difficulty, and then started having problems. 

Recently, Meg became concerned that she would never let go completely of her 

bulimia, and this was the impetus for her joining the group. 

During an interview, Meg explained how she is always letting others take 

advantage of her. She never felt “good enough” unless she was helping others 

or giving. A typical problematic situation for Meg was based on her interactions 

and relationships with others: 
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Meg: Problem Situation: Saying no to her boyfriend's dependence on her to take care of 
  

  

him. 

Thoughts: 

1. I can’t say no because he 
will leave me 

2. | won't find anybody else 

Feelings: Actions: 
1. Needed 1. Do whatever | don't really 
2. Wanted want to do 
3. Lonely 2. Avoid conflict 
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Meg wrote about the contradictions between her thoughts, feelings, and 

actions: 

“| know that this relationship is not giving 
me what | need. Really need. | feel wanted 
yet | am lonely because | give so much. | 
give and feel wanted but | am lonely when | 

don’t get something back” 

In an interview, she elaborated further: 

“| think that | have never let go completely 
of my bulimia, maybe because It gives 

me something | need or | am not getting. 

Like comfort or it is what will always make 

me feel good on down days. When | don't 
binge or purge | will find other ways to 
feel better.” 

Meg's goals for the group were to reduce her binge-purges and eat three 

meals more consistently. She found that when she gave herself what she 
needed or asked others for support, she more hopeful that she was in control 

of her life. 

“| can sometimes envision myself without an 

eating disorder. When | do this, | can think 

clearly. | know what | am supposed to think 
and | want to be normal again. When | 

think about a future without an eating 
disorder, | get excited. | am at the point 

where | do want to get over this. It won't 
be easy. | am tired of feeling bad and 
having such a messed up life. For me to 
completely recover, I'll have to stop giving up so 

much of myself.” 

Group Leader: Meg provided me with one of the most 
memorable moments in the group. | was listening to 
her talk about a problem, she had, and she kept talking 
a good deal more than she normally did. | was struck 

by this because | found Meg to be speaking so differently. 
She was using “I” instead of “they” and | thought, for the 
first time, that there was something different about Meg. And, 

something different was happening to me. It dawned on me 

how much | was learning from what these women were 
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were saying. They were teaching me about recovery and 
at the same time, | was becoming a more insightful 

therapist. (I think) Maybe this was happening because | was 
so intensely involved with this group. For whatever 
reason, | wanted to hear more of what these women had 

to say, rather than relying only on preconceived knowledge of 
how to treat eating disorders. 

Jen: “Feeding Her Emotions” 

Anxious and stressed were two words that Jen used most frequently to 

describe herself. She has been bulimic for about two years and had recently 

been having more difficulty controlling her binges. She said she felt like a “time 

bomb” having to hold in so many emotions. 

She was living in a situation where one roommate was constantly 

making derogatory remarks about her appearance. Jen was an athlete in high 

school and is a fairly muscular young women. Her roommate, who is much 

smaller, is constantly commenting on Jen's larger, stockier, physique. To 

make things worse, Jen is extremely sensitive and easily hurt by any kind of 

critical remarks. 
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Jen: Problem Situation: In a situation such as one with her roommate, the following 

behavior pattern will surface: 
  

Thoughts: 

1. | am fat, ugly, and people are turned 
off by my looks. 

2. | just wish | could weigh 50 pounds less. 
3. | will never have a close relationship 

because | won't let people get close to me. 

  

Feelings: Actions: 

1. Disgusting 1. Run away 
2. So uncomfortable 2. Binge and purge 
3. Tense 
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Jen’s goals for the group were to reduce her binge-purge frequency and 

respond more assertively to her roommate when she makes disparaging 

remarks about her body. Responding assertively was also an issue that Jen 

needed to resolve with family members. 

In Jen’s journal, she wrote the following: 

“All my life | have withheld my feelings to please my 
family. In my family we don’t cry or say what's 
bothering us... We act like we are a tough family of 
successful people. | hurt a lot and | don’t Know how 

to tell people what makes me hurt until it's too late 

and I’ve run off” 

Often, during a group session, Jen would stop in the middle of a 

sentence. Others in the group would ask her to continue what she saying as it 

was important for her to break through her pattern of shutting down emotionally. 

In an interview, she spoke of this incident: 

“| felt weird when everyone starting pushing me 
to open-up. People think | am holding back- 

but honestly, | don’t know how to say what my 
feelings really are” 

At the three week follow-up, Jen disclosed that she is starting to become 

more comfortable with her feelings and at the same time, her body: 

“lam beginning to believe that | am OK. | don’t accept it 
completely (her body) but, you know, if | can at least 

if someone says something inappropriate about my 

body, | can let them know how it makes me feel. | 
can’t say that | like, don’t feel disgusted, but | can take 
ownership of my body and that gives me confidence” 

Jen reported in an interview that she could now understand the 

significance of bulimia in her life- it is her “way of feeding her emotions” and 

understood what changes were necessary to move out of her “bulimic black 

hole.” In a follow-up interview, Jen believed that she would “have to really push 

herself more- it's so easy to stay trapped, and yet | know there is so much more 

to me than this eating disorder.” 
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Group Leader: There were times when | thought Jen 

would drop out of the group. She was one member 
who | thought was so desperate to get better, yet she 
had such a tough time on a daily basis. She was not resistant 
to treatment, her bulimia was. Whereas Lynn was fighting 

treatment, Jen was fighting her bulimia. | think it’s possible 
that my perception of Lynn earlier in the group was 
that she was a “resister,” when after several sessions 

| could see that she was a “fighter.” 

Kara: “Taking off the Mask” 

Kara, came into the group brimming with confidence and assured that 

she was just in the group to “get ahead.” After completing the pre-group 

assessment, it was evident that she was having more difficulties with her 

bulimia than she could objectively report. Kara was restricting her fat intake 

drastically and restricting her meals to bagels, apples, and popcorn. If she ate 

anything else, she would purge. Every so often she would eat “junk foods” in 

large quantities and purge with laxatives and by throwing-up. She did not at 

first, realize that this was a problem. In Kara’s way of thinking, it was all right if 

it only happened every other week. 

The first couple of sessions for Kara, were focused on bringing her to 

admit that she should change her food intake to help reduce her binge-purge 

behavior. At first, she put up quite a bit of resistance, as described in her 

journal: 

“| do not have an eating problem. | eat healthy and | don't 

like fat foods. They are high in cholesterol and | don’t 
want to have heart problems like my father.” 

A typical behavior pattern for Kara, indicated her propensity to repress 

her “own voice” in making decisions: 
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Kara: Problem Situation: Choosing to take classes during the summer or 

going to Europe with friends using her own money 

Thoughts: 
1. | would be disappointing my parents 
2. | can go to Europe after | graduate 
3. My parents would stop paying my tuition 

  

Feelings: Actions: 

1. | am frustrated because | can’t 1. | will make the decision 
make decisions that will satisfy my parents 

2. ? Why can't! put a name to this 2. Fight with my father and 
awful sensation not speak to him for months 
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Kara’s goals were to reduce her bingeing and purging and to eat more 

fat or forbidden foods. While she did begin to eat a variety or foods, her journal 

entries kept touching on how she wanted to “speak her own thoughts” and did 

not know why she could not be “true to her heart.” 

“{ find myself questioning over and over again 
why | can’t admit that | am not perfect and 
why does it hurt so much to be wrong? | 
know, logically that | am not perfect, and 
| mess up, but | am always trying to cover 

it up. So what if | don’t eat the right thing 
or do the right thing”! 

Once in group, someone asked Kara if she thought she was better than 

others in the group. It seemed to one group member that Kara had a 

superiority complex. At first, it appeared that Kara would not take to this 

challenge of her character. Kara remained calm, and told the group that it was 

“her front.” That she was so afraid that people would see the real Kara and not 

like her. After some discussion, the group let Kara know that she was being to 

hard on herself and that perhaps her “real voice” could come through if she 

took off her “front” and stopped trying to be perfect. 

After a three-week follow-up interview, Kara spoke about how this 

session has continued to help her “love herself for who she is and not for what 

she can never be.” “What helped me the most in this group, was the discovery 

that | wasn’t be true to myself. My thoughts were fake, phony, impostors, and | 

am glad that | can at least try to be a real, authentic, person- with 

imperfections!!” 

Group Leader: It is difficult me as a group leader to treat every 
group member exactly the same. Kara, at first, 

| thought was pretty superficial. She fit the 

stereotype of a “princess ballerina.” Kara helped me 

understand one of the reasons that women with 

bulimia can appear to be superficial- or are superficial- 

is a way of masking who they are. Again, these intensive 
sessions were affecting me. | was learning more from the 
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women, perhaps, than they were learning from me. 

Jan: “A Time to Grieve” 

The most supportive member of the group was Jan. She was very 

supportive to others and it was evident that she would rather help others than 

address her own issues. Jan had to be prodded to share her own experiences 

and had difficulty expressing her thoughts and feelings. 

127



Jan: A Problem Situation: A roommate whose boyfriend lives in the apartment expense 
  

  

free. 
Thoughts: 

1. | need to be more considerate 
of her feelings 

2. Her friendship is important at the expense 
of my selfishness 

3. | will give in to make everyone happy 

Feelings: Actions: 
1. Scared of losing people 1. Just take it 
2. What will happen if | have to live alone? 2. Go off and feel sorry 

for myself 
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Jan wrote in her journal that she wants to “hates to experience pain” she has 

had to deal with many traumatic events in her life and has found that “denying 

her pain is easier than talking about it.”. Her eating disorder started when she 

lost her father and brother in a car accident. She lost weight after they died and 

decided to continue losing weight thereafter. Jan became bulimic and has 

been in and out of treatment for the past several years. 

Her goals for the group were to cut back on her bingeing and purging 

and reduce her exercise which had escalated out of control. During the group 

sessions Jan would skirt dealing with her issues and divert attention to another 

member. Her journals were of a similar nature: 

“When we talk about our problems in 

group, | am don't think | need to make 

as many changes as others. | want to 

stop throwing-up except | don’t 
think | will ever do the things that 
we talk about in group.” 

In one interview, Jan explained that she wanted to get better, but she “is 

so scared to open up her wounds and grieve.” For Jan, her eating disorder is 

the escape from pain and “being thin is the only way she can be happy.” 

Follow-up interviews with Jan revealed a tough and determined young 

woman who would “get over her bulimia when the time is right”. She did 

indicate that she will continue therapy, but only to work through the grief for her 

father and brother. 

Group Leader: Reading Jan's journal was a very moving. 
experience. | think that this group experience was helpful 
for her- even though she did not accomplish much with her 
bulimia. The fact that she arrived at this point on her own, 
was intriguing to me. She began to open up, and to 

talk about painful experiences. Jan wasn’t analyzed or told she 
needed to grieve- she found this out on her own. | think that 
Jan needed to confirm what she knew - that she needed to grieve 

and possibly the group gave her permission. The group seemed 

to be relieved that she was finally going to deal with so much 

tragedy. 
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Ann: “One Thought too Many” 

Ann was the youngest of the group members (by several months) and 

had not had much treatment. She wanted to learn more about bulimia and 

joined the group much like taking another credit hour. She completed every 

homework assignment in great detail and filled the outer edges of the paper in 

her journal. Ann was the consummate group member and took pride in the fact 

that she was part of a research project. 

Ann’s goals were to decrease her bingeing and purging, and increase 

the amount of time spent with friends. Her TFA pattern, completed with specific 

thoughts, feeling, and actions in most problematic situations showed a 

tendency to suppress her feelings, followed by increased anxiety and bingeing 

and purging. 
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Ann: Problem Situation: Spending too much time “obsessing” about her boyfriend 
  

Thoughts: 
1. | always worry that | won't do 

enough for him 
2. | think about him constantly 

  

Feelings: Actions: 

1. l only feel good if he spends time with me 1. I'll wait around all day 
2. | suffer if | think he is out with someone else for him to come over 

2. I'll do more for him 
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In Ann’s journal, she discovered a connection between her bulimia and 

this pattern. 

“Sometimes | will be so uptight and nervous 
that | have to do something. | don't really know 
what | feel anymore. | am always doing 

something to keep from feeling. If | do 
start to feel | will eat and throw-up. | never 
knew why | did this until we talked about it in 
the group. When | am stressing over 
something, I'll slow down and try to feel. 
It's different.” 

During an interview, Ann, again, became insightful into how she is 
starting to change: 
“| have always hated my body. Instead of 

talking about these feelings, | found bulimia. 
Now, | know that I have to find another way to 

deal with the feelings | have about my body. I’m 
not sure why | seek so much validation from 

my boyfriend, but | think it’s because | don’t 
accept myself- if that makes sense. | look 
for acceptance from him.” 

Ann had a difficult time with her bingeing and purging at first, primarily, 

she thought, because she was obsessing over being perfect. Since the group 

ended, she reported feeling less anxious and more realistic about taking it 

“one day at a time” and not putting pressure on herself to stop bingeing and 

purging instantly. 

Group Leader: Relationships were so powerful in Ann’s life. 

Many times | wanted to start lecturing her and tell her that her 
dependence on her boyfriend was ridiculous. Ann needs more 
time to come comprehend what is obvious to most people, and 

it is going to take time. | am not sure why Ann is so dependent on 
this relationship. Brown and Gilligan’s theory that women give up 

their “relationship” to have “relationship” is a possibility. There 

were times when the group pressured Ann to look at her 

relationship realistically and | think- Ann knew how dysfunctional 
this relationship was. Of course, there is a lot more about Ann 

that | don’t know. 
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Kim: “On the Outside Looking In” 

A group of Kim's friends in her residence hall convinced her that she had 

a problem with food and exercise. At their urging, Kim opted to try this group 

program. She was honest and stated that she “wasn’t sure if she was going to 

do well.” In the pre-group interview, Kim said that she was not motivated to 

change and would never be fat again. Her scores on the EDI indicated that she 

had severe body dissatisfaction and an intense drive for thinness. She may not 

have been appropriate for the group, perhaps needing more individual therapy 

before working in a group. Kim also restricted food and was the thinnest 

member in the group. She was selected for the group primarily as a result of 

her willingness to give the group a chance and see if it works. 

Kim’s goals were to reduce the time she spent exercising and to reduce 

the frequency of her bingeing and purging. Her behavior pattern in most 

problematic situations was to avoid any confrontation: 
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Kim: Problematic Situation: Eating dinner with friends 

Thoughts: 
1. Everyone is watching me eat 
2. When people make comments | get pissed off 

  

Feelings: Actions: 
1. ? My body is feeling something that 1. Deny a problem exists 

| can't describe 2. Fake my way out 
2. Anger toward my friends 3. Change the subject 
3. Humiliated 
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An angry Kim completed the following journal entry: 
“| hate it when people bug me about my eating. 

It only makes me worse and | will do the opposite 

anyway. | can take care of my own eating 
and if my friends and family would back 
away | could maybe get better.” 

Kim did contribute to the group and was very sensitive and 

understanding for others, but she basically denied that she had a serious 

problem. 

In a follow-up interview, Kim admitted that she just wasn’t ready or 

motivated to get help or change. She thought that the group may have helped 

her understand her behavior, and “has made her think more about her 

behavior” but she just could not relate to the group. In spite of her resistance, 

she wrote in her final journal entry: 

“| am scared of what might happen if | eat 

meals again and don't exercise or throw-up. 

| just can’t deal with it now and | am so 
ashamed of this. It's hard to talk about 

my problems.” 

Group Leader: From the beginning, | struggled with Kim. | 
knew she was resistant, and | tried not let this self-fulfilling 

prophecy dictate the way | responded to her. She could 

be “politely” rude at times, and extremely kind on other 
occasions. So, it was easy to see that there were two sides 

to this women: one was a scared little girl and the other 
was an angry woman. 

Change, or the beginning phases of, for the young women with bulimia 

in this group, could be described in relation to their thoughts, feelings, and 

actions. As Brown and Gilligan (1992) have postulated, for many young women 

there is a disconnection between their thoughts and feelings. In this study, the 

interrelationship between thoughts, feelings, and actions were examined. The 

young women in these groups voiced or described some disconnection or 

disassociation between their thoughts, feelings, and actions. Through their 

group interactions and self-reflections the women gained insight into the 
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relationship between their thoughts, feelings, and actions, and their bulimia. 

This marked a begin or a start, toward the ongoing process of change and 

ultimately recovery. 

As a result of the analysis of data sources, several themes emerged. 

Themes for the women in this study, consisted of phrases and sentences that 

were repeated frequently by all group members. The criteria previously 

established for identifying a theme, meant that a word or phrase needed to 

appear within the data two times. In this analysis, the themes appeared three 

times among each group member. Several themes emerged from the data 

analysis. The themes included: thinking other’s thoughts, being unable to feel, 

and strong external identities. 

Thinking Others Thoughts: 

When asked the question, whose thoughts are you thinking; many of the 

women were unaware that so much of their thinking is actually what thoughts 

they believe other people think about them. Jo was one who took on the 

thoughts of others: 

1. If | eat, the males think I’m disgusting 

2. | can’t eat what other girls eat because 

they will talk about me later 

This was typical of what Brown and Gilligan (1992) refer to as a loss of voice. 

Women who lose their voices are not developing but are showing evidence of 

loss and struggle. This loss and struggle is characterized by a series of 

disconnections that seem at once adaptive an d psychologically wounding: 

between psyche and body, voice and desire, thoughts, and feelings, and 

relationships. 
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Unable to Feel: 

Brown and Gilligan (1992) contend that for young women to say what 

they are feeling often means to risk, or losing their relationships and finding 

themselves powerless and alone. Several women spoke of how difficult it was 

to express their feelings: 

“My feelings are private to only me and no 
one else. | am ashamed of 
how | feel and would be very embarrassed 

if others knew how much 

| hate my body. What's worse is that | feel 
so terrible yet | will always try 

to make everyone else happy. | just can’t get 
out of this.” 

“| felt weird when everyone starting pushing me 
to open-up. People think | am holding back- 

but honestly, | don’t know how to say what my 

feelings really are” 

There are several possible explanations as to why women disconnect 

from their bodies. It may have been that during adolescence or in their young 

adult lives, women have been observed to lose their vitality, their resilience, 

their immunity to depression, their sense of themselves and character. 

Women are often victims of incest and other forms of sexual abuse (Brown and 

Gilligan, 1992). It is possible that other traumatic events have occurred such 

as death or divorce. The loss of feelings or the inability of these women to feel 

needs to be explored further as it is deeply connected to their eating disorder. 

Strong External Identities: 

Another theme that emerged was how the women based their identities 

on external influences. These external influences may have been boyfriends, 

parents, friends, and even acquaintances. The women often spoke as if their 

self validation or self-worth was based on their connection or relationship to 

another person. The other person had significant power in the relationship. 

“It’s funny that | got better for him and then 
he breaks up with me when | get well. | 
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don’t know if | can get back on track if 

he isn’t there for me. I Know this is stupid 

and all, but it’s how strongly | feel.” 

“| have always hated my body. Instead of 
talking about these feelings, | found bulimia. 
Now, | know that I have to find another way to 
deal with the feelings | have about my body. I’m 
not sure why | seek so much validation from 
my boyfriend, but | think it's because | don't 
accept myself- if that makes sense. | look 

for acceptance from him.” 

Brown and Gilligan (1992) postulate that for many young women, 

relationships become paradoxical. That is, somewhere in their development 

women believe that they must give up relationship for the sake of “relationship.” 

This taking oneself out of relationship is also described as a giving up of voice, 

an abandonment of self, for the sake of becoming a good woman and having 

relationships. In other words, the women dissociate their feelings and 

thoughts so that they would not know what they were experiencing, taking 

themselves out of relationships so that they could better approximate what 

others want and desire, or look more like some ideal image of what a woman 

or person should be. For several of the women in this study, recovery will entail 

regaining their relationship and losing their dependence on others for 

validation and affirmation. 

Motivation influenced the outcome of each woman's group experience. 

The six women who were more highly motivated initially, were able to 

accomplish their short-term goals and maintain progress for three weeks 

afterwards. The women who reported lower levels of motivation (Lynn, Jan, 

and Kim) did not accomplish their goals and struggled to relate to the group 

process. It is appears that the group member's level of motivation to change 

was a significant factor in determining how successful the group member was 

in completing her goals and reducing her binge-purge frequency. Table 10 

shows a composite of group members level of motivation, individual goals, and 
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individual goal completion. As the asterisks (*) indicate, six “moderately-to- 

highly motivated” group members achieved their goals, whereas none of those 

only “slightly motivated” achieved their goals. 
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Table 10 

Motivational Level of Group Member, Individual Goals, and Individual Goal Completion 

Individual Goals Goal Completion-3 wk. 
  

1. Eat 2-3 meals a day 
2. Monitor binge-purge 
frequency 

1. Eating 2-3 meals a 
day 
2. Monitoring binge- 
purge frequency 

  

1. Seek support when 
having difficulty 
2. Reduce binge-purge 
to 3 or less per week 

1. Maintaining support 
network 
2. Binge purges 
reduced to 0-2 per week 

  

1. Reduce binge-purge 
to 1 or less per week 

2. Eat three meats a 
day 5 times per week 

1. Not monitoring 
binge-purge frequency 
2. Unable to eat meals 
consistently 

  

1. Reduce binge-purge 
to 1-3 per week 
2. Eat 3 meals a day 4 
limes per week 

1. 0-1 binges per week 
2. Eating 3 meals a 
day, 4-5 per week 

  

1. Reduce binge-purge 

to 1-3 times per week 
2. Respond assertively 
to roommate 

1. Binge-purge reduced 
to 0-1 per week 
2. Reported increase in 
assertive behavior 

  

1. Reduce binge-purge 
to 2-5 times per week 
2. Eat 2 meals a day 
that include forbidden 
food 

1. Reduced binge- 
purge to 0-4 per week 
2. Improving, but still 
must fight urge to 
restrict 

  

1. Reduce binge-purge 
to 1-2 per week 
2. Reduce exercise to 
5 days per week, 30 
minutes each session 

1. Binge-purge did not 
improve 
2. Not willing to change 
exercise patterns 

  

1. Reduce binge-purge 
to 4 or less per week 
2. Increase amount of 
time spent with friends 

1. Binge-purge reduced 
to 4 or less per week 
2. Increased 
interactions with others 
help obsessive 
thoughts, and anxiety 

    

Name Motivational Level 

Jo* Moderately Motivated 

Sara* Moderately Motivated 

Lynn Slightly Motivated 

Meg* Highly Motivated 

Jen* Highly Motivated 

Kara‘ Higtty Motivated 

Jan Slightly Motivated 

Ann‘ Moderately Motivated 

Kim Slightly Motivated     1. Reduce binge-purge 
to 0-3 per week 
2. Reduce exercise 
from 2-3 hours per day 

to 30 minutes per day   1. Binge-purge 
unchanged 
2. Reports obsessive 
thoughts with food 
exercise, and body size 

  

* Indicates the six members who were moderately to highly motivated 
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5. What is the effect of the Group Pentagon in designing a psychoeducational 

group for college-age women with bulimia nervosa? 

The Group Pentagon was instrumental in determining the outcome of 

the group. Each component of the Group Pentagon contributed to the 

possibility that six of the nine group members successfully accomplished their 

goals. The following analysis proposes the relevance of the Group Pentagon 

to this psychoeducational treatment group for bulimia nervosa. 

Current Behavior: The limited number of potential subjects was a factor in the 
  

selection process of group members. Since there were relatively few group 

members available, only those who presented with severe medical or mental 

disorders merited exclusion. One potential member was excluded due to 

excessively low body weight. Most likely, she was anorectic and would have 

been inappropriate for an intense psychoeducational group program at this 

time. 

The assessment and pre-group interviews were vital to the 

implementation of the group program. The DSM-IV was useful in clinically 

identifying the group members, however; it was more useful in combination 

with the assessment instruments. The EDI, TFA Assessment, and semi- 

structured interviews were more conducive for selecting appropriate group 

members than relying entirely on DSM-IV criteria. Even though only two 

potential group members were excluded, the assessment of group member's 

14]



current behavior was essential as a basis for identifying and determining 

individual and group goals. 

Goals: 

As a result of the pre-group interviews and TFA assessments, group 

members, with the assistance of the group leader, established short term 

goals. With the exception of one member, each participant sought to reduce 

the frequency which they binged and purged. Individual group members 

developed goals which would assist with a current personal problem situation 

related to their eating disorder. Six of the nine group members were able to 

accomplish their goals, while three did not. In post-group interviews, group 

members disclosed that the identification of personal goals was the most 

valuable aspect of the group program. One group member who was 

representative of the others acknowledged that: 

“The education or what | learned in the 
group was heipful, except that it didn’t sink 

in until | tried to accomplish my goals. 

| know what | am supposed to do, only | 
have a hard time doing it.” 

Methods: 

Several group members mentioned the helpfulness of the TFA 

assessments and especially understanding and learning how to assess their 

own behavior. Specifically, several group members were able to visualize and 

understand the connection between their thoughts, feelings, and actions to 

their bulimia. In addition, this connection made was applicable to their entire 
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lives, not just aspects related to bingeing and purging. One member's journal 

contained the following passage: 

“What | have found is that my thoughts and 
feelings and my behavior patterns explain 
just about everything in my life. | can 
understand that the way my family raised 

me is part of the reason | am so afraid to 
show my feelings. It's more than just 
my bulimia. It’s all of me.” 

In this study, the TFA system provided a consistent procedure for linking 

assessment, goals, methods, and evaluation. Group members, at all times 

were able to monitor and describe the change process as it occurred during 

the group. 

Consequences: - 

Before the group began, it was necessary to ascertain the potential 

consequences of participation for the group members. Positive consequences 

included: 

1. Support from other women with bulimia 

2. Improved functioning as a result of participation 

3. Reduction in the amount of guilt and shame inherent for those 

with an eating disorder 

The potential negative consequences were that: 

1. The group member would regress from their current level 

of functioning 

2. The group member may start restricting food intake as a result of 

their comparing sizes and weights with other members 

143



3. Additional psychological services may be needed for some group members 

Throughout the duration of the group, the leader and group members 

were cognizant of these potential consequences. Group members were 

encouraged to seek individual counseling from the group leader or suggested 

psychological services. Several of the group members made individual 

appointments with the group leader, essentially to seek clarification on 

homework assignments as opposed to their needing crisis counseling. Those 

who sought individual appointments, again, were motivated to change and less 

resistant to treatment. 

6. What are the implications for short-term, intensive group treatment 
  

programs in a Clinical setting? 

The Group Pentagon can be utilized as an effective and efficient model 

for designing treatment groups for bulimia nervosa. In a short-term clinical 

setting, it is imperative that time is managed so that group members can 

maximize the number of hours or days allotted for treatment. In this study, the 

group members were assessed, individual and group goals were developed, 

methods for accomplishing the goals were determined, consequences of 

participation were identified, and evaluation procedures assessed the effects 

of the group program. Qualitative data derived from several data sources 

suggest that short-term changes in the symptoms of bulimia nervosa are 

possible. 
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Use of the Group Pentagon led to an awareness of the need for 

extensive assessment of the prospective group members current behavior 

before treatment. In short-term clinical treatment settings, this assessment 

process expedites the development of individual and group goals so that group 

time is not spent attending to administrative details and other “typical group 

activities” that are not central to the major purpose of the group. Furthermore, 

the close interaction among all five dimensions of the Group Pentagon 

provided a continuing method for assessing and monitoring each individual’s 

behavior and changes the group leader needed to make. 
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CHAPTER FIVE 

Discussion 

This chapter provides a brief summary of the study, conclusions and 

discussion, and recommendations. The implications of the findings to 

counseling professionals are presented along with suggestions for further 

research. 

Summary 

This study was designed to examine the thoughts, feelings, and actions 

of college-age women with bulimia nervosa and to assess changes that 

occurred as a result of a six-session psychoeducational treatment group for 

bulimia nervosa. It focused on assisting group members with specific 

problems related to bingeing and purging. Five women began the first 

treatment group, two dropped out due to illness, and three women completed 

treatment. Six women completed all aspects of the second treatment group. A 

total of nine completed treatment. Because of the similarities in Group 1 and 

Group 2, data from both groups were combined and used in the analysis of 

results. 

The group was designed using the Group Pentagon and the TFA self- 

assessment. Individual and group goals were developed after the completion 

of pre-group screening and assessment. The treatment program was 

designed to assist group members in the reduction of their bingeing and 
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purging behavior and in the accomplishment of their individual goals. Group 

members were successful in becoming more aware of their thoughts, feelings, 

and actions in problem situations that were identified as precursors to a binge- 

purge episode. Concurrently, group members were able to apply behavioral 

strategies that were successful in reducing binge-purge episodes. 

Conclusions and Discussion 

Conclusion 1: A six-session structured psychoeducational group was 

effective in helping college-age women with problems associated with 

bingeing and purging behavior. 

First, six of the nine group members reduced the amount of time spent 

bingeing and purging after a six-session psychoeducational treatment group. 

This reduction continued after a one week follow-up session and a three-week 

follow-up session. Second, six of the nine members from the combined 

groups achieved their individual goals in specific problem situations. Three 

group members who did not accomplish their goals, indicated that they were 

not motivated at the present time to change their behavior. 

Conclusion 2: The TFA assessment was effective in helping college 

age women with bulimia nervosa describe and understand their thoughts, 

feelings, and actions. 

The TFA assessment is a practical and simple method for describing 

and understanding behavior. In any type of situation the TFA assessment can 

be used to help individuals understand the interactions between thoughts, 
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feelings, and actions. These women learned to analyze their own behavior 

both in and outside the group situations. Typically, understanding these 

interactions provides an individual with insight regarding why the behavior is 

occurring. For most of these women, it was possible to understand what was 

the precursor or trigger of the binge-purge episode. Participants in this study 

described how they were able to make connections between their thoughts, 

feelings, and actions and delay or eliminate the desire to binge and purge. 

Furthermore, the participants in this study were able to make broader 

connections of the TFA assessment to their lives. Several group members 

revealed that their behavior, as reflected in TFA patterns, was a result of their 

family dynamics and that the TFA self-assessment helped to explain why they 

became bulimic. Some of the group members were brought up in families that 

did not express emotions or show feelings. Instead of displaying feelings, the 

women in the group sought to suppress their feelings or attend to their feelings 

by bingeing and purging. 

Conclusion 3: The TFA assessment provided the group members with 

a schema or visual plan for reducing or eliminating the frequency of binge- 

purge episodes. 

In post-group interviews, group members reflected on the value of the 

TFA assessment. Before completing these assessments, many group 

members were unaware of the interactions between their thoughts, feelings, 

and actions. For several group members, the TFA triad provided a visual 
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image for understanding their behavior and making effective changes. 

Furthermore, the TFA assessment could be used by members on their own, 

outside of the group situation. Before the group began, a majority of the 

participants believed that they would never be able to completely stop bingeing 

and purging. Since the completion of the group, several members stated in 

posttreatment interviews that they were “more hopeful that they could 

completely eliminate their binge-purge behavior.” 

Conclusion 4: The Group Pentagon appears to be effective in designing 

the group for college age women with bulimia nervosa. 

The Group Pentagon is a process for planning and organizing 

counseling and therapeutic groups. It has five basic components including the 

client's current behavior, group and individual goals, methods to be employed, 

consequences of those methods, and an evaluation of the group’s 

effectiveness. The Group Pentagon emphasizes the screening and 

assessment of group members before the group begins for the purpose of 

selecting appropriate members. Meadows (1988) and Fuhriman & Burlingame 

(1990) researched the value of preparing clients for group before the first 

meeting and found that role preparation appears to affect early therapeutic 

processes and also seems to be linked to clients’ later improvement. Through 

the use of pre-group assessment, common issues or problems were 

determined and a metagoal was formed. Group members were able to 

develop personal goals and strategies for accomplishing both group and 
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personal goals. The identification of common issues and relevant personal 

goals provided the group members with a clear and specific plan for treatment. 

Group cohesion was facilitated by the screening process. Since the 

group members were more similar than different, the group members felt a 

sense of connection after only one or two sessions. One group member wrote: 

“It was an instant connection for me with the 

other group members. Everyone in the 

group was so much alike | felt like | 

knew everyone before. | don’t think | 

would have done well if we had a really 
anorexic girl in the group” 

Conclusion 5: Group members who were highly motivated were more 

likely to change their behavior than members expressing lower levels of 

motivation. 

During the pre-group screening, prospective group members were 

asked to rate their level of motivation for changing their behavior from highly 

motivated, moderately motivated, somewhat motivated, slightly motivated, or 

not motivated at all (Appendix I, III). Group members expressing moderately 

high to high levels of motivation were more successful in accomplishing their 

individual goals than those expressing lower levels of motivation. 

The members who are less motivated would likely need time to become 

motivated or possibly might never become motivated to change. Motivation, 

then, should be included in the screening process to determine if the 

individual's lack of motivation would be detrimental to the group process with 

selected other members at a particular time. 

Conclusion 6: Women with bulimia in this study, initially focused their 

behavior on changing their actions to break the binge purge cycle. 

Post-group interviews with the women in this study suggest that the 

formulation of goals and strategies to assist in the initial reduction of bingeing 
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and purging are more important than group discussions. While the women 

were not opposed to sharing their thoughts and feelings, it is often too 

overwhelming to address these components first. One women reflected in her 

journal: 

“All my therapists, friends, and relatives 
are constantly telling me what to do. | 
know what to do but | don’t believe it yet. 
| am not ready to completely change my 
thoughts, but | can stop bingeing if | can 

devise a plan. | want to talk about it- 

but | need to do things that will help 

me. In the group | need to learn specific 
ways to change” 

Conclusion 7: Goals appear to be more likely to be accomplished if the 

most problematic areas of the TFA assessment are addressed and targeted 

for change. 

Two dominant behavior patterns emerged for the nine women in this 

study. One triad for six of nine members emphasized a destructive or 

obsessive action, and catastrophic and or irrational thinking, while feelings 

were least probable (AT). Women in this study with an Acting-Thinking triad, 

were more likely to deny or suppress feelings and binge and purge as a result 

of this suppression of feelings. To mitigate their binge-purge frequency, 

women with Acting-Thinking triads found that acknowledging feelings through 

alternative actions, such as calling friends, or taking a walk, instead of bingeing 

and purging, reduced their binge-purge frequency. 

A second triad for three of nine members emphasized a heavier reliance 

on thoughts and feelings with a reluctance to take any action (TF). Women in 

the group with this triad, acknowledged in posttesting interviews that to 
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decrease their binge-purge behavior, they needed to “do something” about 

their thoughts and feelings, or to engage in appropriate actions, such as being 

more assertive in problematic situations to reduce the probability that they 

would binge and purge. 

Conclusion 8: As a result of having facilitated this group treatment program, 

the group leader became aware that she was learning as a result of the group 

process. 

Primarily, the group leader was learning from these women what the 

process of change entails for the group members. She became aware of her 

biases and beliefs about the treatment of bulimia both as a researcher and 

group leader. Most significantly, she became more inclined to permit the 

women to “tell their stories” and assist, not direct, the interpretation process. 

Implications 

Implication 1: Group treatment programs should focus attention on the 

interactions of thoughts, feelings, and actions as they relate to the bulimic 

symptomology of women. This was the first time that these women 

understood their behavior in terms of the interactions of thoughts, feelings, and 

actions. For women with bulimia, it is often difficult to express their thoughts 

and feelings and make connections to their actions. Bulimic women often say 

what they think others want to hear. It is difficult for bulimic women to know 
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what they are feeling. Actions, primarily bingeing and purging, are 

repercussions of these disconnected thoughts and feelings. 

Implication 2: The TFA assessment may provide bulimic women with a 

sense of hopefulness for behavior change. It was evident to the majority of the 

group members that there was hope that their behavior could change. Prior to 

the group program, most members believed that their bulimia stemmed from 

some pathological manifestation. After utilizing the TFA assessment, several 

group members attributed many of their bulimic symptoms to the interactions 

of their thoughts, feelings, and actions. 

Implication 3: Group treatment programs for bulimia nervosa should 

incorporate the development of specific, attainable goals for the purpose of 

reducing or eliminating bingeing and purging. The development of specific 

goals led to strategies for interrupting the binge-purge cycle. Most of the 

therapy these women previously experienced was exclusively cognitive. 

According to the group members, previous “cognitive therapy” was helpful in 

understanding some aspects of their condition, but limited in leading to 

change. Group members preferred developing specific strategies for behavior 

change as opposed to focusing exclusively on insight oriented therapy. In the 

initial stages of recovery, group members preferred a combination of cognitive 

and action-oriented interventions. 

Implication 4: The TFA self assessment can be integrated as part of a 

group treatment program for women with bulimia to provide a visual image for 
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understanding and changing their behavior. Group members in this study 

learned to conceptualize their behavior in terms of interactions between 

thoughts, feelings, and actions. The women in the group indicated that the TFA 

self-assessment provided a technique for monitoring and changing their 

behavior after the group treatment program had ended. 

Implication 5: A combination of individual and structured group therapy 

could provide the most effective and efficient form of treatment, something that 

needs to be considered in light of increased pressure for accountability in the 

mental health care profession. 

Implication 6: A more comprehensive instrument/assessment system 

needs to be designed. Bulimia nervosa is a complicated disorder to treat due 

to the influence of contributing factors such as excessive exercise, anxiety 

disorders, depression, and sexual abuse. There are many assessment 

instruments available, but few that assess aspects of the multidimensional 

nature of bulimia nervosa. 

Implication 7: Implementing a structured group intervention for bulimia 

nervosa appears to merit consideration. Structure, according to Hutchins 

(1995) means the counselor deliberately plans the group from member 

characteristics, through established goals, designing activities, considering 

consequences and evaluating outcomes so there is a high probability of 

individual members achieving personal change goals. This minimizes the 
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number of chance factors that interfere with individuals achieving personal 

counseling goals. 

Recommendations 

Recommendation 1: Group treatment should be specifically designed 

around a comprehensive assessment for bulimia nervosa. 

A comprehensive assessment plan assures that each group member is 

appropriate for the group. Inappropriate members can have detrimental effects 

on the group process. For example, appropriate group members may drop out 

if inappropriate group members dominate or detract from the group. 

Assessment of group members ensures that the group members share 

common interests and concerns. This facilitates group cohesion and 

probability that group members will feel comfortable sharing personal and 

painful information. 

Furthermore, the assessment process lends itself to a more effective 

and efficient treatment design. Many typical housekeeping details such as trust 

issues and confidentiality issues can be more easily and quickly facilitated. 

Concrete goals are specified and the risks and benefits of group participation 

are clear to group members. Group members do not need to wonder, worry, or 

speculate as to what will happen in the group and have tangible evidence 

through the screening process as to what will happen during the group. 

Recommendation 2: The screening process should be expanded if the 

Group Pentagon and TFA assessment is used, especially with more severe 
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cases of bulimia nervosa. It also appears that several subjects in this study, 

as well as in other studies should be screened for potential anxiety disorders. 

While it did not appear that any of the subjects in this study had an affective 

disorder, it would be appropriate to incorporate the screening for depression in 

the assessment process. 

Recommendation 3: While this study was useful in exploring potential 
  

new directions for treatment, it should be replicated with a much larger 

randomized sample from more than one geographic area. It would also be 

advantageous to have a control group for comparison purposes. Follow-up 

testing at regular intervals is also recommended. 

Recommendation 4: A group intervention for women with bulimia 

nervosa should assess both qualitative and quantitative aspects of the 

experience. Women’s experiences in treatment are often inferred based on 

exclusively quantitative measures. By incorporating the voices of women 

through interviews, journals, and assessment, a more descriptive and 

thorough understanding of the treatment process is available. Quantitative 

data sources, such as eating disorder assessment inventories can enrich the 

qualitative piece and create a deeper understanding as to how women recover 

from bulimia nervosa. 

Recommendation 5: It is helpful to incorporate a method to assess the 
  

motivation to change among potential group members. It appears that the 

success of the group may be significantly influenced by how motivated the 
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group members are to change. Members who are not motivated to change 

may not be ready for a group therapy experience. Furthermore, low motivation, 

and or radically different levels of motivation, may make a critical difference in 

the progress of others in the group. Group leaders need to weigh the trade-offs 

of involving persons with differing motivational levels in such 

psychoeducational groups. 

Future Research 
  

In the course of conducting this study, other avenues that could further 

contribute to the existing body of knowledge were discovered. First, more 

research should be carried out to investigate the application of this study with a 

broader range of subjects. This would include women who are not in a 

university environment and who have been bulimic for an extensively longer 

time. Second, this study can be extended to investigate its application to 

women who have not received therapeutic interventions for bulimia nervosa. 

While it is possible for bulimic women to begin the process of recovery 

after an intensive group treatment program, full recovery make take several 

years. It would be useful to investigate the long term changes on variables 

such as body image, locus of control, and self-acceptance. Long term follow- 

up studies are needed to document the ongoing process of recovery. 

Another area that merits further study is the role of motivation in 

influencing an individual’s recovery from bulimia. If motivation to recover does 

contribute to short or long- term recovery from bulimia nervosa, then 
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researchers may want to study how motivation levels can be enhanced in the 

treatment process. 
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Appendix 1 

Semi-Structured Interview for Six Session Treatment Group 

Name 
  

Date of Interview 

TAPE-RECORDED 

Pre-group 

What is the reason you've decided to participate in the group? 

Who have you talked with before about your eating disorder? 

What have you experienced in therapy thus far? 

What kind of support do you have? 

Tell me about your family and significant relationships. 

Specifically, in your own terms, what is most difficult for you right now? 

How have you tried to change in the past? 

O
N
 
O
A
R
 

W
N
 
a
 

What do you expect to accomplish in this group? 

TFA Self Assessment 

“IN A SITUATION WHEN YOU ARE LIKELY TO BINGE-PURGE” 

Thoughts 

© 
\ 

Actions 

Goo ao 

  

Feelings 
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Level of Motivation To: 

1. Change: 

Highly Moderately Somewhat Slightly Not at all 

1 2 3 4 5 

2. Establish personal goals: 

Highly Moderately Somewhat Slightly Not at all 

1 2 3 4 5 

3. Follow through with strategies to accomplish goals: 

Highly Moderately Somewhat Slightly Not at all 

1 2 3 4 5 

4, Willingness to discover positive and negative sides of self: 

Highly Moderately Somewhat Slightly Not at all 

1 2 3 4 5 

5. Willingness to continue change after group is completed: 

Highly Moderately Somewhat Slightly Not at all 

1 2 3 4 5 

6. Willingness to be honest with self and others: 

Highly Moderately Somewhat Slightly Not at all 

2 3 4 5 

Overall score Highly Somewhat Slightly Not at all 
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Post-Group 

TAPE RECORDED 

What did you find most helpful about the group experience? 

What was negative about the group experience? 

In your terms, what did you learn about yourself as a result of the group. 

Describe what changes you have noticed in your thoughts, feelings, and actions? 

How have these changes come about? 

Describe the greatest challenge to your recovery? 

N
Q
a
k
 

o
N
 

= 

What is most hopeful to you about your recovery? 

TFA ASSESSMENT 

Thoughts: 

@) 

  

Feelings: Actions: 

©) Qua 
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Appendix 2 

Group Screening Checklist 
  

  

    

Name: 

Age: 

Family: Mother: Phone: 

Father: Phone: 

Siblings: 

Year in College Employed 

Weight History: Current Weight: = 6 monthsago ___——s«d12: months ago___ 

Menstrual Cycleis Regular ___s Irregular __—s- Absent __ 

Have you gained or lost weight within the past year? . 

Yes__ Ibs. No 

Highest weight between 12-18 
Lowest weight between 12-18 
Highest weight between 18-21 
Lowest weight between 18-21 

Age when bulimia/eating disorder began: 
  

Circumstances: 

Treatment History: 

Have you been diagnosed with any other mental disorder other than bulimia nervosa? 

Yes No 

Have you been hospitalized in the past two years? 

Yes No 
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Screening Checklist Continued: 

Current Out-Patient Treatment: 

Medications: 
  

Therapist : 
  

Phone: 
  

Other medical, mental, or physical conditions: Describe: 

Substance abuse 

Depression 

Suicidal 

Sexual Abuse 

Laxative Use 

Diuretics 

Physical Problems 

Sleep Disorder 

Eating Patterns 

Number of meals eaten per day: 

What kinds of foods do you usually eat? 

Estimated number of binges per day: 

Estimated number of purges per day: 

How long do the binges last: 

How much food is consumed in this time: 

Do you purge after each binge? 
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reeni heckli ntin 

Exercise 

How often do you exercise: 

How long are your exercise sessions? 

1 hr per day 2-3hrs. per day 4 or more hrs. per day 

What is the intensity of your exercise sessions? 

Light Moderate Intense 

What kinds of exercises or activity describes your routine? 
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Appendix 3 

Group Member’s Journal 

Member # 
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GROUP OVERVIEW 

  

Objectives of this group: 

1. identify and understand your thoughts, feelings, and actions 
associated with a situation that contributes to bulimic behavior. 

2. Develop 1-2 goals to assist in the management of the identified 
problem situation. 

3. Develop strategies to assist in the management of the identified 
problem situation. 

4. Practice implementing the identified strategies to assist in the 

management of the identified problem situation. 

Member’s Responsibilities: 

1. 

2. 

Attend and participate in each group session. 

Complete assigned homework. 

Complete journals. 

Participate in follow-up assessment. 
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Behavior Associated with Bulimia 

Situation 1 

Describe situation in which bingeing or purging is more likely to occur: 

List thoughts associated with this situation: 

List feelings associated with this situation: 

List actions associated with this situation: 

Situation 2 

Describe situation in which bingeing or purging is more likely to occur: 

List thoughts associated with this situation: 

List feelings associated with this situation: 

List actions associated with this situation: 
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Member # 
  

Individual TFA Patterns 

1. In situation 1, are you more thinking or feeling oriented or somewhere in 

between? 

2. In situation 1, are you more thinking or action oriented or somewhere in 
between? 

3. In situation 1, are you more action or feeling oriented or somewhere in 
between? 

  

TRIAD - SITUATION 1 

os 
© qa @ 
  

1. In situation 2, are you more thinking or feeling oriented or somewhere in 

between? 

2. In situation 2, are you more thinking or action oriented or somewhere in 
between? 

3. In situation 2, are you more action or feeling oriented or somewhere in 
between? 

  

TRIAD - SITUATION 2 
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Member # 

Goal for Situation # 1 

1. 

Strategies to assist in the accomplishment of goal #1 

1. 

2. 

3. 

Goal for Situation # 2 

2. 

Strategies to assist in the accomplishment of goal #2 

1. 

2. 
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JOURNAL 
DATE: 
  

Describe the problem situation: 

What strategies did you use to assist in preventing the problematic situation 

form occurring: 

What were your thoughts, feelings, and actions during this situation: 

T- 

General Comments: 
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DATE: 
  

Describe the problem situation: 

What strategies did you use to assist in preventing the problematic situation 
form occurring: 

What were your thoughts, feelings, and actions during this situation: 

T- 

General comments: 
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DATE: 
  

Describe the problem situation: 

What strategies did you use to assist in preventing the problematic situation 
form occurring: 

What were your thoughts, feelings, and actions during this situation: 

T- 

General comments: 
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DATE: b/p freq. 
  

Describe the problem situation: 

What strategies did you use to assist in preventing the problematic situation 
form occurring: 

What were your thoughts, feelings, and actions during this situation: 

T- 

General comments: 
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DATE: b/p freq. 

Describe the problem situation: 

What strategies did you use to assist in preventing the problematic situation 

form occurring: 

What were your thoughts, feelings, and actions during this situation: 

T- 

General comments: 
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DATE: b/p freq. 

Describe the problem situation: 

What strategies did you use to assist in preventing the problematic situation 
form occurring: 

What were your thoughts, feelings, and actions during this situation: 

T- 

General comments: 
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DATE: b/p freq. 

Describe the problem situation: 

What strategies did you use to assist in preventing the problematic situation 
form occurring: 

What were your thoughts, feelings, and actions during this situation: 

T- 

General comments: 
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Education 

Ph.D. 

M.A. 

M.S. 

B.S. 

Professional Experience 

1996 - Present 

1996 - Present 

1994 - 1995 

1993 - 1995 

1993 - 1995 

1986 - 1992 

1985 - 1986 

Publications 

VITA 

Mary L. Moore 
750 Fox Hunt Lane #2700 K 

Blacksburg, VA 24060 

Virginia Tech, Blacksburg, Virginia 
Counselor Education 

Virginia Tech, Blacksburg, Virginia 
Counselor Education 

University of North Carolina, Greensboro, North Carolina 
Physical Education 

Virginia Tech, Blacksburg, Virginia, 
Physical Education 

Counselor, Bruch House, Blacksburg, Virginia 

Project Manager, Virginia VIEW, Blacksburg, Virginia 

Teaching Intern, Virginia Tech, Blacksburg, Virginia 

Counseling Intern, Saint Albans Psychiatric Hospital, 
Radford Virginia 

Career Counselor, Virginia VIEW, Virginia Tech, 
Blacksburg, Virginia 

Teacher, Greensboro Day School, Greensboro, North 
Carolina 

Instructor, Guilford College, Greensboro, North Carolina 

Moore, M.L. (1988). Performance enhancing drugs. Strategies, 1, (6), 27. 

Moore, M.L. (1989). Fairplay: The teaching assignment. Strategies, 2, (5), 23. 

McDaniels, C., Knobloch, M.A., Watts, G., & Moore, M. (1994). Fourteen years and 
42,000 calls: Virginia’s VIEW. In NOIC Occasional Paper Number 7: Career Information 

Hotlines Sampler,Washington, DC, National Occupational Information Coordinating 
Committee. 
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McDaniels, C., Watts, G., Knobloch, M.A., Moore, M., & Tillerson, A. (1994). The Virginia 
VIEW Career Information Hotline. Virginia Counselors Journal, 23, 40-49. 

Professional Organizations 

1992 - Present 

1992 - Present 

1992 - Present 

1992 - Present 

1992 - Present 

Presentations 

Spring 1994 

Spring 1996 

Spring 1996 

Spring 1996 

Association for the Health Enrichment of Large Persons 

Virginia Counselors Association 

New River Valley Counselors Association 

American Counseling Association 

Chi Sigma lota, President, Tau Eta Kappa Chapter 

“Peer Helping Strategies for Eating Disorders.” 
Presentation to four high schools in Montgomery County, 
Virginia, Spring, 1994. 

“Untangling the Web: Understanding and Treating Eating 
Disorders.” Presentation with Dr. Joseph McVoy to The 
Mental Health Association, Lynchburg, Virginia, 
February 23, 1996. 

“Taking Charge of Your Career Transitions.” Presentation 
with Dr. Carl McDanieis to the American Counseling 
Association, Pittsburgh, Pennsylvania, April 1996. 

“Designing Groups That Work.” Presentation with Dr. David 
Hutchins to the American Counseling Association, Pittsburgh, 
Pennsylvania, April 1996. 
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