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arguments:
their argumsnts. These measwres werg assessed Tor, two

typs of Tiglds perfectionistic beliefs: thosse which

[\

concerned lesues of matings weight. and apDear ance
{idicosyncratic belisfs) a&nd thosa which concerned other
personaxl lssues (commen beliefs).

Bulimic WCHTETT were Feoand to eﬂdo- Sex Tigida
perfectionistic belisfs to a sigrificantly greater extent

tharn either comparison control groups giving esspecially

high endorssments to beliefs concerning issues of  sabtings



welight and appesrance. Contrary to fypotheses, i
differsnces were found hetween groups on their  confidence

ratings. ability to generate vational  arguments. (b

evaluations of the effectivengss of thelr arguments  for

@lther idiovsyrncratic or common beEliefs. Hewe

effect of order of belisf packelt presentabtion

which indicated that 1t was hardsr for women aOross  groups

to generate rationallseffective arguments ageinst the

idicsynoratic belist statements. 1T they were

Tatigued by having had already arguesd against & oum

comnmor Delisfs.  This Tinding wase interpreted ss suggestilng

that Tactorss such as Llgues which Mmey impedes

concentration  and affect the ability to think ratiornally

about issues such as th

cee described by the 1diocsyncratic

H

belisf statements

it

Overall thesse  results lend partizl support o
cognitive-behavioral assumptions of  bulimia  and its
correlates. The results support the assumphtion  that
bulimic women maintain a nuwmber of  rigid, perféctionistic
beliefs, especially concerning issues of eating. welght and
AppEarance. Moreover s the results  suggest  that the
assumption thet bulimic individuals lack active cognitive
coping  strategies or are less able to vespond to rigids
perfectionistic thoughts with stratsgies such as rational
self-statement=s. nezds te be refined. Implicaticons of
these findings for the assessment and treatment of bulimisz

were discussed.
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CHAFTER ONE
Imtroduction
Bulimia 1is an sating disorder that was first included
as a climical entity in the Diagnostic and Statistical

Marmual for Mental Discorders it 1280 (DSM=-111z Amer 1 oan

Feychiatric Asscciaticons 15800, The diagrnostic features
iz ludes recurrent eplscdes of binge eating {rapid

consumpticn  of large amounts of food in & discrete period
of tims, uswaelly less than two hours)i  an awsreness that

the pattern of eating i1s a&bnormals  feasr about not  belng

py
o

able to volurntarily stop eatings; and s=lf-deprecating
thoughts and depressed mocd following eating binges. In

additiom, at lesst three of the following must exists 1)
consumption of high-caloric. easily ingested food during a

=

Dirge, 2 private bilnge =

il
ot
-
T
lin]

3 terminaticon of binge
eating episcdes by sleep, scocilal intervuptions self-induce
vomiting or abdoeminal pains.s 4) repeated attempts to lose
weight by self-induced vomiting. severely restrictive
diets. (al uee of cathartics and/ o diuretics. cr 5

fregquent welght fluctuaticons of greater than 10 pounds due

sts.

to altermating binges and T

0

Furthers the diagroesis is not made 1T the syndroms 1s



o

due to anorexia nervosa or any known phvsical  discorder.

Although 1t has been estimated that approximately half of

ift

U

all arncrexic individuals do display bulimia (Casp
Eckerts, Halmis Goldberg, and Davis, 1980), at the time of

the DEM-III publicaticon the cowrses of these disorders were

belisve to be different encugh to  warrent  independent
cdiz Qroses .,

The DSM-II1 criteria for bulimlia was precedsd by vears
of indepsndent research on disordered patterns of eating.
Az osuchy 3t iz onet swprlizing that some confusicon sxists in
the literatuwre concerning definiticns of the disocrder and
terminclogy used in degcribing it. For exampley, the term
bulimia has been used to describe the symptem of binge
gating as well as the syndrome of bulimla. which includes =
mumber of additional behavioral and psvychological features

(Faivrburra 17843 Hart & Ollendick. 1285

——

. Im additior.
authors have used various names 1n describing the symploms
and 5yﬁdrome of bulimia at varicus weight levels: including
"compulesive overeating' (Green and Rauws 1974) 4 "Bulimia

nervosa" (Rosen & Leltenbergs 17823 Fussella 1973,

"Bulimarexia" (Boskind-Lodzahl and Sivlim. 1977): and "the

dietary chaos syndrome" (Falmer s 1279) . The result of
employing different terms and criteria in the study af

bulimia is +that cross study comparisons are difficult  to

make and conflicting findings regarding epidemiclogy and
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tfeatment af the discrder may actually be in part due to
different subject groups beilng studied (Fairbuwrms 1983).

OFf the many terms appearing in the literature. the two
that have gained widest acceptance are "bulimia nervosa'
arnd "bulimia”, defined by Russell {(127%) and the DEM-III.
respectively (see Takle 1), When comparing across studies
it is important to remember that the dieagrnestic criteria
these twe syrdromes apply to differents but overlapping
populations.

Amorg the major differences between the twe syindromes
are that Russell’s (1979) bulimia nervosa: 1) reguires that

self-induced vomiting and/cr purgatives be ussd to control

i
i

varely

7

welghts, and so does not include individuals who
restrict thelir irntake of food alone. and 2) & history of
ancrexia nervesa does not preclude a diagnosis of bulimia
METVOSa. ssemtially &11 individuals who mest Russell’s
177% diagnosis for bulimia nervosa would alsce meet the 1730
DSM-I1II diagnosis for bulimia with the exception of those
individuals with a history of ancrexia nervesa (See note
i),

A& major problem with weing the criteria for elther
bulimia or bulimia nervesa 1s that moest of the clinical
symptoms are descriptive rather than objective in nature.
B sucha whiat constitutes. or examples "recurrent

episcdes of binge eating” or " large quantities of food',
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Table 1

DSM-TIII Diagnostic Criteria For Bulimia and

Fussell s Criteria for Bulimia Mervosa

DSM-III Criteria

A.  Recurrent eplscodes of bilrnge eating (repild consumption
of 2 large amount of feood in a discrets period of

=

ce
time usually less tham two houwrs).,

B. At least three of the following:
1. an:ump ien of high—-oalorics easily ingested fFood

during & binge.

& Inconspilcuous eatling during & binge.

3. Terminaticn of such eating episcdes by  abdominal
pain. slespy scocial intervupticn,. or self-induced
vomiting.

4. FRepsated attempts to lose welght by severely
restrictive diets. self-induced wvomiting. or
use of cathartics or diwetics.

5. Freguent welight fluctuations greater than ten
pouwnds due to altsrnating bilnges and fasts.

C. Awarsness that the gating pattern is abnormal and
fesr of not being able to stop eatling voluntarily.

D. Depressed mood and self-deprecating thoughts
following eating binges.

E. The bulimic episcdes are not due to Ancrexia Mervosa

[

or any known physical disorder

Russell’s Criteria (1979):
1. The patisnts suffer from powsrful and itntrac-
table wges to overeats;
2. They seek to avoid the "fattening" effects of
food by 1uduc1lg vomiting or abusing purga-
tives or both

3. They have a morbid fesr of becoming fat.
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is opesn toe interpretation. To address this problem & few
researchers have devised cperaticrnalized versions of  some
criteria (e.g.p Fairburn & Coopera 1984)35  however. such
cperational definiticns are not emploved consistently.

When studies employ a standard set of criteria to
define bulimia and specify any additional criteria used in

the selection of sample populstions it a&llows for better

crosse study comparison and application of resescoch to
climical populsaticons. Im the present study, the DEM-I1I

criteria will be used as the accephted definition of bulimia

& departures  from  this definlition will  be moted.

o

Furthers the term binge sating will refer to the behavior

of excessive oversating while bulimizs will refer  to the
full DEM-III syndrom=2.

Although the literature is at time difficult to

]

interpret thers has besn a good deal of research that has

examined women who manifest bulimic syndromes (l.e.q

St

bulimias bulimia nervesa and variants of these). Im this

Note 1@

Efforte to refine diagrnostic criteria to better defTine
the clinical features of the bulimic disorder have resulted
in revisions of Russell’s 1972 criteria for bulimis nervosa
and proposed revisions of the DSM-III diagnostic criteria.
The changes result in the twoe sets of criteria becoming
moire alike: e.g. beth include women who diet severely but
do noet purge to control weighti both allow & diagoesis of
bulimia if there is a history of ancrexia nervosa {(see
Fairburm  and Garner . 1983) . Howeveir.s nelther of  these
revised sets of criteria have yet achieved common use.



secticrms information will be presented on the demographic
characteristics, prevalence. welght histories.
complicationss persconality  and behavicral characteristics
of bulimics. MNexts the various thecories of the development
of the disorder will bz reviewed. Following this will be a
section dealing with research into the relaticnship beltwsen
stress and eating. and of the coping strategies of bulimic
individusls., Finallys the rationale., aims. and hypotheses
for  the current study will conclude  the introductory

chapter.

It has been estimated that 734 of bulimic individuals
are female (Halmi. Falk & Schwartzs 17313 Wermuth: Daviss
Hollister & Stunkssrd. 1777). Further. the characteristic
bulimic i1s white, single, college educated and from &
middle or upper class family (Fairburn & Coopera 198323
Johrsor. Stuckey. Lewis & Schwartz. 193823 Fatzman &
Wolchik, 17830b) . The disorder gernerally begins in
adolescence or early adult life (Fairburn & Coopers 12823
Johmsarn et &l .a 1782 Fatzmarm & Wolchilks 19843 Fvle,
Mitchell & Eckert. 17813 Russ=ll, 1279) and is thought to

be chronic &nd intermittent over = pericd of YEATS

{(Fairburn & Cooper.s 198257 Johnson et al.s 128235 Herzogs

1928235 Fyle et al., 1981). When a woman TfTirst seeks



~J

treatment she i1s generally in her early twenties (Johnson
et al., 1982: Pvle et al.. 19815 Russsll, 1979).

Binge eatings *the core characteristic of bulimias
usually altermnates with pericds of normsl eating and fastess

Caca

i

I"I

=M pericds of normal

oy
™
t&-
inl
il
=]
i

o
i

i

howevers in extr

,Ll

eating (American Feychilatiric Assccilations 19805 Garfinkel &
Garnmers 178g) Generally. the onset of pwrging behavior
cocurs bketween one and fTour years aftter binge eating begins
(Faivburm & CC'C'DE’T’:I 1282 Johnson et al.. 1982: EHatzman &
Wolokick: 198435 Russells 12792). Further. dieting of some
sort has besen noted to precesd the onset of bings eating

o
(HBoskind-Lodahl, 197&F Boskind-lLodahl % Sirlin. 19775 Fvle

bt

=t @l.s

;1.

FE1). Maiy bulimics learn about bings/purge
behavicrs from friends or the media (Faivbuwrn & Cooper

19828 K

;+

f

zmar & Wolchik. 1984) and the binge/puirge cvole

f

coemmanly leads to hunger and precccupaticon with food
(Fatzman % Wolchiks 198435 Lecons Carvrol. Chernyk.s & Fivm,

198535 Fyle et al: 19813% Russell, 127%9).

Im additicon to displaying episcdic binge esxting or
cyclic binge-purging: bulimic women may also alternate
between bilngeing and pericds of severe dieting or fasting
{Lore & Orleanss 19815 Fyle et a&l.s 1981; Welss & Ebert,
1983) . Im gensrals bulimic individuals do not est in &
systematic manner such as three meals a day (l.eonn et al..

198%: Mizes & Lohvra. 1283) and tend to vrestrict their intake



of snack and dessert foods when not bings eating (Roserm.

v

l.eiternberg, Fisher & Ehazams 1984).
A high instance of impulsive behavicrs has beern rnoted
for bulimic individuals by several researchers. For

edample, there have been reports of freguent stealing  and

alcohal use (leon et al., 19785; Fyle et al.. 1781, 19863

Fussell: 1272). drug use {(Leon et =zl.. 19853 Russell. 1279)
arnd  spending sprees (Cooper Qeborm.  Gath & Feggestter
1982) among bulimics. Afuthors such as Fremouw & Hevosman

{1933) have offered Tthat the problem c

)

maintalning control

imn  these other areas suggeEsts & process not just  specific

te  eating behavior. Howsver., contflicting Findings have
been reported in other studlies which have found no

difference between bulimics and co

3

pariscon controls in uee
of  alcohols cilgarettes (Johosorn et al.. 198235 Katzman &
Wolchik 1284) ov drugs {(Johnson et al.. 1982). Since the
majority of studies which have reported high incidence of
impulsive behavior for bulimic individuals did not  use
comparison contreol groupss the results and cornclusicons must

e viewsd with caution.

Felatedly, there have been reports of high family
incidence of psycholegical discrders which alsac lack
control  sample comparisons. For example. Herzeoeg (1982)

reported that of 30 bulimics studied: 43% had a first-order

relative with either alcoholism or affective i1llrness. while



A reported & family history of cbesity. Similarly. Pyle

. o ’-

et al. (1781) vreported that for their sample of

;

&4
bulimics. 504 reported alcoholism in &t least one first-
degree Tamily member, while A8% reported a family history
of obesity and 474 reported that & First-degree Ffamily
member suffered Trom depression. Im interpreting these

Tindings 1t is important to remember that = higkh  family

incidence of alcoholism: cobesitys substancs abuses  and
affective discorder has been generally found for s varlety

of psychological disorders. Marmy studies do not compare
pravalence rates bstwen bullimics and other olinical or
monclinical  populations. Further, before accurate and

comparable data can be meaningful. appropriate population

~F

rates must First be abtained.

4]

Im orne study which did empley clinical compariscon
groupss & significantly higher incidence of affective
disorder was found among the first-degree relatives of 85
bulimic individuals as compared to groups of individuals
meeting the DEM-III diagrnostic criteria for schizophrenia
arnd borderline personality discorder {(Hudeon, Laffer & Fopes
128&y. Thi=s study found that family incidence of affective
disorder for bulimics was not sigrnificantly different than
that for & group of individuals diagrnesed with bipolar
affective discrder. The authors suggested that although

environmental influences could net be ruled cuty & probable



explanation Tor this finding was a higher genstic
predispoesition for affective discrder among bulimics.

The

i

e Timdings have yet to be replicated.

There have been disparate reports of the prevalence of
bulimia. This has been in part due to different uses of the
term bulimias such as to describe episcdes of cccassional
tinge eating which are reportedly quite commomd @.9Q. 49%.
&F4 and 74% of college undergraduates reported occassiomsl
oilnge eating in swveys by FEatzmans Wolchik & Braver

(1984) . Hart & 0Ollendick (198 nd  Hawkims & Clement

U!
]

(17807 & respectively. Far fewer numbers display the
syndrome of bulimia which includes & wvariety of other

behavioral and pevycholoegical components.

Epidemiclogical studies emploving the DSM-III (1280)
crriteria have reported that bstween 8-19%4 of college women

endorse criteria necessary Tor diagnosis of bulimis (Halmis

et al.s 1981 Hart & 0Qllendick. 19353 Fyle. Mitchell.
Eckert. Halvorsonma Mewmtai & BGoffs 1783) . a5 do

approximately 10% of normstudent samples (Hart & Ollendick.
19853 Fopes Hudson & Yurgelun—Todd. 17837 and 84 of high

schocl girls  (Crowthery, Fost & Zaynors 192835 Johnsons
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lLewis, Love, Lewis & Stuckey. 1984).

When more stringent criteria concerning the severity
cof seymptoms are used the prevalence rates diraop. Faoor
example. when at least weeskly binge eating is required for
diagrnoslis of bulimia. the prevalence rate lowers to 4% of
college women (Hart & Ollendick. 19855 Fatzmanm et &l.o

17843 Fyle et al., 1783 and 3% of high school givle

-

{Croawther et &l.a. 785) . Further requiring both weekly

i

binge eating and elf-induced vomiting and/or  ladative

i

buse further reduces prevalence rates to 1% of college

women (Pyle et al.. 1283 and to between 1-3% of high

7

school givle (cf. Crowther et al.. 19855 Johnson et &l.s

t

Fimallys an lncresasing prevalence rate has been

L]
p

reported  for  bulimia  that is charescterized by at  least
weekly binge eating and puwrging (Fyles Halvorson., Msuman &
Mitchell, 19864). BRased on 1780 and 1983 surveys of over
1300 freshman college students from the same gecgraphical
areas an apparent three—fold increase in bulimia was found
for college womeni up Trom 14 in 1989 to 2.2% in 1783. If
such findings are replicated in cther studies then this
would suggest & need to incresse efforts at design and
implementaticn of effective prevention programs.

Decrepancy in reports of the prevalence of bulimix

has been dues not only to different criteria being used to



define the disordeir. but alsoc to  at least two  other

factors. Firsta bulimia ig difficult to detects =

=t

'ﬂ

episcdes of binge eatings self-induced wvomiting and/or
restrictive dieting ccocur inconsplcuously or secretly.

Moreove . individuals with this discorder are often of

normal welghts and sating habitse in scclal situstions  ar

1]

appropriate snd  controlled {(Fairburn & Cooper, 12835 .
Thuss the existence of bulima may become apparent only when
an  individual sesks help For  the discrders although
individuals may report bulimic symptoms when surveved in an
anorymous setiting.

Secondly: the written survey methods emploved by mos

studies assessing prevalence rates have certain drawbacks.

For examples Love and Dllendick (1%82) found that

individuals endorsed more i1tems indicating deviant eatin

LE}

fﬂ

behavior when & guesticommalre was administered in % larg
impersornal . and ancovmous setting. When the questicnnaire
was readministered in the context of a personal interview.
the endorsement of items related to bullmia significantly
decreassd. Such an efifect might be dus to & hesitancy on
the part of resporndents  to admit severes symptomatoclogy in
a face to Tace interview. or to respondents having & chance
to clarify with an interviewer what i1s meant by certain
aquesticons, or to a combination of these factors.

For edample, discrepancies betwesn guestionnalre



reports and face to face interviews may ccour when

gquesticrmnaire ltems are lnterpreted by respondents to mean

samething diffzvent than what the creators of the
instrument intendesd. For examples if & questicon does not

definz what il meant by "binges ating" then subjectes will

interpret  this according to thelr cwn definmitionss  which

might range from having dessert with divrmer to eating 10
candy bkars. So in emploving wrilitten surveys bthere s the
possibility  that socne questicons will result in "false
positives', or indicaticns of bulimic svmptomatology when

it doesn™t exi

il

t. For examples when validating a written
survey emploved in their study. Fyle et =zl. {1988) noted
that when some subjects: who reported engaging iﬁ binge
eating behaviar. were evaluated in & face to Tface
interviews the evaluating clinlciams thought that theilr
behavior did not truly constitute binge eating.

Because there are problems with using wirithten surveys
it may be difficult to determine if accurate diagroses of
bulimia have been made when diagnoses are based scley on
questiconnalre responses. However. 1T survey guestionmalres
are validated with clinical samples then one can have
increased confidernce that individuales responding
ancrnymously s without follow up assessments, are bhelng

accurately diasgrnosed.
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In reports of the weights and weight histories of
bulimic individusls. there has been inconsistency in the
approach to classifying individuals as underwsights normal

welght or overweight. The inconsistency has involed both

the selection and correct use of the major adwrlt weight

claseification schenes 1 aE . the 959 et 1983
Metropolitan Life Insuwrance Compairy Weight Tables

{Metropolitan Lifz Insurance Compamys 198974515830 . and the
1?78 Department of Health Educsticn and Welfare (DHEW:
Weight Tables (Abraham. Johnson & Majjisrs 19770 .

Fvle, Mitchell and Eckert (178%) compared the use of

these weight tables to

n

ategorize voung eating discordered
womeEr and determined that & primscy problem has been that
researchers have oftern rnot made proper adjustments for
variables of heel heights clothing weight, and age of the
subject under study. To illustrate the importance of using
the tables corvrectly they detesrmined that out of 87 female
patients coming to an eaxting discrders clinic betwesn 16—
T1u wld be classified as underwsights between 25-51%  as
mormal  welght and between 3-33% as  overwelghts depending
upcn  the table and correcticons used. Based on thelr
cbeservations the authores concluded that: especially  when

studying the young female groups uwsually employed in eating



discorder researchs proper adjustmeEnts for age and  other
factors must be employed for accuracy.

Whereas reports indicate that most bulimic women
malntxin & normal weight (Abraham & Beaumonts 198235 Johnson

et al., 1232);: a large percentagq

x’ﬁ

of bulimics are reported
to be overweilght and underweight. For examples Fyle et &l.
(1798325 19848) found that approximately 40% of the non-
climical bulimic women they surveyed were overwslghnt  and
Z0% were underweight as measuwred by wncorrected 1939
Metropolitarn Life lnsurance tables (the authors nots that
corrected use of the table wourld result in a small
percentage of subjects being shifted from the normsl weight
class to underweight class).

Im terms of the extreme welght classes. 1t has been

m

2stimated that bulimia 1s manifested by up toe 234 of obese
individuals (greater thanm 115% of mediuam weights Gormallys
1280) and approximately half of ancrexic individuals {(less
than 85% of medium wesight). Howevers it will be recalled
that ancrexic individuals or those with & history of
anorexia nervosa are not allowed the DSM-III (1980)
diagnesis of bulimia.

The weight histories of bulimic individuals have been
reported to be variables perhaps 1n part due to different
weight tables and correcticons belng used among studies.

Using varicus weight classification schemes. Eatzman &
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Welchilk (1984). Pyle et al. (1981b) and Russell (1979) each
reported that about 1/3 of thelr samples had a history of
being underweight.

Usimg the 17957 Metropolitan Life Insuwrance Weight

Tables, uwncorrected for ages Fyle et al. (198&48) reported
that while about 1/3 of theilr nonclincal bulimics reported
Fistories of being underweight (less than 20% of i1deal
mediands approdimately 173 a&lsco reported = history of belng
overwsight (110-1258% of ideal median? and 1/3 a history of
being cbese {(over 125% of ldesl medizon s (the authors note

that corrections Tor ages would increase the number of

subjecte reporting histories of having besn wderweightl.

I contrast, Falrbuwrn and Cooper (1988 and Halmi et
al. {1%781) concluded that in the=ivr samples. the svmptoms of
bulimia were more evident Tor individuals with a history of
beirng overweight or heavy within thelr normal welght range.
In additicrmy Falrburn (1981) and Herzog (1282) noted that
of their clinical bulimices &ll had histories of beilng
average or slightly cverweight. Sc the findings weould
indicate that bulimic individuals are of &1l welights and
weight histories and would suggest that & young woman of

any welght might become bulimic.

Although various features of bulimic behavicor have



been investigated at differasnt weight levels.: the majority
of the informztion reported in the literature has  been
cbtained for normal wesight bulimics. Fvle et al. (1983)

and others have noted that bulimics who present  for

T

trzatment (clinlcal bulimics) tend morecften than not to b
bulimics of normal weight and who manifest freguent binge-
purge epliscdes. In contrast: thes auvthors have observed
that bDulimic women studied iv ronclinical  populations
(rnonclinical  bulimics)  tend morecften than not toe be of

T mEd] to somewhat overweights to manifest less  Treguent

Binge eating and purging epliscdes. and to severely restrict

thelr intake of food to regulats weight. Although the
behavioral symptomateloegy of @ clinmical and nonclimical
bulimice may differ in some respectss comparative studies

concerning  the personallity characterisetics have found the
groups  to be guite similar with the exception of clinical
opulimics reporting greater depression. Johnson et al.
(19684 have noted that it is currently unclear whether the

<&~

reater  incidence of depression seen among clinically
presenting bulimics is more & precipitant of result of the
more severe symphtomatology.

Im the present subsecticons common features of bulimic
behavicr at all weight levels will be ocutlined. However,

reference will be made to that information which is

specific to anoredics. mormal  welght bulimics. o
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overwsight bulimics. Bulimic individuals often feel tha
th=ir livese are dominatesd by conflicts about eating and are
generally overly concerned with body image and appearance.

often foousing on how others will see and resct  to them

(American Fsychilatric Assccilation:  19780). Freocoupation
with food, esating. ridding themselves of ingested food. and

weights have beEen reported to impalr the concentrabtlion and

everyday activities of many bulimic individuals  (Fairburn,
128073 Fairburn & CoopsEira 19824 Herzogs 1932: Johnson et
al., 17825 Fvyle =t al., 17313 Rosen % Leltenberg. 19824
Fuseells 12772). For examples normal welght bulimic women
have reported greater dysphoria,  Fluctuating moocds. and

#

,.,.
il

feslings of lnadeguacys in addition to spending mors t
alome and i food-related behaviors  in comparison  to
comtroles (Boskind-Lodahl & SBivlin. 12775 Johnson & Larsons

19825 Stuckey. 1281). Furthers bulimics have conslstently

-+

repor ted selivgs of guilt. shame and selft—-contempt
Tollowing binges (Fairburiis 178035 . Herzeog. 17823% Fvle et

al.s 128148 Raw & Greens 12755 Wermuth et al. 1977; White &

Boskind-khite. 12819 . Im &dditicen. clivician reports
indicate that +the eating pattern often interferes with

socixl relaticonsnips and academic or job performance  {(Leon
et al. 19855§ Fyle et al, 1281:% Wooley & Wooleys 1981).
Frecccupaticon with body image and welght gain often

invoelves a desire to welgh less than would be considered
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average Tor thelr age and height (Fairburn & Cooper. 19823
Fvyle et al., 19813 Russell. 197%% Weiss & Ebert. 19383).

For examples Falvbwrn and Coopsr (17820 found that of the
497 normal-weight bullimic women they swveved, &3.8% stated
thelr desired weigﬁt toe be less than 83% of matoched

populaticon mesn welghts.

Fhyvsiglegical effecis-

A oruamber of physiological or medical problems are also
asscclated with the bulilmic discovrder. For exampls: sore
throats (Falvburn. 17803% Fyle et axl.. 1981, parotid
fealivary?) gland swelling (Lsvins Falkeo & Dizons 179800,

demtal caries and gramel erosion (Herzogs 15825 Houss

it

2
Grisius & Blizioctes. 12813 Pvyle et al., 1281). electirolyte
abrnormalities (Mitchell & Fyle. 1981): hair breabkage.
amarnorrhea (Johnson et al.s 19825 Fyle et al.. 12721),

Fatigue (ABbraham & EBe

t‘!
=
-

[y
2

382) and in rarer instances.
remnal failure and wrinary tract infection (Fussell. 127%).,
gastiric dilitaticn (Mitchell. Fyle & Miner. 19823 Saul.

Deklker & Watson. 1781) have been reported as complications

of bulimia.

Some of the antecedents of binge eating episcdes in

over—-weight bDulimics have been reported to be stress—
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related precipitants (e.qg.» pressures from school or work)s
discriminant cues {sensory stimuli), setting factors
(secretive and isolated factors).: cogrnitive and emoticonal
cues (frustration and disappointment. boredoms conflicts in
interpersonal relaticonships): physicolegicl cues
thypoglycemia) and restrictive dieting (self-denial.

cheession with  food and welght loss) {leevro & OQrleans.

Jobnmsorn & Larsonm (1982) investigated the daily moods

and behavior of fFif{tesn bulimic women who bings-purged on a

!'1

regular basis. Im order to obtain repressntative sample

they had subjects wear an electromic pagsr which they used

toe sigmal them to fill cut self-reports on their cuwrrent
mood and behavior. @lative to contirel compariscons the

bulimic subjects reported significantly mors dysphoria and

o

widely fluctuating mocds: and in additicos reported
generally feeling sadder, lonellers weaker, more irritable,
passive and constrained. Such feelings were prominent just
pricr to and during binge sating episcdes

Consequences of binge-eating epilscdes at &ll weight
levels include relief from negative mood states. reducticon
cf stress. and relief from the negative feelings asscciated
with restrictive disting (Abraham & Beumoint 178853
Beaumornts BGeorge & Smart. 12763 Fairbuirns 198135 Garfinkel.

Moldofsky 2 Garners 19803 Johnson & Larson. 1982: Johnson



21

2t al.s 1782:% Halmi et =al.; 19817 Lovoe & Orleans. 15981

uu

Mitchell & Fyle. 12823 Fvle et al.. 19815 Strober, 1980).
The self-reported fregquency of binge eating epliscdes

vari=s with individuals but has been reported to range from

every wesk or twoe (Russell. 1%79) to several timss pesr day

(Faivrburns 172802:519281). For clinical samples of bulimics.

.. Johbhnson et al. (19282 (N=136) . Mitchell et al.

(1981) (N=85)., Pvyle et al. (1281)I{N=38): approximately E50%

-
T

were found to binges daily. FReports of bings esting

fre

f‘l

zouency for non—clinical populations has gensrally been

2

somewhnat lower. Faicbwrn and Coopesr (17682 found that of
4927 normal-welight bulimics surveyed: 32.5% reported binge
eating at least ocrce weskly., while 27.2% reportsd bings
gating at least cnce dailly. Bimilarly. Fatzman and Wolchik
(1984) Found thst of 30 normal-welght bulimice. & mean of
18 bing=s & meonth {(an average of 4.2 per week) was
reportedi  however. the range again varied considerablys
from 8-7% binges per month. Researchers whe have studied
detailed accountse of bilnges—-eating epilscdes among bulimics

have reported that women tvpically ate at home alone. lat

i

in  the davy or at wmight. cornsumed foods that were hiab in
calories and easy to prepare {(e.g.s ice cream o candy) and
ate over about & one hour periced (Johrnsoen et &l.. 19823

Fatzmanmn & Wolchibk s 1983&3 Fyle et al.. 12817, In

addition: the foodes eaten during & binge were often those
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women  stated they would ususlly aveid out of dieting
CoOnNCerns s 2.Qus snack and dessert foods (Abraham &
Beaumont. 1982:% Rosen et xl.. 1786.

The seli-reported caloric intake during & binge eating
episcde also varies with 1ndivideals but retrospective
reports have rangesd from 1,200 calories (Mitchesll et al.s

176810 to 25,000 calories (Jobhnson et al.. 19820 per bin

13
1T

However s studies involving self-monitoring of eating report
more conservative Tigwres. such as & 2,500 calorie average
per bilnge (Hatzman & Wolchilk. 19835,

Utilizing self-monitoring procedures Rosen et al.
(1786) were provided with detailed accounts of the

eating behavior of bulimic women over & one week period.

Subjects wers 20 normal-weight bulimics {(diagnosis of

bulimia nervosa) presenting toe trestment; =11 reporied
bimnge eating and vomiting with a freqgquerncy of at  least

three times per week and none had & history of  anoredia
Nervosa. Sub jects corded all food and liguid intake.
The authors determined that the average amount of calories

consumed  during what bulimics labelled as a binge was 145%

[a]
F

calories {range 45-5138) and during sating episocdes n
labeled as binges was 4 1/2 times less: 321 calories (range
10-1632 calories).

Whereas many of the binge eating eplscdes consisted of

large amcunts of food (2000 calories)y the amount was



usuwally considerabkly less than estimates reported in

previous research. Bulimice sometimes considersd @ very
all amcunts of food as well as largs meals to be a binges

and could rate thelr andiety after eating s small amownt of

food as high as atter eating & large amocunt. The auvthors

u\l

concluded that the bulimic’s definition of bhinge-eating may

have to do more with  the type of food consumed  as
relastively more snacks and desserts were consumed in whst
bulimics labelled binge eating eplsocdes.

Feports of self-inducsd vomiting assocciated with bings
gating nave ranged from less than oncse per month {Halmi et

foross

r*.

al.s 1981) to 30 times per day (Fairburn., 178

studies by Fyle et al. (1981}, Mitchell et al. {(1281).,

0

=

n
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Fzirburm and Cooper (192820, and Johnsorn et al. (1

Fa4% of bulimic women reported use of

-

tin

-

glf—induced vom

i

i3

4
and half of these women reported vomiting daily. Indesd.
self-induced vomiting was reported to be more frequent than
binge =ating in Falrburn and Cooper’s (1982) study of 499
nonclinicals normal weight bulimicss indicating vomiting
sometimes cccwrred after comsuming smaller amounts of food.
Firmallya i several studiss of normal weight
bulimicesa vomiting was indicated to bhe the most commorly
ussd method of purgings Tfollowed by the use of laxatives.
diwretics, and enemas {(Halmi et &l.. 1981:F Johnson et &l.a

17825 Mitchell et al.. 19813 Fyle et al., 1781).



A number of studies have assessed persconality
characteristic of WCE T marilfesting bulimic
eymptomatology. For example. in  three studies which
employed & mail survey technigues. the degree of bulimic
symptomatology was determined based on  informaticon  from

Wil tten gussticrmaires. However T e («hi the

guesticnnalres women o all  of the D5M-I11

diagnestic criteria and thus dizgreses of bulimia could not

i
5
-

e mad as  such the identified groups in thesse studies
will be refervred to as "bulimic?.

I twe of these studies ressarchers malled surveys to
women who requested treatment at eating discorder clinics.
then compared thelr scores on standardized assessment
measures to normatlive data. OF the &01 women who retwnsd
guesticmmalres in & study by Fairburn and Cocper (1982).
“Eulimics® were those women (33%) who met Russell’s (1979)
criteria for bulimia nervesa. 0Of the 316 women who
returnsd qguesticnnaives 1o & study by Johnson et al.
(1282) . "hulimics? where those women (67%) who endoarsed
most of the DSM-III criteria for bulimia. Im koth of these
studies women were primarily of normal weight. Compared to
populaticon means. women in both studies reported greater
depressicni and additicnallys. higher anxiety (Fairburn &

Cooper . 1782)  and interpersocnal sensitivity (Johnson et



al.s 19820 than normative population means. Im the third
study . Johnmson arnd Herndt (1783) mailed suwrveys Lo
commirnity samples. They compared the scores of scocial

adjustment betwesn 89 “bulimic’ women whoe met most of  the

DEM-I1I1 diagrnostic criteria for bulimia. and & community

cantral sample. The ‘“hbulimic” women vreported poorer
adgjustment at works in social and lelsure activities. and

in family relaticnships.
Other studles which have emploved bulimlic  women  who
met a&ll of the DEM-III disgrnostic criteria have lssued

information on several other personality sand behavioral

featurss., In ressarch by Welss and Ebert (1983). Gresnberg
(12860, Fatzman ard Wolochik {1984) . aricl Cantelons
Leichermer and Harper (178&6) bulimice were compare with

control groups on & number of standardized messures. Welss
and Ebert (1783) compared 15 normal weight bulimics and 15

controls on measures of psychopathologys  locwus of control.

cbhssssive—-compulsiom, arncorectic attitudes and social
ad justment. Compzred to controls, bulimic individusls

scored higher on psychopathology subscale measuwres of
depressiom.  andigty. somatizaticons. angerv, phobiloc anxietys
parancid ideation and psycheticism. Further:. bulimics
reported higher external  locus of contrel. compulsive
behaviaors fear of being fat. and anxiety related to eating.

No differences were found on indicants of sccial support



24
and scocisal adjustment.

This last Tinding

o~
—

1

Ny

33) chservation that "bulimic?

social adjustment than compariscon

explanaticons for

differsnt assessment measures and

and that the control group used

study differed somewhat from the

socloscononic status and this mavy

reporte of social adjustment.
Further,s the
concerning bulimics fear

related to

oF

eating 1s

of  body image. Severzal

tulimics report & desire to

welight and estimate their ideal

wzight for thelr actual body size

178435 Fvle et 19813

i

al. .

WCMEN -from which bulimic

generally report that their

theilr current weight (Eatzman 2

1785), FRuff (1282} found that

bulimic women consistently more

size of

size of & light

the discrepant findings

inm

of being
consistent with
studies

be lighter

Frssell;

samples
ideal
Wolchiks

1m comparison

their physical dimensions

lirne projected on a wall to

with Joehnson and Berndt®s

women reported poorer
controls. Fossible
include the

target samples emploved,

Johnson and Berndt ' s

bulimic?

i age and

[nFwiNw]

have affected relative

Ebert

Fat and anxlety

in the area

researich

have commented that

thamn their current

welght to be a suboptimsl
(2.g.s Eatzman & Wolchika

127%). @Although college

are often drawn-—

iz lower thanm

weight

t al.:l

il

198435 lLeon &

to controlsa

cften overestimated the

when asked to adjust the

represent the
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width of their body areas. These findings indicate that
for bulimics & strong desivre to be thimnsr may co-edist
with mispercepticns about having a larger body than really

is the case.

Ressssing sumewhat different characteristics.
Greenberg (1988 compared 7 clinical bulimics. 13

monclinical  bulimics aind 114 contvrols on measures  of
assertiveness., dietary restraint. binge eatings d“p“'?ﬂiﬁﬁy

and two measures of life stress:  the number of  stressful

=
life events experienced during the last month,. and  the
percelived stress  lmpact of these events. Clivical and

nonclinical bulimics were not Tound to differ on any of the
standardized measuwres emploved. Howsver . bulimics overall

did score higher than controls on &all measures sxcept

assertivensss. This finding contradicts the observations
of Johrnson and Larson (1282) and Hawkinsg and Clement {(1980)

who  found  that “bulimic tendencles’ were assocliasted with
lower assertivenesss. Fimnally., dietary restraint was found
te be the only independent predictor of severity of binge

eating behavicr for the bulimic groups while both dietary
restraint  and depressicon predicted binge esting for the
contral  group. The authors noted that— although  their
sample of bulimics (N=20) was small For some of the
statistical analyses employed- their findings suggest that

binge eating epilscdes may be & reaction to depression
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and/cr  phvsicological deprivation due to restrained esating
habits.

Utilizing an additiconal control groups Estzman and
HWolchik (1984) studied 30 nonclicical bulimic womern. 22
women who binge ate but did net fit the DSM-TITI  criteria
for bulimizas  and 28 women who did not binge eat. Giroups
were compared  on measuwres of  dietary restraint.  blrge

t

]
W

i

eating. depression, el f--; =T asserticrm, self-
expectaticns and demand for approval. body attitude and sex

role identificaticon. Compared to both the binge eating and

it a

[y

control groupss bulimics reported more distary restra

birnge eating epliscdes. depression, self-sxpectaticons and

need for approvali: and reported lower self-ssteem and body
image. No ditferences were Tound on measwres of asssrtiaon

or sex role orientaticon. Findings from this study are

consistent with Greenberg’s (1984) obssrvations of higher

o

dietary res
k4

raints blrge eating and depression Tor
bulimicss and no asscciation between asserticon and bulimic
symptomatology.

Imn reference to Katzman and Wolchik®™s (1784) findings
regarding s&x role crientaticn, Cantelon et al. (1784&)
issued similar results. They compared groups of 15 bulimic
WCmet s 15 arncrexic womens and 21 contreol Women o indices
of sex-role identity. ideal sex rvole identity., and role

=3

Bl

tisfacticn. Neoe significant differences between groups



wizre found on these measuwres. Of interests however. were
Findings that 1) women in each group reported conflict
conceriiing sex-role identity with most indicating that
ideally they would like to be movre androgynousi and

2) that the eating discrdered women related such

]

tief

[y
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wction to theiv 1llness. In additicons in response
to ome global guestion: "How much conflict oo
dissatisTaction do you sdperience between the gualities and
characteristics which you think you posseses as a woman and
those gqualities and characteristics which vouw think you
deally ocught to possess?" . the bulimic group repoirbed
significantly more conflict or diesatisfacticorn than eilther
the ancrexic or control group (F=5.8%21, df 2:47: p<.003).
Because this global gquestlion ssemed to  tap perceptions
wiiich ths standardized measuwes of sex-role itdentity

employed did not.  the authors suggested that ". .. 1t may

well be that such a complex concept is best assesssed by
global subjective self-assessment" (p. 322).

The findings of Katzman & Wolchik (1784) and Cantelon
et al. (1986) are at odds with previous research reports on
sed—role attitudes. For examples. Allerdisscons Florims and
Rost (1981) and FRost:. Neuhaus and Flovin (1982) fournd that
woemen whe reported binge—-purge epliscdes endorsed
gigrnificantly more traditiconsl sex—vrole attitudes than did

controals. These different findings again may be due to the
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different assessment measuwres and subject samples used in
the studiss.

Studies employing the Mirmnesots Multiphasic
Fersonality Inventory (MMFI) have consistently reported
sCoring patterns  representing  significant depressionrs
aniety and worirys impulesivity and feselings of alienaticon.
Speciftically. Hatsukaml s Oweria Fyle and Mitchell (1982).
Leon et al. {1935) . Morman and Herzog (12830 Fyle et al.
(1981), and Rosss Todt and Rindflesh  (1983) vreported
consistent Tindings of elevations or near 2lsvaticons on the

Depression (Scals 2)s Fsychopathic Deviant {(Scale 4.

Fevchasthenia (Scale 7). and Schizoephrenia  (Scale &)
scales. Furthers reports of depressicns on the Masculine—

it
u

a
o~

Feminmines (Bcale 3) scale have also been notec Eules l.eci

i
f~

For example, Leon =t al. (1985) studied the MMFI
proftiles of 20 clinical bulimics and 10 women who met the
diagnostic criteria for bulimia edcept for having & history
of anorexia nerveosa. Since the subscale scores of these
woemern did not differ. the groups were combined for ansxlyses
of the profiles. The mean MMFI profile showed an slevation
just &t the abrnormal range for the Fsychopathic Deviate
scale (Scale 4) (x=70.8, 8D=2.1): and apprcaching the
abrmormal range on the Fsychasthenia scale (Scale

7)Y (x=467.2s 8D=1D.6) and the Schizophrenia scale (Scale



) (u=467.4: 5D=11.3). The low peoint score for the group was

m

o the Masculinity-Femininity scale (Scale 5)(#=43.2, 5D=

?.1). Further, 90% of the sample had elevaticns on the

il

Depression scale (Scale 2){x=65.8, Bh=11.7).

Bzcause a characteristic group profile is based on

W

group means rather than individual profiles cavtion must be
taken in interpreting such reports: nonetheless, findings
Trom several studlies support & similayr comstellation of

ity factors. leon et al. (17283) commented that thes

T
i
Ul
&
5
HU
b

1

1

general MMRFI configuration found im thelr study sugoests a

i

perscn with straon

[fu}

feelings of andiety, feeling alisnated
from cothers., and who is preccoupiled about her difficulties.

In addition, the configuwration is neted to have been

+

as ch

11}

described by Drake & Ostting (193% racterizing &
groeup of individuals with significant problems in impulse

comntrol and & history of interpersonal conflict. Fimally

s

beth Leon et al. (1285) and Norman and Herzog (1983) have
commented the combinaticon of relatively low Masculine-—
Feminine scale (Scale 3) scores and high Feychopathic
Deviate scale (Scale 4) scores often fouwnd om bulimic
profiles. They note that Lachner (1974) and MNewmark (1279)
have asscociated this combimation with an cveremphasis on
the sterectyped female roles an excessive concern about
appearance,., high need for affection. belng easily hurt ind

interpersonal relationshipss:s and & history of sexual
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dissatisfaction or dystTunction.

Fesearch filndings have been issued that both  support
and contradict thess MMFI reports. Most studies report
higher levels of depression and anxiety for brlimic  women

it comparison to control groups. However. as noted

earlisr. conflicting resulte have been lssusd concerning
assessmEnt of sex—vole orisntaticn and interpersonal

difficultiss. Findinos rvelated to greatsr lmpulsivity

=
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For exzample. authors have commented that fregquent
stealing (Lson et &l.. 19855 Pyle &t al., 19815 Russsll.
197%): alcohol uvee (Leon et a&l.s 19833 Fyle &t al.. 1281).
drug use {(Leocn et al.. 17835 Russells 1272, and spending
sprees (Cooper et al.. 1982) have been cobserved for bulimic
samples. Authors such as Framouw and Heyneman (1783) have
offered that the problem of maintaining control in these
areas suggest a preblem with impulse contrel that is not
gspecific to just eating beshavicor. However. in other
repoirtss Katzman and Welchik (1984) found neo difference
between bulimic and control groups in terms of alcohol and
cigarette use, and Jobnson et al. (1982) reported that in a
sample of 216 bulimics there was infrequent use of alcohol.
dirugs and cigarettes.

Im summairys. resesrch on personality and beshavioral

charactericstics offers evidence that bulimic individuals
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and nenbulimic individuals differ on several dimensions.
For some of the studies cited. generalizing the results to
bulimics is made difficult because rigorous definiticons of
bulimia or matched control groups were not employved.

lese l1ssued several consishtent

o

~ the stu

ii

Howsver . togeth
fFindings. PBoth clinmical and mnonclinical bulimics were

consistently Fouwnd to veport moere frequent bings  eating
and  purgling behaviors, greater dietary restraint  and
dieting concerns, greater depression and anxietys greater

(=Y

ok
i
o
e
(d

external leoous  of  control. higher self-eupect.
greater need fTor approval. and lower self-estesm.
Whereas most of the reseasrch in this area to date has

utilized self-report and correlational measurss, causal

Hi

associations betwsen such personality and behavioral
characteristics and bulimia may not be assumed. Howsver.
such research: in combimation with clinical cobservations.
has proved most helpful in devising medele of bulimia upon
which promieing treatment interventicons have been based.
In the discussion to follow the major thecories and models
of bulimia will be presented and additionsl resezrch in

suppcocrt of these models will be reviewead.



1~
I
il
]
i)
<
m
P
[l
in
E]
o
5
o
[a]
=4
o
o)
—
-
E]
=
i1]
i

Sccial. psychological {(cognitive and affective) and
biclogical factors have all been proposed to play & role in
the develcocpment of bulimia. The puwrsuit of thinness has
most often been ldentified as central to the development of

the disorder (e.g.s Bruchs 19745 Rosen & Leltenberg. 19823

Russ=ll: 197%:% Schwartz, Thompscon & Johnsorn,s 158248 Woolsy &
Wooley., 1981). However, different researchers have
emphacsized cother factors as also b=ing crucial inm various
stages of desvelopment of the discrder. In this sectiong

the major theoretical perspectives on both the sticlogy and
maintenance of bulimia will be presented and empirical
support  fTor different models will be discussed. In order

to provide a conceptual Tramswork fTor understanding much of

the resesrch  to be pressnteds & brief discussion of &
cogritive-behavioral perspective of bulimia will e

Cogrmitive-behaviocral theories-

A= will be discuseed, both sccial-behavioral and
biclogical-behavicral thecries of bulimia provide insight
into the eticlogy of the discorder and of epecific symptoms
such as binge eating and purging. Howevers such thecories
alone do not account for other specific featuwres of the
conditicn such as #wtreme dietings abrnormal &bttitudes

toward food and eatings. and sernsitivity to changes . in



weilght arnd shape. Whereas the cogrnitive-behavioral
perspective alone doss noet account for the development of
the discorders 1t does provide a conceptusl frameswork for

uwnderstanding these cther specitic features along with how

the bulimic discrder is maintained.
Cognitive-behaviaoral conceptualizations consider an

individual®s dysfuncticrnal attitudes toward theilv  wesight

()
-
i

and  shape to be an lmportant factor in the eticlogy
bulimia, and central to the maintenance of the disorder. A
')

mocel based iy} this perspesctive assumeEs that &1

individual s attitudes. beliefs. and values can &1l ]

i

VL

o

significant implicaticns for her emcticonal reacticons  and
behavioral responses.

Attitudes, beliefs and values may be thought of as

implicit, often unarticulated rules by which one assigns
meaming and worth toe one’s edperience. Briefly, an

attitude csigrnifies one’s state of mind or fesling abort a
matter & belief signifies confideEnce or  trust that
something i1s true:. and & value =signifies a standards
primciple or quality considered to be very desirable or

worthwhile. Together:s these rules detsrmine the way people

perceive and organize their edperiences. the behaviors they
engage ins and the way they evaluate themselves and  theilr

behavior. Further individuals may noet necessarily be

aware of certain attitudes. beliefs and values as theese can



be conceptually represented by images o feelings in
addition to being verbally articulated thoughts.
As has been discusseds clinical reports indicate that
trong attitudes concerming the importance of thinness and
gsglf-contiral are prominent for bulimic individuals
presenting to treatment. A&lthough attitudes concerning

welght consclousness tend to be widely held in ocur culture

such attitudes are dysfunctional when they are viglds
extrems and imbued with great personal significance. 6As
Boeskind-lodahl (19768). Falrburms Cooper and Cooper (1986)

and mary others have cbhssrveds: bulimic women tend to
evaluate their self-worth in terms of thesir welght and

shape. Fatness is generally viewsd very negatively and

tends to be associated with being unhappy. & Tallure and
cut of control of one’s life. Conmverselys thinness 1is

generally viewed very poesitively and tends to be sssociated
with being happy. successful and in contrel of one’s life.
Mary cognitive-behavicral theorists have suggested

that the absclute and exaggerated nature of such beliefs

indicates certain dysfuncticonal styles of TEASOTLTNG .
similar to  those described as cccurring in depression
{e.g.s Beck. Rush., BShaw & Emeiry. 1978). These include
dichetomous thinking., overgerneralization. magnifications
and errors of attribution. These styles of reasoning  are

reflected in instances csuch as & bulimic individual’®s
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categorization of foods as "fattening"”" or "non-fattening”s
in her view that bresking a dieting rule means she has
cempletely lost her self-contrel over eatings: in her
feelings that gaining & pouwnd is catastrophici and in her
belie? that success or failwe is determinsed largely by
phvsical appearance.

Applyving  these dysfunctional styles of reasconing  to
the syndrome of bulimia. specific symptomatelogy becomes

easlier to understand. The bulimic irndividusl maintainms &

1

strong belief that 1t is necessary to keep in conbrol  of
her eating and welght in order to aftaic/maintsin thirmnness.
The guilt and depression observed in  the syndrome are
creatzd by her percepticn of failing to exert control  over
her eating and weight. A& pericd of fasting. etirict
dieting. or voemiting after & binge eplscde is & effort to
reverse this fTallure by compensating for the large caloric
intake. Durinmg this pericds very high wnreslistic dieting
standards are imposed such as eating only one mexl & day or
rnot eating any "fatterning” feods. A bulimic ls always just
orne  bite away from fallure. ard with no rules to guide
moederation in eating or weight control. from the perceptionv
of lose of controls the abandonment of dieting rules. and
ancther binge eating episcde.
The role of cognitive fTactore in bulimia are openly

referred to by sccial-behavioral and biclogical-behavioral
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theories of bulimias: in fact these theories borrow heavily
from each other and are more complimentary than
contradictory. The major difference in the theoretical
moedels ie  the weight or degree of importance given to
sociasl, cogrnitives and biclogical factors in the
development of the bulimic disorder.
Sccial-behavioral theories-

Several researchers have viewed the development of
bulimia from a sccial-bshavicoral perspective. This modsl

assumzs that the higher incidence of bulimia for women as

cpposed to men is due to a higher percentage of  womsn

being dissatisfied with their weilght and conseguently

dieting to become thimner. Restrained eating or disting is
assumed to lead to & state of real or perceilved
deprivation that i1rnevitably results in & breskdown  in
restraint and to bouts of binge eating. Im continuing
efforts to control weights: an  individuaxl may further
restrict their intake of food and/or adopt purgative
methods (=.q.s self-induced wvomiting) to  counter  the
effects of these binge eating episcdes.

One of the first to develop & sccial-behavicral theory
of the develcpment of bulimia was Boskind-lLodahl (1976).
Her theory svolved from the study of 36 bulimic women in
treatment at a university mental health clinic. These

women were observed to place an inordinate amount  of



emphasis on welght and tended to equate a "perfect"” model
thin body with & successful, problem—free life. Boskind-

Lodahl  identified & rigid striving to achieve the feminine
sterectype as causal in bulimlia.

According to Boskind-Lodahls the binge-purge behavior
that many bulimics exhibit begins as a means of reducing
tension asscciated with dieting while at the same time

controlling welight. PBinge-purges practices represent a

ternacious habit and are seen as learned behaviors
reinforced by  anmisty reduction. The behavicrs may

geEneralize to & method of reducing tension assoclated with
ather salient l1ssuss., such as cancerns about achievenenta

sticns Tor

sexuality and interpersonal relaticnships. Sugge
treatment 1nclude development of realistic body awareness
and excercises desigrned to guestion cultural emphases on
thirmess (Boskind-Lodahl, 12765 Boskind-Lodahl & White,
12783 White & Boskind-Leodahl. 1981).

Pursuit of thimess- Empilvrical support for certain
assumpticns of the sccicbehavicral model comes from studies
with adeolescents that have found that a much higher
percentage of young women than men desire to be thimnmer.
For esamples Dwyers Feldman, Seltzer and Mayer (126%)
repor ted that im  interviews with male arid female

adolescents 80% of voung women in theilr senior  year of

highschools but less than 20% of thelr male peers. wanted
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to lose welight. Further, 304 of these vouwng womens but
crily 6% of the young men were dieting at the times of the
SUTrVEY .

Similarly. in & study of Swedish adolescents. Mylander
(19271) found that i1nm contrast to the yvoung men studied the
majority of young women reported feeling dissatisfied with
theilr welght: and this dissatisfzsction was seen to incrsase

with age such that 50% of thes li-year—olds and 704% of the

18—-vyear—oclds indicated that they "felt Tat". These
findings were agaln replicated i1n an analysis of  the
Maticnal Hezalth Survey data on adolescent weight
{Dornbuschas 1783) and the desive to be thimnner  was

determined to be particularly evident for yourng women 1
the upper-sccloeconomic groups. Since the majority of
voung  woemen suwrveved were not overweights  the  trend  of
becoming increasingly dissatisfied with weight in older
adolescence may reflect a negative view of the increased
body fat  that is a natural part of sexual maturation for
women (Dornbuschs 1283) . Several researchers have
proposed that: in wanting to be thivnmers young women may be
responding  to changing cultural expectations for women to
be more weight consciocus (e.g.s Boskind-Lodakl, 12786).
This rnetion has been supported by studies invelving
systematic examinaticon of the bodies of women promoted  in

the popular press. For example, Garner, Garfinkels
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Schwartz and Thompson (1980) cellected data from Flayboy
magazine. Miss America pagents. and popular women’s
magazines over the last twenty vears and found that the

average welght aof both Flavbey centerfolds and Miss

fmerica contestant

]

{corrected for age and height) has

significantly decreased since 12460, Further. the

]

centerfold™s bust measuremsnts have become smaller. walsts
largera and hips emaller suggesting &  trend towaird
appreciation of & more androgyrnous filigure.

This preference Tor a more androgynous body stvle
{characterized by a smaller bust and hips relative to walst
measurement) was replicated in Agras arnd Kirkley®s (19868)
aasésngHt of womern®s plctures in three popular women’™s
Harper®s Bazaar) since 17190, The only excepticon in this
trernd was the straight sillouette promoted in the 19207%s:
which the authors suggest was more apt to be achieved by
fashiomn methods (such a&s binding the breasts and tailoring
dress styles) than through dieting.

Agras and Kirkley (198646) also sampled the contents of
these magazines for articles on dieting and found that
whereas not & single diet article was printed in the
1780°ss articles began to appear at a rate of approximately
0.1 per issue during the 19230°%°s and 1240°s. incressed to

freguencies of 0.5 per issue in the 19307°s and 12607,
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dipped slightly to a fregquency of 9.4 per issue in the
1970%s  and increased again to an average of 1.29 per issue

betwsen 1280 and 1784. The authors concluded that whereas

in previcus decades tn

m

desired body shape tended to  be
achieved through fashion without dependence on dieting.s
since the 1960%s the push for & more androgynous body style

has been accompanied by an increasing emphasis on welight

Development of binge eating behavicor— While most
researchers  support the noticon that & puwrsuit of thimness
ie central inm the development of the bulimic disorder. most
&lso emphasize that certain other fTactors must be present
in erder for soms SQmptmme to develop.

For example, Hawkins and Clement (1984) proposed that
in erder for binge eating to develop certain "pathogenic
predispositions” must exist, which may be biclogical or
cognitive {(e.g.s an elevated set point for body fat whereby
& woman s appetite is regulatsd to & higher body weight. or
a distorted body image whereby a woman inaccurately
percelives herself as larger or heavier than is scocially
acceptable). The authors have suggested that together
with sccietal pressures to be thin these "pathogenic

predispoesitions” result in a personality pattern at high

i

A

rigk for bulimia: which i1ncludes viewing dieting &s & high

pricrity: being precccupied with food and having an intense
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fear of losing controel over eating: being compulsively
rigid f{e=.g.. in appreoaches to dieting). having low self-
gsteem and tending to be depressed {(Hawkins and Clement.
1984) .

Although & pericd of disting usually precesds  the
crnset of bulimic episcdes:s there 1s little direct evidence
linking dieting and eplscdes of bulimia. Howsver ., support
for the existence of & cogrnitive link between dieting  and
Bings eating has come from & number of laboratory studies.
The sarliest systematic studiss of diet—-induced binge
eating involved the controlled cbhbeservation of male
voelunteers whose food intake was severely restricted until

they reached 74% of their normal body weight (Framklin.

ii

Schiele: Brozek % Feys., 1248). Most of these men bscame

i

depressed. irritable, lsthargic. and obsessed with thoughts
of food and eating. ATter being refed to piricr welght
levels, the majority of subjects began to binges. eating
as much as they could hold despite the fact that they knew
that food was now available to them in unlimited amounts.
Comparable results have been cited by Wardle (1280).
Interpretation of such binge =sting behavior has
invalved theories of bicleogical "set peint" (2.g.» Bemnebtt
and Gurins 1982) whereby the human body is theorized to be
regulated not to drep below & certain critical peolint of

caloric intake or body weight. When food restrictions
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coccur the body reacts adaptively by promoting increacsed

appetite and/cr lowering the body’™s basal metabolic rate

tFolivy and Herman. 198303 possibly in response to &
decrease in insulin (Folivy. Hermans Jazwinskl and
Olmestead. 1984).

Further. a number of  laboratory studies provide

support  for the assumption that self-impesed disting, or

restrained sating. is relsated to overssting. Thizs work has

shown  that uwnder  laboratory conditicns "disters® eat
significantly M & than "non-dieters"  Following the

coensumpticon of Tood they believe to be high 10 calories.
For examples Follivy (17768) asked subjects to participate in
a tastes test after eating a ‘prelocad’ of food.. One half of
her male and female subjects were given a high calorie
preload and the cother half were given an equivalent tasting
low—calorie preload. Furthers, within each conditicrn. half
aof the subjects were told the preloead was high in calories
while the other half was told it was low in calories.

A physicloegical response to the amcunt of calories in

i

the preload was cobserved such that 1if the restrs

i

ined saters

received a preload high in calories. they ate approximately
20% more duiring the subsequent taste test tham uwrrestrained
eaterss no matter what they believed the calorie content to
be. However. an even greater response to the cognitive

mamipulation was observed as the restralned eaters who were



told they had eatern a high calorie prelead ate 61% more
tharn those who were told the preload was low in calovies,
o matter what the actual calorie content. BMNoe significant

difference was found betwesn males and females.

Researchers such a&s Herman and Mack (19275 and FPoliwvy
and Hermarn (1985) have suggested that since restrained
gaters {(dietere) had been forced to break their dieting
rules or caloric limits with what they believed to ke =a

qigh calorie preload, they were left for the moment without

reason or rules  to gride continuwed restralnts o thelr
eating. When this "disichibiticon" of the cogrnitive rules
applied to dieting occurireds cvereating ensued.

Differsnces 1in eating behavior are proposed to be best

understood  in terms of individuals® reliance on stringent

o

cegnitive controls in dieting (e.g.s net  eating  any
"fattening" foods such as desserts). coupled with factors
which disinhibit such cognitive controlss:s such as  andiety
(Hermarn & Folivyas 1973).

Bulimia has been characterized by these and cother
authore a= an extreme example of the louss of controls or
disirmhibition. experienced by restrained eaters. It is
feelings of loess of control (not the amcunt or type of food
consumed during bings episcdes) that has been proposed  to
be the central dimensicn which distinguishes bulimia from

simple overeating (Fairburnm, 19813 Faivburn & Cocoper. 19823
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Fremouw & Heymarn. 19833 Falmer, 127235 Fyle et &l.. 1981).
This notion is supported by reports of a wide range in the
caloric content of what bulimics consider to be a binge.
Further: althcough the type of foocds mest often consumad
durirng binge sating seem to be foods such as snacks and

desserts (Rosen et &l.. 1984%), 1t may be that bulimics

strongly ass

[}

wclate eating these fToods with lesing cormtrol
aver their eating.

An eTTect similar to the “disinhibition effect® seen
in these studies has been reported by Marlatt (1977) as
coccwrring with drug addicticons. Labeslled the “abstinsnce
viclaticon effect”™ (AVE), addicts are slsc ssen to set high
and absclute goxls. such.as complete abstinence. When this
dichotomous standard is viclated, there are no rules to
guide moderaticn in useg of the substance. Individusls
percelive they’ve falled in controlling their bebhavior, no
longer have self-contirol over using the substancss and
relapse ensues. Wooley and Wooley (1981) have viewed binge
eating as & Torm of substance abuse where individuals
regulate tension through excessive intake of food. They
vigw bulimia as similar to other addictive behavicors in
which an individual develops a tolerances such as indulging
in increasingly greater amounts of food, and experiences a
deterioration of lifestyle and persconal relatilonships to

provide the time and money required by the habit.
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OQnset of vomiting oo purgative abuse- It will be recalled
that Fairbuwrn and Cooper (1%82) found that the onset of
self-induced vomiting began almost one year after the onset
of binge eating. They fownd that whern bulimic individusals
began vomiting they were an average of 12.3 vears olds and
834 were attempting to lose weight. Mest (52.7 %) reported

that vomiting was their cwn ideas. but B&.6 % first got the

H
o)

ideas from the medi

1

and 17.4 percent from other people.
These findings and those from other reports of clinical and
noreclimical bulimics suggest that self-induced vomiting and
lavative abuse begine as a means of weight control in
cournteracting the effects of bilnge eating.

Eased om clinical experisnce with six bulimics. Wooley

and Wooley (1981) hypothesized that some yowng women with

3

Fiistoriss of welght concerns discover voamiting a&s a EAans

~

of weight controel and a way to reduce the ankiety causesd b

~

eaxting. Without the negative effects of overeating. those

that tend to overest as a way of regulating tension are apt

b
il

to contivue or increase their uwuse of food such that

eplsodes of secret eating may even be plarmned. For some
WCmen the entire seguence bescomss  identified as a
generalized meEans of reducing anxisty.

Similarlys FRussell (1979) stated that physiclogical
and psychological mechaniems wndoubtedly interact im the

development of the binge-purge cycle. His observations on
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the cases of 30 women meeting his criteria for bulimia
rnervosa (24 of these women had & history of anorexdia
nervesal)s led him to hypothesize that some form of
peychological discrder leads & bulimic woman to reject her
*healthy® weight and decide to try to become thinner.
Vomiting and/or laxative uses. adopted out of a fesr of
welight gains. keeps thL‘woman at a subcoptimal weight which
produces & number of physiclogical complications including
hypothalamic distwrbances. It i this hypothalamic
disturbance that ise theorized to tvrigger bouts of binge

eating.

A alternative view 1s provided by Rosen and
Leitenberg (1%782) and Leltenberas, Gross. Fetersons and

Rosen (17984) who suggest that vomiting becomes the central

driving force in bulimia regardless of eticlagy. Based on
clinmlical edperience with five bulimics. Fosen a&ind

Leiternberg (17982) suggested that binge eating and self-
induced wvomiting are linked in & vicious cycle by anxiety.
Whern vomiting is discovered as a means of weight control.
anxiety and fears of weight gsin no longer inhibit
cvereating and binging is likely to continue or worsen.
Vemitimg for the bulimic is viewed &= having the same
anyiety reducing function &s behaviors such as compulsive

hand washing and checking ritusle in cbsessive-compulsive
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neurcses. Leitermberg et al. (1984) have developesd a

treatment model based on the assumpticn that for people who
fear galning weilght. binge eating might not ccocur i the
person could noet vomit afterwards. In thelr "response-—
oreventicon"” treatment the bulimic client is encouwraged to
binge ezt in the laboratory and to remain with  the

therapist until the desire to puwge dissipates. Their

H]

reports lndicate that clients” anxiety level and urge to

fi

vomit increases as eating progressss but grachuslly declines

atter eating 17 vomiting is prevented. Although treatment
based on this model has met with some successy the model
focuses exclusively on the eating behavicor and is
restricted to womsn who purge following binge eating.

A common theme in each of the theoretical models of
the develcpment of vomiting and purging behavicor is that
the reducticn of anxiety becomes an important factor in the

maintenance of these behavicrs. Fosen and Leltenberg

Ul

further propose that vomiting plays & key vrole in

maintsxining the bulimic syndrome by reinforcing binge
eating through anxiety reducticon. Im contrast, a model
bzeed strictly on the restrained easting hypothesis would
suggest the & primary role of @ wvamiting in maintaining
bulimia lies in the returm of the individual to & state of

hunger and deprivations which contributes to further binge

eating. It would seem probable that both pesychological and



physiclogical Tactors play a rale.
Biclogical-behavicral theories—

Bulimia ag an affective discrder— The major
biclogical-behavioral theory regarding the eticlogy of
bulimisa views the discorder as & «El_tcj form of affective

disorder. There 1= evidence that bulimic individuals.,

especially those presenting to treatment experience & high

degres of depressicon or dysphoria (2.9.0. Fyle et al..
1981). Honmever o a causal link between bulimiza  and

affective dicsorder remains wnclear and much of the research
findings in this area are equivocable.
L.

Four lines of evidence have besen used to suppert the

notion of & biclogical basis of bulimix. First. & high

U

incidence of major affective discorder has been reported

17

ameng the first-degres relastives of bulimic individusls.
For example. Hudsons FPopes Jornas and Yurgelun—-Todd (1283)
conducted extensive assessments of the families of eating
discrdered patients and patients meeting the DSM-III
diagrnostic criteria for three cther psychiatric disorders.
The eating discrdered group consisted of S5 women with

bulimias 14 women with anorexia nervosas:s and 20 women with

a history of bkoth disorders. The comparison groups
consisted cof 33 women with bipclar disordeirs 37 with

schizophreniss . and 13 with & diagrnesis of borderline

personality discrder.



Detailed pevchiatric informaticon was obtained on the
first-degree relatives of these individuals through
interviews with the women themselves aird whenever
possible. with their family members. Among the 251 first-
degree relatives of the 83 bulimic womens 41 (1&%)  were
fournd teo have had s major affective disorder. Furthers:s the
rate of family incidence for the bBulimic and bipolar
discrdery  groups did noet difier. while these vates were

greater than those for the schizophrenia and borderlice

i
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i
o
—
et
b
<L
Ny

DET disordsr groups. Fope =t al. {1%83) suggested
thats although environmental factors could not be  ruled

cut, & likely explanaticn for these findings was & grester

8]

enetic predispesition for affective discorder among bulimic

individuals. These findings have vet to be replicated.

i

The second line of research comes Trom clinical

cbservations of depression and dysphoris among bulimics.

-
it

For example. Fairbwn and Cooper (1284) reported that the
severity of depressicon among bulimice they studied was on &
par with major depressive discrder. In additicrn. Fyle et
&l. (1%83) cbssrved that bulimic individuals:, who display
the more severe symptomatology of freguent binge—purgings
are more likely to seek treatment for depressicon than are
tulimics whose symptomatoldgy 1s less severe. Fyle et al.
(1983) neted that althowgh the severity of symptoms might

precipitate seeking treatment, it 1s alsc possible that



depressive symptoms are related to the development of the
more severe symptomstology sesn in the disordse.
Furthers Johnson and Larsen (1980) suggested that

bulimia may develop in an attempt to modulate mood states.

5

They used a ime sampling techrnique in having bwlimic

womens  who reported fregquent bilrnge-purging. self-monitor

their mood and bahavior. They fownd that relative to
comparison controls, the bulimic sub jects reported

significantly more dysphoria and widely fluctuating mood

de
G

U]

ites. Im additicons bulimics reported gensrally fesling

L‘;’

sadder . lonelier, weakers more 1rritables passive  and
constralned than did corntrols. Such feelings were more
internse  just prior to and during binge eating episcdes.

Following purglings bulimics reported decreased anger a&nd

o

increased feelings of control adegquacy and alertnesss  but
contimed to fesl more dysphoric than was uwsual for  them.

The findings of thi

WY

research must be viewed cauticusly.
howevers &as only 8 of the 11 bulimic subjects studied were
Birngeing o puwirging at the times they were electronmically

sigrnalled to self-monitors and noe one woman provided both

pre and post binge informabtlon. Thuss these are composite
results based on a small sample. However, these findings

do  support earlisr research in terms of precipitants to
birnge eating being negative feelings or being upset {(e.g..

Lore and Orleanss 1781) and that binge eating and voamiting



provides at least

n

cme relief of tension (e.g.. Abraham &
Beaumont, 17282).

Third. there have been several reports that bulimic
individuals respond te antidepressant  drug treatments

{2.g., Fope & Hudson. 1982% Fopes Hudson & Jonass. 159838

Walsha 198270 koth i termse of depressed mood  ard the

behavicoral symptomatoleogy of bingsilng and  porging. Feor
example: Fope et al. (1283) conducted a placebo-controlled.
double-blind study wvsing ths antideprsssant imipramice.
After =i1x wesks of treatment the growp gilven imipramine

gported a2 70% decrescse in bings =2ating while there was o

reduction for the placebe group. Such findings have led to
the theory  that & meood disturbance may be of  primacy
significance in bulimia. However,s conflicting findings on
the effectivensss of antidepressant trestments have been
fouwnd in other controlled studies (Fopes Hudsons Jonas &
Yorgelun—-Todd: 192835 Sabine, Yonaces, Farrington. Barratt &
Wakelings. 1783).

Im additicn:. Claman and Weilss (198%5) issued an
interesting finding in the ABABR design imipramine treatment
of & bulimic woman. The treatment evidently led to &
reduction of bulimic symptoms because the woman experienced
suppression of her gag reflex sensitivity which prevented
vamiting. Because she worried about gaining weight from

binge eating if she could not vomit. her freguency of binge



gating significantly decressed over a pericd of 8 days from
an average of three to fouwr episcdes of bingeing per day to
once or twice per week. Further, this was followed by a

gradual decrease 1n precccupaticon with food. After two

moniths  medication was stopped and within days her  gag
refler sensitivity and symptomatology returned. The voung
vicmain  attributed the retuwrn of her symptoms to the return
of  her gag reflex sensitivity making wvomiting possible
agair. Ornce medication was started again  three wesks

later, vemiting stopped and binge eating eventually reduced

to once per weshk. The authors noted that it was not cleasr
whether inhibition of the gag reflex was due ta

anticholenergic, adrenergicp' or  other properties of  the
drug  imipramine. They suggested. howevers that the
commorily  held notion that the effect of this  and  other
antidepressant dirugs in the treatment of bulimia is due to
& specific antidepressant effect may be i erTor.
Replicated findings have not yet been reported.

Fourths it has besn reported that approximately 50% of
bulimic individuals examined have bzen found to have
abrnormal desamethason suppression test (DST) results
{Gwirtsmarns Roy—-Byrne. Yager & Gerner, 19835 Hudson. Fopes
Jonas & Yurgelin-Todd, 1983). Such tests have been
thecrized to be a specific marker for major depressive

disorder with melancholia (Carvoll. 1982). This incidence.



4}
n

was approximately the same for patients with major
depression (S52%) but was found to be higher than the 4%
average of 3% found for patients with other psychiatiric
discorders (Carrclls 1981). Howevers the interpretation of

the DST findings is complicated by recent evidence that the

test is both less specific than previcusly thought {(Coppen

et al.s 1783) and may be highly sensitive to weight loss,
which would lesd to guesticonable results when used with
eating discrder populations (Bergsr et &l 19833
Edelstein: Roy-Byrne, Fawszy & Dornfield. F33:  Elimne &

RBesber. 1783).
Im reviewing evidence of bulimia as & related form of
affective discorders Falrburn, Coopesr and Cooper (1986 have

summaiized that it is not clear wheter mood disturb

nCes

0

seen  1n bulimia is of primery significances whether 1t is
an effect of the eating discorders or whether it may be an
independent but co-—exlsting phencmencn.

a metabolic disturbance- A second

bicleogical-behavicral thecory regarding the eticleogy of
bulimia views the discrder as & distwbance in a metabolic
fesedback machanism which leads some individusls to crave
carbohydrates {(Wurtman and Wartmanms 127923 1984) . Evidence
for this thesory has come primarily from animal studies.
This research indicates that dietary manipulaticons can

influence the entry of tryptophan inte the brain and effect



seratonin (SHT) svynthesis (Fermnstrom and Wurtmanm. 19713
1272) s suggesting that changes in brain seratonin might
serve to inTluence an animal’s cheoice of subsequent food

intake. Furthsr, drugs which are thought to enhance brain

seratonin transmission h

1]

ve been demonstrated to diminish

10

[

subssquent carbohydrate consumption relative to

protein consumption (Wurtmanm and Wartmans 1979) . kartman

(1933) has wroposed & theory  that carbohydrate-pooir.
7

protein rvich dietss which tend to be common among extreme

digters. may lead to diminished brain seratonin evrnthesis

and &y LT e

fu
[

e disters” subseqguent Ciavings for
carbohvdrates.

Support  for  this  theory comes from a study with &
small number of cbese individuals whoe reported  frequent
cravings Ffor carbohvdrates (Wartman et 21.. 17815, The
authors gave subjects low doses of Fenfluramicre. which
ernhances brain seratonin tramnsmission. and fouwnd theat these
sub jects did reduce their intake of carbohydirates.
Howsver . the theory of & metabolic disturbance affecting
appetite in bulimia remalins speculative and more research

is needed.
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Fesearch on the coping strategies of bulimics has
increased in recent years in part due to the encouwraging

results of tireastment programs for bulimia which addres

[H]

this lssue {(e.0.2 Wolchik: Welss & Katzman. 19846). Most of
the resgarch has focused o the relaticnship between stress
and binge eating behavior which is promicoent 10 bulimia but
which may also cccur in the absence of the full  syndrome.
It will be recalled that Hawkins and Clement (1584) and
Mizs=s (1983) have suggested that binge sating may be used
by womsn with limited coping strategies as & way to  cope
with stress. Support Tor  this hypothesis comes  from
climcal cobservaticns (Coffmama 19345 Fairburm. 19825 Lacy.
1782)s women recalling events which precipitated binge
eating episcdes (Johnson et al..  17823%  FEatzman & Wolchibs
17843 Lecn et al., 1983) and selft-monitoring reports of the
antecedents of binge episcdes (Fremouw & Heyrneman. 1784).
flthough engaging in binge eating to reduce tension
may indeed be one way that bulimic individusals vespond to

stresss little is known about the stress experienced by

bulimics., or about additicnal coping strategies  they
employ. Movr 1s much bnown about the effectiveness of such

strategies and whether the stress experienced by bulimics
or  thelr coping strategies differentiates them from other

psychiatric populations or nonpsychiatric populations.



Few controlled experimental studies have investigsated

the coping stvles of eating disordered populaticons.

Hawkins and Clement (1989) actually based their model of

bulimia on  observaticons of & sample of 340 femnale
undergraduates whio resor tad & Tange of bBulimic
symptomatelogy. It is mot clears dus to limitabticns of

the written measurss emploveds how many of  the woemen

asneETe

[

ed were bulimic or engaged in binge eating. Tha
authore® interest was in examinling the relaticonship bhetwesen
bulimic tendencles and certalin other factors. They
administered written measures of coping styles. negstive
life events.:. eating attitudes. and weight fluctuations.
Findings indicated that high scores on the restrictive diet
subscale of arn  2ating attitude questionmaire were
positively correlated with the wse of problem scolving  and
sociaxl support seeking coping stirategies. Im contrast,
high scores on the leoss of controls or bulimic tendencies
subscales were positively correlated with the use of
passives irmmer directed coping strategies.

Recentlys support for Hawhkins and Clement’s findings
that eating behavicor is related to coping styvles has come
from exp=rimental research that has employed bulimic

P
samples. In studies by Shatford and Evans (1984)

m

nonclinical bulimics were compared with controls in terms

of sources of life stress (environmental stresse and
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depression). mediators of stress {(coping stvles) and

manifestations of stress (psychologicsl status and
bulimia). The zauthors® interest was in validating a model

of bulimia as a manifestaticon of the stress process.
Subjects were undergradusts women whoe mst one of  thres
inclusion criteria designed to assure stratification of the
sample on symptom severlity in concerns about eating. These
inclusion oriteria were: 1) femaless concerned about their

eating behavicrs: 2) females binge eatersei  and 3 fTemales.

]

In twe s=eqguential studies conducteds 34 ocut of 144  wom

T
i
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(232.6%) and 19 cut of 150 women (12.7%) met the DEM-TI1I

diagrncstic oritesria for bulimis. Mo gpecific information
regarding symptom severity or welght WRE reported.

The coping stvyles assessed were three methods of

coping  and  two focuses of coping which Billings and Moos

{1731) found  individuals engaged in in response to
stressful events. The methods of coping were: 1) active-—

cognitive coping (attempts to mansge one’s appraisal of the
stressfulness of the event)i 2) active-behavicocral coping
(overt behavioral attempts to deal directly with the
problems and its effects)i 3) aveidasnce coping (attempts to
avoid actively confronmting the problem). The focuses of
ceping were: problem—focused coping (attempts to deal with

the source of stress throwgh behavior) and emceticn—focused

coping (involving cognitive efforts to neutralize the



encticnal consequences of stress).

Overall,. the findings of Shatford and Evans (1988)
indicated that, for all subjects, environmental stressors
(life events and daily haseles) and depressicon (depression
and dysefunctional attitudes) were related to psychological
status. as defined by low self-estesms lack of
assertivenszss, external locus of controls and a2 general
index of mental health. Im additions individuals who
reported higher incidence of envivonmerntal strese and who
used less active copling styies (emotion—fococused and
avoildance coping responses) were more likely to be bulimic.
Similarly. individuals who scovred higher on measures of
depresslon and who employed less active coping stvyles were
more likely to be bulimic. Other indications from their
path analysis of the data were that depressicon was a source
of stress rather than & manifestation of stressi and
secondlys that it is the way that stressors are percelved,
rather than the severity of the stressor per ses. that leads
to employment of habitual coping strategies.

The authors noted that thelr findings sgresed with the
research of Fearlin: Menaghan. Lieberman and Mullan (1281)
wheo  suggested that life events and dally hassles are

<

primary scurces of stress  and that coping styles are
important mediators of stress. Shatford and Evans made

specific recommendaticons for treatment of bulimia based on
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their findings: that cognitive therapy be used to addiress
issues of depression. and problem solving (active coping
styles) training be used to remediate reliance Cit
ineffective coping styles. The aim of such interventicons
would be to allow bulimics te respond to stiress  In a

productive marner.

Somawhat conflicting findings were reported by Eatzman

T
it

(1924) who evaluated bulimic individuals® use of coping

o<
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gz and their effectliveness. Subjects were 103 college

women of normal weilght.  Twenty—-five bulimic women  whco met

the DSEM-III diagrnostic criteria for bulimia and W
reported  frequent binge-puwrge behaviorss twenty binge
eating wWomsr, twenty—five depresssed women. and  thicty-

three controls. These women were administered standardized
measures of restralined eatings binge eating. depressiars

coping strate

]
i}

ies and eating & coping. In additicor,

subjects ans

-

wered  open—ended questions  about &) their
histoary and interest in treatment for psychological
problems. b)) the most stressful situaticon they had
encountered in the past months and c) how they dealt with
that situation.

The results onm measures of personality and esting
behavior indicated that bulimic women exhibited more
frequernt bilnge eating and greater dieting corncerns that

womeinn in the binge eaters depressed or control groups.



These findings are consistent with those reported in

pild

previocus resesarch by Katzman and Wolchibk (1984). Further,
bulimic women exhibited a moderate level of climical
depression and were significantly more depressed than bings
eaters and controls. These findings are conslstent with
previcus findings reported by Katzman and Wolchik (1984,
lecn et al. (1785): Fyle et al. (1?2381} and Weiss and Ebert
(1983). Furthers both bulimic and depressed subjects ware
Tound to view academic and social vigrnettes as more
stressful  than women  in the bilrnge esting and conbrol
groups.  This finding supports Hawkins and Clements® theory
that bulimics may manifest dysfuncticons appralsal  of
stressful situations as more negative than monbulimics do.
The coping strategles assessed were: problem

solving/cognitive restructurings zmobional

i

edpression/social support. emotlonal contaxinment/passivity.

avoidance denial (cognitive avoidance)/genera activity
{behavioral avoidance). religious supports blame. and

eating as coping.

Bulimic women did not differ from women in the bilnge
eating or depressed groups on thelr use of the following
coping strategies: emoticnal expression/soccizxl supports
emcticrnal contalnment/passivitys and problem
solving/cognitive restructuring.  However. in comparison to

controls bulimice reported greater use of the coping



strategles of emcticonal supression/social suppoirt
emcticnal containmment/passivity, and eating as coping.
Furthers no difference was found betwesn these twoe groups
e the use of problem solving/coanitive restructuwring
ceping strategies.

The author rnebted that her filodings were in ling with
those of Hawkilins and Clement (19284) who observed that
bulimic tendencies were assccizated with a passive coping
styles and with theose of Boshkind-Leodahl (1976) and Mizes
{1983 who suagested that bulimics are charzcterized by
passivity and an inability to express feelings. Howevers
Fatzman (1984 fTound that greaster use of coping strategles
irvelving emotional containment and passivity was not
gspecific to bulimicsi: it cccurved egually as  often for
bings eating and depressed women.

Conmtrary to the suggestions lssued by Shatford and
Evans that bulimics may lack active coping strategiess
Katzmarm s data indicated that: in compariscrn to controls.
bulimics reported equal attempts at cognitive restructuring
and a greater use of emctional expression and social
support. The finding that bulimics report using more
coping strategies than controls conflicts with suggestions
that bulimics use fewer coplng strategies (e.g.» Coffman.
19843 Fairburima 198235 Hawkins and Clement. 196843 Lacya

1982) or  that bulimecs rely exclusively on binglng as &
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coeping strategy (Mizes, 1783). Further:. although bulimics
and binge eaters veported using eating as coping more often
+han controlss this coping strategy was used in addition
tos ot instead ofs other strategies

In terms of the efflicacy of the coping strategies
assessed, results were similar to thoss just discussed.
Bulimics did not generally differ from binges eating and
depressed women in assessig how effective they perceived
their coping strategies to be. Bulimics were found to rate
the uvuse of the copling strateglies of emotionsl
contalinmeEnt/passivity. problem sclving/cognitive
restructurings  and eating ss less effective than controls.
Mo difference was found between effectiveness ratings for
use of emotilonal edpressicn/soccial support. Fatzman
concluded that since bulimics did not differ from binge
gating and depressed groups of women on the use or efficacy
cof coping strategiss. then thils suggests that other factors
interact with poor coping strategies in the development of
Eulimias e.g.s personality styles family history or soccial
environment.

Finally similar findings were reported by Ruderman
(1984) in her investigation of depressed mood and rigid
perfectionistic beliefs among women with bulimic
symptomatalogy. The author assessed 193 college women o

measures of bulimic symptomatology. irrational beliefs and



two types of depressive cogrniticons: depressive distortions
{exaggeraticns cor misinterpretaticons of events which
enphasize negative coutcomes and invelve inferences which
are not valid: based upon the information provided). and
depressive-—nondistortions J{interpretaticons of events which

emphasize negative cutcomess but are logically valid).

The study found empirical support for clinical

cbhservations that bulimics are prone T distorted
cognitions of a rigids perfectionistic and demsrnding
mature. Individuals with high scores on & wvalidated

“measure of bulimic symptomatology tended to sscalate the
sericusness of frustrating situaticnss, to lock to others

for a frame of references to avold accspting difficulties

& uwnpleasant tasks, te become upset by rnegative
evaluations af theilr appearance  ov cther personal
attiributes, and to feel governed by thelir emotions.
Furtheir, individuals with high bulimic symptomatology

reported  heavier weights and more depressed  thoughts.
Howevers the depressed thoughts endorsed by bulimics were
not  found  to be of the distorted type that characterize
clinmically depressed individuals as described by Kranmtz and
Hammern (197%9). but rather were logically valid.

Fatzman (17984) found that bulimic and depressed women
were similar regarding having & more negative view of

events. making more attempts to cope with stressors and yet
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finding thelr coping sttempts to

1es

controle. These s and those of

Firmding

consistesnt with a medel promoted Ce
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Lazarus (1981) describing & reciprocal
the way & person pErcelves ner enviro
strateglss she enploys. For =xampls.
view stressful siltuaticns as more neg
attempts to cops with the stressTtul si

evaluating

has  extreme  or rilgld espectations of
COTCETTLNg self-control) then  she

additicomnal distr Hawk 1nes

BES .

have proposed faulty appraisal

unrealistic for self-con

may ofen leave a bulimic and/or depires
Mo Wit situstion.
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thirese major areas of agreement. Filrst: most theories agres
that the discorder co-sidists with other personslity and

behavicral difficultiss such as depressicon arnd impulsivity.

Second. most accept that binge sating and purglng ocour as

attempts to reduce stress. Thirds most imply that bulimic

individuals have & general difficulty  in coping with
stress.s  due to dysfunctional styles of thinking or a  lac!
of  =ffective copling strateglies. Al though  thers 1s &

relatively large data base to support bthese first two areas
of research, limited emplirical datz exist concerning the

thinking arnd coping stvles of bulimic individuals.

atlionale

fs cutlined beforesy & central thems 1n cogrnitive-
behavioral theory concerns how an individuxl®s attitudes
have significant implicaticns for her emotional reactiocns
and behavioral responses. & nunber of successful
therapeutic approaches with different clinical populaticns.

especially depresssd individusls. have been developed based

cn the cogrnitive-beshavioral view that behavior change ocan
be brought about by modifying & person’s dysfunctional
assumpticons {€.gQ.s Beck, 19272% Ellis, 12627 Goldfrisd,

Dzcentecec & Welnber. 19745 Felly. 195855 Meichenbaum. 19743

n

Fotter. 19345 Stasts. 19272).

Resgarchers such as Ellis (1262) have lssued specific
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thecories about the important role that attitudes  =nd
beliefs play in the emctional disorders. He proposed that
mueha if not =1l. emctional suffering s due to the
irraticnal ways opeopls construe the world and  to the
assumpticns  they maks. The assumptions  lexd to self-

defeating internal dialogue or self-statemsgnts thalt exert

It
m
m

effect on bshavicor. Ellis proposed that & major

Causs of smotlcanal cturbances has with &

o
In]
o
i

inciividualte preccougation with what othecrs thivnk of  hee
o e

The author encouraged cliniclans to note the bslisfs.  or

TES that wrderlie maladaptive sslf-

pate

irrational B i
statemante, imagess and cogrnitilions. Examples of these aras
bellefs such &= 1) I must be loved o approved of by
practically evervyone in my lifes and 1F I'm rnot, 1it's/I%m

awfuls 23 I must not make ervors or do poovlys and 1T I do

o

it's/I'm  terribles and 3) Feople and events should always
be the wsy I want them to be.

Belisfs such

it

as these, that are based on the view that
a person’e sElf-worth is basically to be determined by
gthers, veflsct irraticonal thoughts about the consequences
of personal acticons. The thoughts are irrational becausse

they do not accuwrately reflect the real events that an

'l

individual has experienced in the pasti rather they

i}
S
i

exaggeraticns or unreasonable extr Further
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these irrational beliefs are viewed as v ting an adverse




effect on behavior. For example. an overconcers with
achievemsnt uwsually results in an increased fear of taking
chances, making mistakes, and of Failing at certain taskss
this in tuwrn tends to sabotzage the very achisvement for

which an individusl ise striving.

I comtrast to Ellis® theorys Melchenbaum (12786) has
postulated that it may not be the of lrrationsad
ey maladaptive =liefs that 1is the distinguishing
characteristic bEtwesn climicsal & norclivicsl
populaticons;  as monclinical populations may also hold many
of these commons albelt unrzasonable premises.  FRather, 1t

may be what nonclinical individuals say to themselves

abont the irrational belieTs

Lt

» . the coping mechanisms they
employ.  that distinguishes them from clinical populations.
In other words, it may not be the absence of  irrational
thoughts. peEr ses but  rather the g2t of m@management
techrniques employed to cope with such thoughts and feelings
that s important, or determines  how  lorng  emotional

responses will last. Exasmples of coplng techhiques includes

humor s raticonal self-statemsntss supressicon of maladapbive

thoughts. or & gensral ablility to objectively wview specific
situaticns.

Further s as described garlier. resgarchers such as

o

Ri=cl (1727&) and Billings and Moos (1931) have identified

similar cogritive responses.  oF strategles. which may be
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effective in reducing emoticonal conflict or in determining
how  loeng emotlional responses will last. Eaxach of these
authors has suggested that. of the varicous coplng styvles

that individuals may employs those behavioral and cognitive

f

it

strateglies that involve actively confronting stressors ars

[t

the movre effective. OF the cognitive coping stratsgles.

active strategles such as cbhjsctively appraising one’s

ATE mrTe

effective than passive cegriltive strategies ( such &

Hil

encticnal contaloment or avoldance) in promoeting resclution

of the stress or problem at hand.
I vecent stuwdies Katzmany (19284) 0 and Shatford  and

Evans (1984) have obeerved that bulimic individuals tend to

as  avoldance and eatings in response to stress thanm  do

nonclinical  conbtrols. Howewver Fatzman (1984) detsrmined
that bulimics did net differ from controls in thelr use of
active cognitive coping strategies,: but rather usad these
ivn If bulimic women do not habiltuslly respond to stressors
primarily with active coping strategies such as engaging in
raticnal self-statements. therm this may be becauwse. Tor
etample, such coegritive responses have not been  learned.
mot  been implemented to the point where they become habit.

o noet bzen fTound to be effective in eliminating  the

fy

canflict or stress being experisnced.



Recernt ressarch by Eatzman (1984) and Ruderman (1986)

i1es, such as

world suggest that active coping strate
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ive problem—solv

|.|

ngs are avallable to bulimic
individuals but that their stvle of coping is dvefurnctional
becavse while trving to cope with stresscrs at hand  theay

mey alea b= trying tor cope with thelr rigids

perfectionistic bsliefs regerding how  much  better they

1

1!

mowld have deaslt with the &t hand ov showld b

Ihuati

n

In]

dealing with thelr fesllings now.
Thus far sempirical data concerning the coping  styles

firom retrospective accounts  of what

il
it}
il
N
[l
=
fit

ot  bulimics
tyvpes of coping strategies they used in response to recent
gtresstul situaticong and from pradictions of what coping

Thye

they woulad respond to stressful scen

l—'

]
i
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questicrns oFf whether the thoughts that bulimics engage in
wifiich they lapel raticnal problem soclving o self-—
statements are rational: and to what extent bulimices differ
frem comtroels in thelv ability to actively uwuse coping
strategies such as rational sglf-statements lacks
contralled experimental research.

Im additicn. the information regarding the tendency
for bulimic individuals to maintain rigid, perfectionistic
beliefs has come from studies which have used measures of
bulimic symptomatology as an index of bulimis without

independent diagrneses of bulimia using standard criteria



such as that cutlined in the DEM-III. The questions of to
what extent diagnosed bulimics differ from controls  in
their acceptance of riglds perfectionistic beliefs, and
what types of beliefs they might idicsyncratically endorse.
alse lack sxperimental research.

Comparative data concerning these lssues would be
helpful ftoward validating basic assumptions of cognitive—
behavioral theory as 1t has besn applisd toe bulimia.

‘SBpecifically,: such information would be helpful in

determining  the strength of  the relaticonship
Eulimia and the presence of rigild., perfectionistic belis
{e.g.» about the extrems importance of thinness)s andlor

the presence of deficite in cognitive coping strategles

19~

-t

lll

{=.0.n difficulty with generating rational =%
statements) that might be used when events conflict with

beliefs (e.0.: when weight is gainsd).

Ailms and Hypotheses
The present study was designed to test some basic
assumpticns of a cognitive-behaviocral theory of bulimia
thirough comparing women who mest the DSM-III diagrnosis of
bulimia with nonbulimic wamern on & nunber of specific
measures. Among the questions sxamined were: 1n comparison
to conmtrol groupss do bulimic women 1) maintain Tigid.

perfecticonistic beliefsy sspeEcially related to lssuss of



@atings weight and personal performance; 2) have as much
confidence in their a&bility to generate rational self-
staxtemsents in response to such beliefsi 3) have the sbility

R 5

g ratilonal and effective argumsnts against

c‘!‘

to genera

mairmtaining such beliefsi znd 40 think that what ascrgumesnts

T

they do generate are convincing reascons why such belisfs
should not be maintainsd?

Fiarther g arn  additiconal zim of the study was to zssess
if differences exist betwesen bulimic and mon-bulimic  women

wiho manmifest = core symptom of the disordec, rescuwrrent

bivge eatings: as this would suggest that these paramsters

may ke important in determining whether the more pervasive

syndarom2 1 present.
I order to provide for a test of these parameters
thres subject groups were asked to provide arguments

against ten different beliefs Thesse helliefs were sslected

U'l

based cn  a pre-study administraticon of the &ttitude and
Belief Survey to 15 women reporting high levels of  bulimic
symptomatology and 18 women reporting low levels of bulimic

symptomatology as messured by the BULIT. The “bulimic?
women assessed were found to positively endorse five of
these beliefs to & sigrnificantly greater degres  than
control womsni:  as suchs these five belliefs are referred to

as  M"idicsvyncratic besliefs". Im contrast. Thulimic®  and

control women did net differ in thelr pesitive endorsement



of the other Tive beliefss as such. thesz other {Tive
beliefs are referred to as " CCmmeT beliefs”. For

hypotheses were proposed.

1y First., 1t is hvpothesized that relative to binge
2ating and control groupss bulimic subjects will show an

increased tendency to endorse rigld and perfectionistic

pelizfs of the type listed in the "Attitud: and Belief

Survey'" ocreated Tor use in the pressnt  stody. Furthar,
this terndency will be sigrificant Tor those eliefs
concerning =ating.  weight  and personal  performance. as

thess  types of beliefs have besn reported to e prominent
for bulimic populations. IF bulimic individuals differ
Tram nenbulimic individuals in terms of their sendorsement

of these beliets, ther  thi

i

should be statistically
discernible.

2) Secondlys it is hypothesized that relative to
comparison  corntrols. bulimics will report less confildencs
in their ability to generate raticonal. effective arguments
against the idicsvnocratic belisefs used in the experimental
task. If im comparison to controls bulimics report that
they are not as confident in thelr ability to effectively
argue agsinst such beliefs then this wonld indicate that

bulimic

ift

doubt that they can think of acceptable reascns

why thz beliefs should rnot be accepted as true.
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In conmtrasts it 1s not sxpected that bulimics will

report lessg confidence i1n  thelir ability to argue

effectively zgainst common beliefs. Bince in the pre-study

s

assesanant “bulimics’ and contrals were not found to differ

in  their endoresment of these beliefs 1t ls not expected
that the groups will differ in their relative ability to

thivmk of sacceptable resscons why the beliefs should neot be

accspted as true.

.~
pii]

3y Thirds it is hypothesized that relative to

comparisen controls bulimics will generate fewsr ratiornala
effective arguments against the idicsyrncratic keliefs used

in the experimental ftask. IT i comparison to control

s mamy rational.

&l

groups bulimic subjects do nmot thirnk of

Tmoctive arguments againet idicsynoratic belisfs in the

-

=

prief time allowed, thern this would indicate that bulimic

woemen are less apt to think of rational statements which

might serve to reducs conflict concerming such belisfs.
In contrast, bulimic subjects are not expected Lo

differ from controls in terms of the number of raticonal.

effective arguments they gensrate agailnst  the common
beliefs used in the edperimentzl task. In that the common
beliefs are those that in the pre-study “bulimics®  and

contraol women both agreed with. they should evidence egual
difficulty in arguing against these beliefs

The rnumber of raticnal, effective argumsnts will be



cbjectively determined through independent ratings made by
a number of clinicians sxperienced 1n working with bulimic

irndividuals.

4)  Fourths it is hypothesized that relative to

fi

comparison contrals. bulimics will evaluate their argunents

il

against ildicsyncratic belisfs to bhe less effective. ¥ ainm
comparison  to control subjects bulimic subjects do net
think  that thelr arguments are =ffective then this  would

indicate that they tend not to e abls to think of reasons

o
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to them s to why the belisfs  showld

Inm contrast. it 1s not expscted that bulimics will
differ Trom cortrols in their evaluwation of the

Ta.

h.l

effectivensss of thelr arguments against commorn belic
In that the common beliefs are those which in the pre-—-study
*bulimics® and controls both agreed with, it is expected
that there will be no relative diftference in thelr
judgements concerming whether their carguments are
acceptable reasons why the beliets should net be accepted

as true.



CHAFTER II

Mathod

Subjscts. Subjects were 81 female college students

recrultsd from the undergraduate psychology subject pool &

Vivrginmia FPolvitechrnic Institute and State University.
wers twenty-severn women in each of three groups: 1) women who
met the DEM-III criterlia for bulimisi 2) women who reported
bBinge satiog and did not meet the DBM-TI1 critervia Tor
bulimias 3) women who did not binges eat. PFParticipation

was voluntary and subjects recelved either a 4,00 cas

paymant or experimental credlit toward theaiv academlc cowrse

grade (Mots 2).
Twenty—one subjscts in each of the three groups were
successtully matched on the variabkles of height and weight

(withim 1 irnch and 10 pounds of sach other)s while six

suzjects were nokt. Analysis of variance revealed no
significant difference between groups on variables of ages.

neights or weight and so the matched and uwnmatched subjects
were combined for final data analyses.

Ueirmg the 1232 Metropolitan Life Inswrance Company
Weight Tables subjects were classifled as normal weight if
their welght fell within the ideal range for theilr height
and ages based om medium build (e.qg.. within 122-137 pounds

For a 376"y 1?-vear—cld womanm) . Further. subjects were

~J
~J
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ft

cla

ssified as underweight 1T their weight was
below the lowest weight in the ideal ranges
their weight was within 153% above the highest
ideal rangei; and ss cbese if thelr weicht was

owve the highest welght in the idesl

@ach esperimental

group that

these welght cla is presented in

more  than 15%

TAELE 2

Bulimic Binge Control

eating

Underwesight 2 1 1
fverace 20 21 24
Overwsight 2 1 b=
Obese 3 4 0

M=27 N=2'7 M=27

=Cts all

The mean

o

cross

[y

zge of subj

vears and &ll but one of the women were white.

Sub jects were recruited over two

durimg 1235 and Subject selection

stage process: the identification of potential

the categorization of subjects inta

the present study. The following subject

was used.

TaTger .
e

Table

three groups

separate

consisted of

cseglection

within 154

as overweight if

weaight in the

The

celved

[yix

i
cta

ez low ideal.

z
Dy
i]
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g

cemest
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=

subjEcts. and

the three groups used in

[ =t

pr

Undergraduate



peychology students were recrulted to participate iv an
esperliment Ln which they knew they would be asked to Fill
cut a number of writtzn questicmaires related to eating
behavicr. For theilr participaticon subjects recelved

credlit toward improving thelv cowrse grades. The Bulimia
Test (BULIT: Smith & Thelen, 1984) and the Attitude and
Belief Duwvey (developed for use in the present shtudy) were
included as part of & battery of administered
questirormmalres (Mote 3). Im additicrn. all students were
asked to list descriptive informaticon (irncluding cwrrent
height and weight) and te indicate interest in participating

d.

in subseouent experimsnts

o
Ll

The Bulimia Test was used Lo screen woemen for the
pressnt study.  Fotential subjects for esch of the three
expaErimental grougs were those women whe indicabted certain
symptomatology on the BULIT. zs cutlined below.

1) Bulimics—- &) binge eating with a frequency of at
least 2-3 timss per month (BULIT 1tem #1. b—e)i and at least
cne of the following: b) use of laxatives or suppoesitories to
control  welght with & frequency of &t least 2-3 times per
momth (#7,  a-d); o vomiting to lose weight with a frequency
of at least 2-3 times per month (H30, b—e, #1535, a-d); gr us
of diuretics to control weight with a freguency of a
2-3 timgs pesv month; or repeated attemptse to lose weight
severely restrictive diets with & frequency of more than
times inm the past year (#19 e).

In additions an 2ffort  was made prior to the
experimental task to determine whether these women fit  the
DEM-TII diagnostic criteria for bulimia. This was done using
additicnsl informaticon provided on the BULIT. following the
strategy cutlined in Appendix A.

oF can
|
|ll

=

Utn

=}
-t
b
o

£2) Binge—eaters— binge eating with & frequency of at
least 2-3 times per month (BULIT item #1. b-e). I addition
women in this category had to report minimal use of laxatives
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(#7203 vomitimg (H30. R #1S.2)i dieting
of diuwretics (#34.e) to control welight.

3 Controls— sams miteria =Y

{(#17- a-b

ab@v@n

additicnally reported binge eatlﬁg with & Trequency
moith oo 1EE§ (cr mever)y (BULIT item #l.:).

Womerm who fufilled the ab

interest 10 participation i1n subsequent

contacted by telephone and werse asked to par

etudy of the attitudes and besliefs of collegs womens

but whio
of ornce &

this

subject interviews. The interviews tcok place =t the end of

bulimic

and were

Bulimic groups. as suggested by Love and Ollesndick

Women who fufillsd a1l of the coperation

,
L)

(1280) diagrnestic criteria for bulimia were classifi

arnd e —

1782) .

R el

alized DSM-ITI

ed as

bulimic (see Appendix B for the list of coperaticonalized

criteria and a script of the subject interview).

Thoss whao

reported 2 or more eplsodes of bilnge eating per mooth and

minimal weight contirol measurss were classi

fied as

eaters; and those who reported minimal bilngs eating

weinht control meEasures were classified as

conirols.

The number of women who met gach of the DSM-II1

diagrnostic criterion are listed. by groups

i Table

binge

&1
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Table 3

Mumber of Women Who Met Each of the DSM-III
Diagnestic Critericon for Bulimia in Each Group

B B

B G
(N=27) (N=

E
27) (N=27)

Fecurrent epilscdes of binges 2ating
{

rapid cormsumption of & large amount
ot food im & discrete pericd of times
usually  lsss  than  twoe hours)., 27 27 (8}

At least three of the fTollowing:
1. Consumptiorn of high—caloric,
easily lngested food during

a bings. 235 26 Q

2. Irnconspilcocwcous eating duwring a
binge. 16 7 0

3. Terminaticon of such eating
eplsad Iy abdomival pair.
sleep, sccial interruption, o
F=induced vomiting. 23 15 Q

4. Repeated attempts to losa=
weight by severely restric-—
Five dietss self—-induced
vomlting. or uwee of cathar-—
tice o diuwretics. 24 3 (8]

9. Freguent weight fluctuaticons
greater than ten pounds due
to alternating binges and

-+
G
w
]
-
]

Awareness that this sating pattern

ig abrnormal and fear of ot bsing a
able to stop eating voeluntarily. 26 oy O
Degressed moocd and self-deprecating a
thoughts Followling eating bilnges. 2¢ ? ]
The bulimic episcdes are net due to 27 27 27

Arnorexlia Mervosa or any known phy-
sical disorder.
&
Mote @ Two subjects. clinlcally rated to be bulimic based
o audictaped interviews, reported cne but not
both features of one of these criteria.
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Table 4 contains the freguency of binge exting. vomiting.
severe dieting, and laxativesdiuwretic uwse toe controel weight
per month for women in each of the three groups.

Im order to provide reliability Tor classification of
subjectsy audictapss of the interviews were rated
independently by two graduate clinicians. The followlng

subjects were classifiled as non-experimental:s &) women whom

raters fTownd did not meet crit ticerm into
arny of the three subject groups. or Tor whom raters could

not reach a conssnsus on classi

totalii b)) women who were e

s of helghts

attempt to have groups matched on paramnste

weight: and age (ten women in total)id and o) womsen who

1

reported afhter the experimental sesssion (to be described)

fl

fat they Telt especially andicus or tired during the
experimental task (one woman froem the control group and one

T

woemain Trom the binge eating group. respectivelyls or

misunderstood the task instructicors {(ome women from the

binge eating groupl). The data collected on these non-

experimental subjects were not analyzed.

criteris: an operaticnalized form of the D5M-
III criterisa for bulimia was developed for the present
4

study teo aid clinmiciams in rating subject interviews. The

DSM-I1II (1980 criteria are descriptive rather than

i

chjective in nature: as such, employving operaticnalized
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Taizl

4

il

The Freguency of Binge Eating Epilscodes
and of Behavicors to Regulate Weight,
for Women in Each Group

~1pm

=
i
ny
-
i

@ating-

=
a) 3-& timms a

weaek & (43 i
) ocrnce or twice a week i1 &4 0
) 2-3 timss & month 2 13 0
d) once a month or lsss = - 3
&) eV 0 0 =&

&) @ o mors tinss & wesk
b)Y once a weesk

&
=
c) 2-3 times & month !
3

LY
-

-
-

0 0
d) ornce a month 0 8]
=] ance & month & 0 0
) i2 27 27

Dieting-
&) movre thanm 2 times in the
past vear 1
4-5% times in the past =T-3u

2-3 times in the past

once in bthe past year

2) not in the past vear

)

N
Ay

o

I
o~

o
.-
]
1
3
'}
.
il
h
.‘l
mwo -\
v s D
X.'l

iy
g
WP

Laxative/Diuwretic Use-—
&) once & day oF more 1# 0O 0

) 3-6 times a week 0 0 »
) once or twice a mormth 1+ )

L

"

-
!

d) 2-2 times per month 1% O
e) once & month or less 0 1
) never 24 26

N
-

8]
o~ =

¥ 1 lacative uss, 1 diuretic use

Mote™: Although 2 of the 27 bulimics and 1 of the 27 binge
eaters lndicsted on the BULIT that they binge ate at least 2-
3 times per montha these 3 women reported in the follow up
interview that binge ess&ting eplscodes which sxceeded  the
ohj=ctive criterion of 1200 calories were less frequent.
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criteria allows for sslectlion of a more uniform samples.

-,
S

(Seze

sppendis B

guide i1in determining whether or not the behsvior

i)

as

subjects reported 1n theirvr 1nterviews satisfied DSM-III

F1

of criterion definlttions were esnployved

2.G.32 Large amounts of Tood" was defined as an gxcess of

1000 calories (or 400 calovies in conjuncticn with =

sized mealli "vrecurrent eplecdss of binge eabing

defirgd as & minimum of 2-3 times per monthi and

"restrictive dists" was defined as lesss than 1200 caloriss

per day Tor a number of congecutive dayves or several dayes per
month. The Treguency of binge eating required for diagnosis
in the present study Talls below the aversge reguired by
cther studies of bulimias for swample. Mitchell et al.
(1981 and Pyle et 1. (1281) reguired a minimum of 8 binges
per month.

The Bulimia T

est (BULIT: Smith & Thelesm. 1784) was
designed to distinguish between &) individuals who exhibit
the bulimia syndrome and individuals with oo eating problems
) bulimic individuasle and those with other saxting
discrders; c) sub—-groups of bulimics based on particular
criteria (e.g.s severity of vomiting, purging and fasting
behaviorii: and d) to provide these distincticons for
individuals who have never sought treatment and for those
who have. Items are presented in a 3 peint forced—-cholce

Likert format: and the 32 items are scored and summed to
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produce & total score. Individuals who megst the critscion
of 102 on the total score are indicated as manifesting

bulimic svmptomatology. Howsver. 1t is possible for a

bulimic individual to score below 102 (see Appendix C).

Y
o

The instrument ha ser Tound to differentlate betwsen
Bulimic and non—-buwlimic groups and to have an overall
validity ceoefiicient of .5d. by point-biserial correlations

af total scores wiith group mambership.  The BULIT was wsed

in the present study &

it

# means of lderntifying subjects who

met the criteria for sub-group categoiries.

The Attitude and Belliel? Survey (ABS) was desigred Tor

uvee in the present study. Individuals indicats the degree
to which they sndorse a number of attitude and belief
atements (see Appendlix C).  Agreement or dissgreement wiih
O statements i1s marked using a Torced-cholce Likert
scale ranging from 1-Diliszsgree totzllys. to 7-Agree totally.
The ittems on this instruament include 11 beliefs which have
besn described by Ellis (1262) to be more commonly held by
clinical populaticns, and 19 beliesfs which have been
described by researchers such as Garner and Garfinkel (1783)
as being more commonly held by eating-discrderd populations.
Test-retest reliabilit? of this measure was ot calculateds
however split-half reliability was .83. Furthers the
measure was positively related to the measures of bulimic

symptomatology emploved inm this study (BULIT: Smith and



Thelen, 1984) and success fully differentiated clinmician
rated bulimic and norn-bulimic groups (see below).
- de

The instrument was used in the present study to pro

information regarding differential endorsement of these

beliets by subject groups. Im addition. in order to seld
a rnumber of beliefs for use in the experimental task, an

imittial sampls of 18 women who reported high levels of
bulimic symptomatology and 15 womsn who repovited low lev

of bulimic symptomatology as measured by the BULIT wesrs

5 4

vide

S
[

20

P
zls

compared on their mement wlith the 30 belief iltsms which
make up the Attlitude and Bellst Swvey. The five items with
which the "bulimic’® sample agreed with the mest (highest
mean score) were labelled idicsynersatic beliefs.: while the

five ltems whlch both sanples agreed with the most were

labelled commorn belisefs (see Table ). Analysis of wvaril

u
ot

eveales bz

xt the “bulimic”® sampls agreed with the
idicsyncratic belisfe to a significantly greater degrees
did the control sample (p<.0001)35 whlle the two mples

mot differ in theilr agreemsnt with the five common  bel

Thece five idicsyncrati and Tive common bheliefts.s which

dyawin from the Attitude and Belief Survey for use in the

eiperimental task, are listed in Table 3.
Experimental task sheets— In the edperimental task

be described: 1l subjects were administersd the 10 beli

statements listed in Table 9, in the form of two packstes

ance

did

et s

wWera

to

et

e
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Thinness 1s admirable.
Fat is disgusting.
A primary way that people judgs me
ig by how I look.

| Asight  galn means that
I"m bad or owut of control.
I must be thins or at least have

ID

the weight and shape I want., L7
I am to be truly happy with my-—

-

self.

Common Besliefs

ve for perfection.

It is zesary for me to be

laved Rld approved of by vir-
tually evervyons soround me.

It is very important to have goals.
dreams and standards of achieve-—
ment.

Others must earn my trust.

I must be giving and good.




contalining the ildicsyncratic beliefs:s and the other the
common beliefs (see Appendix D). In order to contrel for any
effect of order. ocne half of the subjects in =ach group were
presented the idicsyncratic belief packet first: while the

cther half receilved the common bslif firet. Ths

crder of the beligfs within gach packet was constant. The

packsts were given titles to facllitate discrimination

hetween them as twoe separate parts of the task. Bsoaase the

4]

idicsyvrncratic belieTs pertained sxclusively to weight arnd

arnce,s they were labelled "attitudes and

urzelves and Our Beoedizs". Becauwse the commor Beliefs

gertained fto move interpersonal concerns. they were labellsd
"Attitudes and Relisfs— Ouwrselves and Others".
Subjscts were also asked to do & nuamber of ratings

thiroughout the task.

Fatings: At sach

0
<
U'
m
O
o
i

administration of a beslief statsment were asked to

first rate how confident they were that they could come up
belil

with 5 different arguments agalnst th = O TEARS0N

fii
m

l

why the belief might not be true. Ratings weEre made on & ?
point forced-cholce Likert scale ranging form 1-— Mot
confident &l &lly to 9~ Very confident. Lists of Generated
Arguments: Subjects were then asked to try to think of up
to © different arguments agailnst the belied, or reassons why

the belief might not he true, and to list these in the form

of orne sentence statements.



ffectiveness Ratings: Uporm completion of thelr lists
for a&ll 10 helief statemesnts, subjects were instructed to go
back and rate each of theilr statements in terms of how
effective an argument against the belief they thought their

T3

i
i
[
lL

-

@mernt was. Ratings were agaln made on & 9 point forcsd-
cholce Likert scale ranging form 1- Mot at a1l effectives. to
P—- Mery effective (see Appendix DI,

Im additicon to testing the hypotheses of the shtudy. the

the Attitude and Belief Hurvey Conti

1

lence Ratings. Lists of

Gernsrated Arguments and ETTectivens

Ratings together were

vised 1n a correlaticnal analysis to examine the general
relatedness of 1) subjects’ endorsement of & belief and

their confldence regarding theilr ability to effectively

argue against i1ti and 29 the numbesr of arguments that esxpert

oF

2re svaluated as rational/effective and the nuasber rated
effective by subjects.

cperaticonalized criteria for ratings of arguments agalinst
belief statements were developed for the present study. It
was propoesed that any effective argument agzinst & belief
muet be raticnali or conversely that an irratiornal argument
is not an effective argument. Im the present studys. the
definition of raticnality cutlined by Maultsby (19730, was
used as & guide in scoring the raticonality/effectivensss of

t beliefs (see Appendix E).

4]

subjects” arguments again



Raters were asked to evaluate gach of a subject’s

gsponses according to the following criterias 1) was &
raticnal or effective argumsnt agairmst the belied posited
fi.2.: addressed lrrational or maladaptive aspectse of the

Vi oor 2) was an irrational or ineffective argument
against the belief presented. Im addition, raters wers
asked to noete 1f they thought a response described a more
adaptive way to think and behasve in place of the belief, and

to indicate 1f¥ they thought a subjsct’™s response duplicated

1]

ancother of theivr responses.

aters were six Ph.D. Clinical Pevchologists (3 men and

3 womer) who

which included trestment of Bulimic clients. Raters were
presented with &) a brief overview of the studyi b) lists of
the argumaEnts of several subjecte’; and o) & rationals and

instructiorns for vating the rationality/effectivensess of

o

responses 1n accordance with Maultsby’s criteria {(sese
AFppendix E). Mo identifying information was associated with
the responsss and so the cliniclians were blind as to the

experimnsntal classification of the subjects whose responses

they rated (zee AppsErndix E for examples of subjzcts

The responses of 25% of subjects in eaxch of the threes
groups were rated by twe clinicians seo that reliability of

this scoring procedurs could be assescsed. Reliability
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g

acroes raters. regarding whether each of 743 responses was

-

rational/effective or irraticonal/ineffective, was BO.4%.
Feliability coefficients fTor ratings of responses too esch to
the 10 belief statsments: and for each subject group.

are reported in Taoles H.
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Im determining the rnanber of &

- e

arguments against belliefs, twoe scores were caloul

ahec s &

P!

T rational/effective argumsarnts

gan sgore of the numbesr o
divided by the total number of responses listed for each
belief. and a standardized scors: of the number of
rational/effective arguments for each belietd divided by five

.I..

the number of arguments requested in the tacsk

o~

insektructicns)., This standardized score was calculated in

3 A de e

oirder to assess relative dififsrences in the nuwmber of

_h

rational /ef

without regard to
the number of irrationasl/ineffective responses they also
ligted. Both mz=an and standardized scores were summed
across the five commov and five ildicsvncratic beliefs. and
both scores were used in all analyses assessing relative
differences between groups on the number of Gernerated

Argunents against beliefs.

Subrjects who met initlal scresening criterlia, as

il
i
o
o

decscribed previcusly, were contacted by telephones and

~7

to participate in a study of attitudes and belisfs of
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Thimness is admirable.

A primary way that people judge
is by how I look.

Fat is disgusting.

For me. welght gain mez;s tha

Si
i}

ot

I"m bad or out of control.

I must bz thin. or at least have
the welght and shape I want, i
I am to be truly hapopy with my-—
sz=lf.

o Beliefs

Orne should strive for perfection.

It is necessary for me to be
loved and approved of by vir-—
tually evervone around me.

It is very important to have g.
dreams and standards o ach
me™T .

Otherse must earn my trush.

I must be giving and good.

x.'i'
f‘x flx
lﬂ

. 1
EVE

Y
w
f[.

lve or Irrational/Ineffective
te and Across BelistT Statements

“J
4
=

FOY
81%
76%



college women. MAll subjects were tested and interviewesd
individually in & lab room. The experimsEnters were one
female graduate student (the author) and one female
undergraduate student majoring in peychology.

Subjects were presentzd with twe packets conslisting of

)}
the aforementiconed Edperimental Task Sheets. Orne of the

packets coentained the five common bellef statemsnts while
the other packet containgd the five ildicsyncratic belief
statemsnts. One half of the subjscts in each group recelved
the packet containing the common belisef statements Tirsh.
while the other half recelved the packet contaiming the

1d1C"='vu(_x atic beliec

ﬁ

statements Tirst. Order of packet
cerbalanced to control for effect of

crder and a possible &Ffect of order was assessed through

Within each packst subjects recorded: 1) Confidence
Fatingss: 2) Liets of Generated Arguments. and 3)
Effectiveness FRatingss for ezsch of five belief statements.
Instructions for the =sxperimental task were presented
verbally and on audictaps. The Experimental Task SBheets are
presented in Appendix D and a detailed description of the

procedure for the edpsrimental session is presented in

i

fAppendix F.
After subjects completed the sxperimental task they
were interviewsd about their ting behavior to ensuwre

accurate labelling of bulimic and nonbulimic groups.



{The script for this intervisw is pressnted in Appendix B).
Finally. subjects were weighed and measured for helght at

the conclusion of the session.



CHAPTER ITI

For  the Confidence Ratings. Generated ~OQrguments

and Effectivensss Ratings. the

r i
[nR
in
i
o
13
b}
<
B
i
i

Jlgroups) #
Siorder of belief packet pressntation) mixed-groups
design., where groups was the betwsen—subjscts fTaotor

and crder of belisef pascket presentaticon was the within-

]

sub jects factor. . In additicorn. & betweern—grovps design

was usad to examine the depesndent measuwres  of  rigid.

pErfectionistic beliszfs (as measured by the &Sttitude
and Reliefs Buwrvey: ABS):, and bulimic symptomatology

{as measwed by the BULITY.

A1l comparisons using measures of ConTidence
Fatimgs.: Generated &rgumsnt and Effectivensss Ratings.

and data Trom the pre-task messwes (AES  and BULIT)

which imvolved multiple dependent mEasures WET &
analyzed using maltivariate aralyses of wvariance
(MAMNOYAED . Thise statistical procedure was chosen

mats

ili
n

because of i1ts gerneral ability to control ervor

when & number  of depsndent mesasures are  analyzed
simultanecusly. Further, although be=lief packet

pressntation was counterbalanced across growps, it was

determined to analyze this effect since 1t might affect
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task performance. For exampls. 1f bulimice were to
negatively evaluate thelr performance  in  generating
effective arguments against the idicsyncratic belief

statements, then being presented with theses belie

i
“h

1l

first wmight effect thelr subssguent performance i

]

arguing against the CCmme: N belief gtatemnents.
Therefore, the MANOVE procedure  was  also used to
investigate the degres to which this tvpe of efifect

gxlsted due to order of belied packet presentaticn.

Univariate fralyses of Varitance (ANOVA) ol lowed

significant MMANOVA analyses to determine which of the
mEasures  was significant. Whan univariate tests wers
sigrnificant, multiple post hoo compariscons wsing the

Meuman—Feuls procedure wer2 performed.

bulimic symptomatology—  In order to examlne

Lad

differences in vigid., perfectionistic belliefs and
bulimic symptomatology acress bulimics bings eating.
and controal groups. a cne-—way MANOVE with groups zs the
independent wvariable and summary scores on the ABS and
EBULIT as the dependent variables was calculated. Thig
analveis revealed a significant effect for groups

multivariates Fla,15%)=22.34, o L0001, Oie way
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wnivariate analysis indicated sigrnificant differences

on both the ARS (FL2.781=14.43.p4

BULIT (FL2

lu

Bl=45.2

il

2P L0001 measures.
Multiple post hoc compariscons using the MNeumasn-—

Feuls procedure indicated that the bulimic group scored
)

significantly Righesr than both the binge eating  and

contral groups on measwres of  rigids perfecticnietic

beliefs aznd bulimic symptomstologys. all pod.of, Birge
zaters cbtained higher scores than Gtrols on the

messure  of bulimlic symptomatology but did oot differ
fram controls on the measure of rigids perfechionistic

B

belisfs. =211 g.08. The means=. standsod deviations.

items oo the
attitude  and Belief Survey— In order  to e ami e
differences in the degree of endorsement of each of 3D
belief itemsg a  one-way MANOVA with group as  the
independent variable and esch of these items as
dependent variables was computed. This analysis

revealed & significant effect for groups. multivariate
Fi60:.786)=1.42, .01, Oz way univarliate analvyvsis
indicated sigrnificant differences on 12 of these 30
1tems; F  values ranged Trom F2.78)=3.37.p+<.03 to

{(2.78)=19.687 .27 .0001.

Multiple post hoc comparisons using the Meuman—



Table 7.

Means, Standard Deviations, Ranges, and F Values for
ABS and BULIT Total Scores for Women in the -
Bulimic, Binge eating and Control Groups
Bulimic Binge eating Control

(N=27) (N=27) (N=27) F(2,78)
Measure Mean SD Range Mean SD *° "Range Mean SD Range: =
ABS 140.41 15.91 112-179 119.63 15.32 92-150 118.78 15.87 86-150 46, 25%***
BULIT 99.93 15.04 69-131 77.74 13.56 55-107 62.22 14.79 40- 97 16.43****

*4x%p 0001

(1)
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Feuls procedure indicated that the bulimic giroup
positively endorsaed six of these beliefs to a

significantly greater extent than did either the binge

eating o control groups  all po.09. Further. for twe

additicnal items the bulimic group indicated greater
)

endors=ment  than  the control groups and for one

additiconal i1tem the bulimic groun indicated greater
endorsemsnt thanm the bilnge eating aroups 211 pd.05,

These twelve ltems are listed in Table 8 along with the

mzans,  standsrd deviationsy range scores and FE ovalues
ACTOsES Qroups. Inspection of the mesan scores indicates

that gach of the three groups negatively endorsed. Ci

disagreed with three of these ltems. Thus significant

differences here reflect the degree to which the three

groups  rejected the beliefs. These threese i1tems are

R

listed last in Tabkle 8.

or

These findings might suggest that agreement  with

such rigids perfecticnistic beliefs is characteristic

of bulimics but not of compariscn  controls. However
irnspection of the specific endorsements made by the 27

women i each of the three groups. to the first five of
the items listed in Table 8 (these are alsc the five
idicsyncratic beliefs used in the experimental tashk)
suggests ctherwise (see Table 2).

It is evident from Table 9 that large percentage

o
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Table 8.
Means, Standard Deviations, and F Values for

the 12 Belief Items on the ABS on Which
Bulimic and Comparison Groups Differed
in Endorsement

Bulimic 8inge eating " Control
\
(N=27) (N=27) (N=27)
PoS
Jaﬂ" Tiem Mean SO Mean S0 Mean S0 F(2,78)
(1S) 1. Thinness is admirable. 6.6, .89 5.15 .95 533 1.4 13.167"
(22) 2. fFat s disgusting 6.26 , .78 5.00 1.11 4,52 1.48 15.99%#w*
€17} 3. For me, weight gain means that
I'm bad or out of control. 5.89a .91 4.07 1.66 3.30 1.86 19.67%%=*
(&) 4. I must be thin, or at least
have the weight and shape I
want, if | am to be truly
happy with myself. 5.89c 1.39 5.00 1.62 4.30 1.98 5.91*>
€8) s5.a primary way that people
Jjudge me is by how I Took. 5.65a 1.04 5.00 1.21 4.74 1.23 4.28*
(12) 6. High caloric foods are intrin-
sically harmful to health and
well-being. 4.5, 1.74 3.19 1.3F 3.4 1,25 5.59%
(20) 7. I would rather be alone than in
a relationship where [ wasn't 5
fully accepted. s.s8, 1+3° 430 1.77 4.30 1.7 5.19%*
(16) 8. I must live up to the expecta- p
tions of others. a.46, 1-6C .78 1.67 3.26  1.59 3.66*
€13) 9. Complete self-control and
discipline are desirable. 5.69, 4.11 5.08 1.02 4,96 1.26 3.65*
(5) 10. For every good thing that
happens in my 1ife, some-
thing bad will happen. .69, 296 .22 3.5% 222 419 7.81%ee
(25) 11. Other people are mare 1ikely
to be loved than me because
they are more admirable than . .
me. 3.81, 1.68 2.41 1.32 3.1 128 5.98*
(19) 12. [f something bad is going to
happen, I should be terribly
worried about it. 3., 162 2.96 41.é1 3.00 1.36 3.57

Subscript a indicates that the bulimic group scored significantly higher on this item than either contfol group;
subscript b indicates significantly higher than the binge eating group; and subscript ¢ indicates significantly

higher than the control group.

Subjects rated the degree of agreement or disagreement with each belief ftem on a 7 point scale, (1= Disagree
completely, 2= Disagree a lot, 3= Disagree some, 4= Neutral, 5= Agree some, 6= Agree a lot, 7= Agree Completely)

Note:

*p .05, **p .01, **p .001, ****p .0001



Table 9.

Endorsement of Tdiosyncratic Beliefs lsed in
the Experiwental Task, by Group

] 1 ] ! ' ! '

1 2 b 4 5 6 T
Nisagree Disagree Disagree ileutral Agree igree Agree
Completely 4k Lot Some Some A lot Completely

1. Thinness is admirable.
B (N=27§ 0 0 1 0 1 8 17 2>4=26)
{BE EN=27 0 0 1 4 15 4 3 >4=22)
c (N=27) © 0 3 2 8 11 3 (»4=22)

2. A primary way that people judge me is by how I look.
B (N=27) o0 0 1 2 9 9 6 §>4=24;
BE(N=27 2 17 o 3 11 10 0 74=22
c (N=27) O 2 3 2 14 5 1 (#4=20)

3, Tat is disgusting.
B (N=27) o© 0 0 0 5 - 9 ‘13 74=217;
BE (N=27) O 0 4 2 1" 6 2 74=19)
¢ (N=27) 1 t 6 2 1t 4 2 >4=17)

4. TFor me, weight gain means that I'm bad or out of control.
B (N=27) © 0 0 1 10 9 7 (24=26)
BE(N=27) 2 4 5 0 12 .3 1 274=163
¢ (W=27) 6 6 3 1 9 1 1 (24=11

5. T must be thin, or at least have the weight and shape that I want,

if I am to be truly happy with myself.

B (N=27) 1 0 1 ' 0 5 9 1 74f25}
B2(N=27) 1 ! 4 2 2 9 TG EY
c (¥=27) > 3 5 1 5 7 3 /

TOT
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of bulimic. birnge eating and control  womsn  reported
positive endorssment (agree somes agree & lot. agrees

completely) of  each of these belief statem=nt

l'[l

[

Howsvers & larger percentage of the2 woemen in the
bulimic group rated strong agreement (agres ® lotb,
agree completely) with these beliefs than did binge
ezxting or control womsn. Sora whereas some s but not

all, of the bulimic women studied irndicated very  high

endorsement of these belisfs, A MmO cciesT &b
endorsement of riglids. perfecticrmistic bellisfs relabtesd
to  dssues  of eating. welght and appeasraonce was  also

found for ccmpar'son controls.

The tendency Tor bulimics to strongly endorse such
beliefe was especially apparent for the following fwao
belietd statemsnts: "Faxt is disgusting.” and "Thinrness

ie admirable."s as 48% and 63% of the bulimic womeins

respEctively. stated that they argeed with these

Inm crder ti examiire differences crit the=
experimental task measwres dus to group assigrnment and
order of belisf packet presentaticon, & 2x3  MANOVA
identifvying group and order as  independent variables

&t Confidence Ratingsa Generated ArgumeEnts
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(standardized scorve only)das

and ETFectis

vearess Rabtlngs.

for Idicsyncratic and Common Beliefs as the dependent
vairiables was determins

Multivariate analvsis revealsd =& sigrnificant
effect of orders multivariaste F(&,70)=0.40P.p7.0001.

]

The =ffects For greoeup and group by order  interaction
ware not  significant. multivariate Fil2,140)=1,484,
oL 1S ainid Fil2,140=1.23, B .87 respectively.

analysis

indicated

Confidence FRatings and Gensrated
ardized score only? Wit
Idiosynoratic Beliefs. FOS5,78)=2.00 and po.004. &l
F{5.78)=3.78, A respectively. Fost hoo
compairisons using the Neuman—keuls procedure  indicated

thats ACT oSS Oroupss sk
idicsynoratic belisf pack
confidence concerning thelr
these beliefs to be signiftica
sigrnificantly mere rational/e
these belliefs. than subjects

pEL.03. 0 Means.

biects who recsived the
=t first rated the
ability to argue against

mtly higher, and gensr

ffective arguments against

who recelved this packet

ctandard deviations

and F

values for these variables are presented in Tabls 10,
Further the mean number of rational responses along
with the percent responses  that were rated 2y
clinicians as raticnal/effective argument e listed
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Table 30,
\

Means, Standard Deviations, and F Values for

Confidence Ratings and Generated Arguments

associated with Idiosyncratic Beliefs:

Effect of Order
(Common, Idjosyncratic) (Idiosyncratic, Common)
Order-1 yorder"z F(5,75)
Measure (N= 43) fN= 38)
Mean SD Mean SD
Confidence Ratings
for Idiosyncratic
Beliefs 3.58 1.58 4.67 1.62 9.00**
Standardized Score
of the Number of
Rational Arguments
Generated in Response
to Idiosyncratic
Beliefs .46 .19 .56 .22 3.98*

*» .05, **p .01 Note: the Standardized Score of the Number of Rational

Arguments Generated in Response to Idiosyncratic
Beliefs was the Total Number of Rational Arguments to
a Belijef Divided by Five, and Summed Across Five Beliefs.

Confidence Ratings were made on a scale of 1= Not at All
Sure,to 9= Very Sure.
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for Idicsyncratic and Common beliefss by group and

iom of Endorsement of BReliefs, Confidence
=2, Generated Argunents and Effectiveness Ratings
for Commor  and Idicsyncratic Beliefs.

fl

Im ovder to examine the general relatedness of:

subjecte” endorsemsnt of beliefsi  thelr confildenos

'l
ba

regarding thelr  abillity to argus effectively agains

these beliefs: independent ratings of the effectivensss

of thelv argumentsi  and subjects” own ratings of the
effectivensgse of thier arguments. a Fearson prodact
moment correlational analvsils was perfTormed. The Tour

summary scores lnvolved were: Endorsement of Bsllefs

an

23 Confidence Ratings 32 Bernsrated Argumsntss arnd 49
Effectiveness Ratlngsi for ot ITdiosyrncratic arcd
Common belliefs. Correlation cosfficlients and p valuss
for these variables'aﬁd for the BULIT and ARS are shown
in Tables 12. Means and standard deviations for these
variables across groups are listed in Table 13.
Althouwgh o causal inference may be made based
solely ain correlational datas the pattern o f

relatedness betwesn  the variables exramined indicates

that QCTOsSs idicsvynocratic amd CComme beliefs,

individusl endorsemnsnt of beliefs was meEgatively

rl
b
by

ted to theilr confidence about being able ta



Table 11, -
Mean Number of Rational Arguments/Total Responses and
the Percent Rational Arguments in Response to Idio-
cyncratic and Common Beliefs, by Group and Order

Common, Idiosyncratic Idiosyncratic, Common
(N=43) (N=385
B B B BE ' C
(N=16) (N=14) (N=13) (N=11)  (N=13) (N=14)
Idiosyncratic Beliefs :
X # Rational 10.3  12.2 12.5 13.2  16.5 12.3
x # Total 14.0  16.5 15.1 14.9  19.5 16.6
% Rational 74% 74% 83% 89% 85% 74%
Common Beliefs
R # Rational 11.7 12.4 9.6 13.0 15.3 11.7
% # Total 14.5 15.4 15.5 15.9  19.1 14.9
% Rational  81% 81% 622 82% 80% 79%

Note: There were five idiosyncratic and five common belief items so the mean number of
rational and total responses are the total numbers to five beliefs, divided by five.

FOT



Table 12,

Correlation coefficients and p

Values for BULIT, ABS, and

Confidence.Ratings, Generated

Arguments and Effectiveness

Ratings for:.Idiosyncratic and
Common Beliefs

ABRS BULI? CCiT ARGU ~EFFEC cour ARGY
(Idio) (Idio) (Idio) Comn) (Com)

BULIT JATHHRR

CONFIDRNCE L Coxk¥% _ TREER

(T80 ) T . e
ARGUIMENTS _ _

(1430, ) T
EFFECTIVENESS _ _ ogx ¥ AR

(taie.) . __ T O B
CONFIDENCE _ - .

9999992-____--________-_-:?f---___:gé ______ ??fff-__LEZf_____Lif _________________________
ARGUMENTS -

£§9@@9§2-_____________--__112_____-:1?-----:39 _______ f?fff---:??-----:f?ff _______________
EFFECTIVENESS

(Common) '001 -t13 017 024* 038*** 019 030**

* 005

**g .01

¥*%p ,001

**%%p L0001

Sk

L
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Table 13.
Means, Standard Deviations
for BULIT agnd’ ABS :Scores Along
\ with Endorsement, Confidence,
Rational Arguments, and Effec=
tiveness Scores for Idiosyncra-
tic and Common Beliefs
Measure Mean SD N=81
BULIT 79.96 21,14
ABS o 126.27 18.48
Endorsement/Idio. 5.12 1,11
Confidence/Idio. 4.09 1.67
Arguments/Idio. .51 .21
%standardized score)
Effectiveness/Idio. 5.32 1.31
Endorsement/Common 5.19 .64
Confidence/Common 4,07 1.30
Arguments/Common .49 .21
Effectiveness/Common 5.38 1.14
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effectively argue against bellefs. Furthers their
confidence was positively related to the number of

rational/effective arguments  they thought of sgainst

0

beliefs (standardized scoves only)

a3

and  Fimally the

numizer of  raticonal/sffective sarguments generated  was

positively relasted to subjects® ooen valuations of

thelr arguments as belng effective.

Although each of the four varliables

ighly related for idiocsynocratic belliefs, this was not

the case for  commonn belisTs., Mo relat W S

svident bhetween sl o 2lisefe and the  rwnber

generabeds betws

]

1

. PR som S - o om D - P o o f 2 e s - -
endorsemnent of ts oW evaluabtlons of

their argumentsi o betwaen cont idenoe ad
sffectiveness ratings.

Simce  this correlaticrnal anslysils was conducted
for ewploratoery purpoeses.  and not st forth in the

stated hypotheses of the studys the results will not be

addressed in the discussion szction.



CHAFTER IV

Discussion

The current study examined the tendency Taor
bulimic WOmeT te endorse  rigids perfectionistic
beliefs lncluding those concerning issues of  eating.
welght ad personal  performance. T additiom,
bulimice” confidence in theiv ability to genecate

effective srguments against such beliefs. their ability

oF
jia]
xIl
|'[i
b
]
i
]
o+
i
o
0
ok

LT LM climiclans  judged  to be
rational a&nd effective, and theilr self-svaluastions of
the sffectiveness of the arguments they generalbed  wers
examined.

Thiree ogroups were compacred on & mamber of
measures:  weomsn  whe fuldilled operationalized DSM-III

criteria for bulimias women who regularly bings ste but

did wnet FTuliill the operaticnalized criteria For

bulimiza., and control women who did not regularly bilngs

it
it

b, Subjects were compared on meassures of endorsement

4]

of rigida perfectionistic beli%f%; cornfidencs
concermning their ablility to argue effectively agsinst
such belisfss independent ratings of the effectivensss
of their argumentsi and self-evaluabtions concerning the
effectiveness of their arguments. These MERBUTES WETE

assessed  for  two  types of rigid. perfectionistic

110
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beliefs: Didicesyncratic beliefs. which concerned
lssues of eating., welaght and appearance.  and which a
pre-study indicated bulimic women endorsed  to a

significantly greater extent than controls; and 2)

cemmon beliefs,. which concerned other lssues and winich
)

the pre-study indicated noe differsnce in endorsement

betwesn bulimics and controls. These mEasurss  wWere
also asaessed Tor  twoe orders of sel et packet
presentations orne hald  the subjects v each  group

recelved & packet containing the coemmon bellef  items
Tirst followsd by a packet contasining the idicsyrnorablc
belief items, while the other half of the sobjects in

each group recsilved the oppoesite.

The results on the pre-superimentaxl task  measure
of endorsement of rigids perfectliconistic beliefs
indicated that bulimic women endorsed such belisfs to a
significantly greater extent than either the bings
exting women or control womer. who did ot dififer from
each other. Thilis finding its consistent with Ruderman’s
(1986) chbservaticon that womern who reported high levels
ot bulimic symptomatology tend to endorse  rigids
perfectionistic beliefs.

Furtheirs an  additiornal anslysis which compared
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groups on endorsement of each of the 20 beligf  items
caontainsd in the measuress indicated that women in the

bulimic group positively endorsed ning of these beliefs

te & significantly greater extent  then comparison
controlss these were  the & items on the scale

\

pErtaining toe lssues of eating: welght and appearancs,

aind three specific items COmEeETmlmg
performance. For other iltems

performance no difference betwesn

For twe of these nine items. bl

grouns were not Townd to differ in degreese of endors
althougn bulimics differsed from contreolse. These wers "

I must bs thin. or at leas

'ﬂ

t have the welight and shapes 1

want 1f I am to be truly happy with mvself"s  and "I

cr

must  live up  to the expectations of others." This
finding indicates that  these belief statemernts tapped
glebal concerns that were shaored by encugh members of

the bulimic and binge ating groups that no significant

difference existed between them.

Overall these results support the firet hypothesis
of the study. in that bulimic women differed From bings

eating and control grouss in thelr endorsement  of

~igida perfecticnistic beliefs, especially those
concErnling eatings welght and  appearance. HowEsver

positive endorssment of such beliefs was not found  to
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be idiocsyncratic to bulimics. Instead, the

"'!

characteristic difference betwesn bulimic and contrel
groups ‘concerned the extremely high levels of
endorsemnent gilven to such beliefs by the majority of

bulimic womesnd lte.e.s stating they agreed "a lot": or
)

"completely". This difference was most evident for the

1e disgusting”" and REEA Ry iat:

[ny
o
—t
T
~h
4]
Rl
o+

H P

admirable. . which 48% and &3% of bulimic WOHTIE T

respectively, stated they saresed with "completsly".

bulimics would rate thsir confidence in thelr a&bility

f = to

-
Ha
i
Fyon
poet
[[n

to argue efie tively against ldicsyvnaratic
be =sigrnificantly lower that would compariscn controlss
and that no differences would be discernible in
confidence ratings asscciated with common belilefs.  The
data did wnot support this second hypothesis  as  no
differences were founag between groups on these
confidence meEasuress.

& HER R effzct of order of belief packat
presentation was fourds however. as subjects across
groups whioe receilved the packets comtalning

idigosyncratic belief statements Tirst were me e
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contident that they could argus effectively against
these beliefe aid did in fact provide mer e
raticonal/effective arguments against these beliefs than
subjects who receilved this packet after having argus J
agalnst the common belisfs.

3
The thivd hypothesis of this study was that: in
L

comparison to binge 2ating and control groups.s bulimics

wowrld generate fewer ratlonal arguments agsa

m
e
hf
Pard

idicsvncratic beliefs, but that ne difference would be
fournd between groups for common belliefs. FrofTesslonsl
climical pesychologlists evaluated subjiscts® arguments
against both idiosynoratlic and common belisfs. T
rating arguments clinicians were blind too the status of
the subjscti they rated easch responss listed fto &
particular belisef as sither a raticnal/effective o

irrational/ineffective argument inst that belief.

fu
w

=
Clivicians judged bulimics® arguments against these

bEeliefs overall as being as rational and effective =

u

those posited by comparison controlss  thues the  thicrd
hypothesis of ths study was also not supported.

of b &

—‘(‘

cr

Howevers an ettect of ordesir lie Chet

[n]
o
i

presentation was once again found., As with confidence
ratings for idicsyncratic be2liefs.s subjects across

groups were fournd to more  rational/eftTfective

arguments against idicsvynoratic beliefs 1f presented
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vith these items Tirst A possible explanation  for
these order effects is that subjects who veceived this
packet first were not yvet experiencing Tatigue from the
task and that fatigue effected cornfidence and ability

to argue effectively agasinst idicsyrncratic beliefs. but

)
not common beliefs.  Althouwgh s fatigue factor may have
aftfected ability to  think of

against i1dicsynoratic beliefs. 1t did net seem  to

=ffect ability to think of {i.eas  both
effective and lneffective argumsnts) to idicsynoratic

belietTs. as cverall: subjects listed approximately the

BERME mumber  of  responses to ldiecsynoratic belied
statementes (refer fto Table 11) o matiter which belief

packet they reeceived firet (M=13.2 [CsI1 ws. M=17.0
LI.C1).

I¥ veplicsted, such an effect of fatigus would

o

suggest  that raticnal thinking about issues described
by the idicsyncratic beliefs (but not by  ths common
beliefs) might be especially affected by fTactors  that
impede concentraticon.  such as fatiaus or stress. If

bulimics rely less on active copilng stratsgies. such as
emplaying raticnal self-statsments. when stressed

(2.g.» Shatford and Evans, 198%) then this may be 1in

part dus the effect that high levels of stress or
strong emcticonal states have on thelr  ability to



concentrate at these times.
The findings of the present study comrntrast
sharply with suggestions by awthors such  as  Hawkins

(1284) and Mizes (1783) that bBulimics lack active

coping  strategiles such as  using raticnal gzl -
3
stataments. The data from the current study sugossts

o

hat rational

qmts o are as o availlable tao

bulimic subkjects concerning issuss of  sabting.  welght
and appearances as  they  are  to binge eaters  and
contirols. Thus 17 the theoretical assumptlon ls  trus
that bBulimics are lesse able or tend oot fo engage  in

raticonal self-statments in response to such exitreme and

perfectionistic thoughts., fthen this would not sesm  to
b

(]

becauss they carmnot think ratlionally  about  such

l=ssues. This Finding i1e in agreement with those of
Flatzmai (19824 who issused that bulimics recal led

engaglng in vaticonal problem—-scolving in regponse to

U]
oF
—i
1Y
4]
n
ot
o]
o

he samg extent as did controlss:  howsver,
bulimice did not find their coping efforts to be as

effective as did controals.

The fourt hypothesis of this study was  that
bulimice would vrate the arguments  they generated

against idicsyncratic beliefs to be less effectlive than
woel d CumpMOJ=DH controls. The data indicated that this

was net  the case: no difference betweesn groups  weare



fownd  concerolng  to what degres they thought theilr
arguments were acceptableg reascons why the beliefs
should ot be accepted as true. Furthers. as predicted,

e differences betwesn groups wers  Tound in their

]

ratings f how effective they thouwaght theilr argunents

-

sere against the common beliefs.
This finding doss noet support  Hatzman™s (19840

Tindimg that bulimics evalusted ths unse of

strategles., such as emploving ratlional problem—sclving.
g less effective than did controls. The discrepancy
in findings may well be saplained by the differences 1n
the variables being =assessed. It 1s 1likely that
Bulimic subjects 10 the present study e2valuated the
degrez to which their arguments were sccesptable ressons

why the belisefs should noet be sccepted as trues in berms

of how logicsl thelr argumesnts weres o how effesctive
they would e inm convincing soneone else that

maintaining these beliefs would not be in  their best
interest. I conbtrast. it is likely that Eatzman’™s
(17284)  bulimic subjectes evaluated the degree to  which
using strategies such as raticonal prablem—-solving
helped them in coplng with stress in terms of how  well
these strategies acted to reduce their cwn emocbtional
upset or amelicrate the stress at  hand. Employimg

active coping strategies such as raticnal problem-—
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salvings at  least what bulimics defined as
et seem  to lead Eatzman®s (19284) sub jects to  fTesl

se & individusal TIOWS

soimetihing

that becau
L:

better. _
o tion

be upszt about

e

the
1l [RInR>
feel upset

Whil
aticnally that she shoul
)
does not  mean that she will noe longer fa
paradoxical. 1t is an important concept  1n
arnding  and treating affective disorders. I
ordar to undersetand  this paradox in terms of A&
cognitive-benavioral th@ory . a that AT
attitudes have signifilcanmt  1mpli Clors
ant to  remembe that
conceptually

it is impovt
CAan

i
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images and feelings related to & matter. A bulimic may
krmows for examples.  that 1 she gairns welaght her loved
cnes will not reject hers  her bO”?!lC]d will not leave
hers or that she will ot becoms ugly a&nd unattractive.
Howsver. she may simultanscusly flash on imsges  Trom

Y

the past that are assccilated with anxisety and negative

emcbion velated to  this lssus. She may sss  her
mother s disapproving look &t her reaching  for & plece
ot desserts hear her male peers  at highschoal
snickering as the “fat girl® passed oy in thse hall.  or

rememzer hoew tight in places the clothes she considers

e fye

[

toe be stylish feel on her. She may know tha

showldn™t  Fear gaining weilght but she hacbors  lmagss

arnd associated emotions. which also smem to b acocurate
reEpresentations of reality. that give rise to the rigld

i

[}

o
in
—

fe concerning  the extreme lmportance of, for
gxamples not gaining weight.
Much of the bulimic woman’™s edperisncs upon which

she basss her attitudes and beliefs about itossues  of

it
!'u

T

:u

eating. weight and app: ance seemingly develop during
her adolescence when strong and lablle feelings are
attached to many personal issuss such as intelligencae.
athletic abilitys persconality and attractivensss. Thus

ar important intervention in the ftreatment of 2 bulimic

individual would sesmingly i1nvelve  convinoing her



beliefe are

emcticnally that her rigid, perfecticnisti

N

based on faulty assumpticns about what is & faivr  and

0y
o

accurate view of the way things asare. This would reguire
helping her to ldentify the imsges and emoticons  that
give rise to her beliefs and her etvrong emobional

reactions surrounding  thess  issues. Indeed, many

It
Ll
-4
[x]
i
i
-
(]
~
=i
=)
i
=
i
HY
"~
=i
it
—
o
o
fii
jul

treatment shrat

1l

gi

ioms to this end. such as gquesticoning medls

cogrnitive—restructuwring (e.g.s Wolchik st al.s 1988&).
The results of  the pressnt study  suggest that
factore which i1mpeds concentraticn. such as fﬂilgum,

may interfere with a&bility to  think raticonall 1

b

¢

resposs to vigld o and  perfectionistic ldeas about

gating, welght and appsarance. Since bulimics at times

e

esperience high levels of anxiety and negative fes

ﬂ
m

2lings
assacliated with these ilssues (e.g.s Johnscorn and Larsors
1982). i1t is reasconable to assume that at the time when
&ngaging in rational self-statements might e helpiual.
the intensity of their feelings may i1mpedes ability to
think rationally about thess issussi  thus working  to
reduce  the intensity of emctional reactions might be a
necessary  filrst step in allowing the bulimic to cope

further thirough use of active cogoitive CopEing

strrategies.



This concept of ne2eding to address ceognitive

factors which create distress 1s described in Covne et
al. s (1781 model of a reciprocal relaticnship

betweern the way an individual appralises her situation
and the coping mechanisms she emplove. IT vigid.
1

perfecticnistic beliefs concerning. for example. ths

T—contral and o being thins are

et

impertance of  se
maintained along with dysfunctionzl stylss of ressoning
such as magnifying the importance of mistakes. then 1t
iz likely that most any coping strategy will  be
uwndermined.

Limitations of the present study-

There are esveral limitatiome to the present
study. Firsts the results are bassd on & subclinical
sample of bulimics. Thus, ©the dsgree to which the
results can bz gerneralized to bulimics who seek

.t .‘...

10

Hi]

atment is unclear. Seconids the data are based on an

experimental task which uwsed idicsyncratic belief
statements a&s an analogus for rigid.,. perfecticnistic
thoughts  which bulimices might experience. Thus, the

degree to which the results can be generalized to how
bulimics might represent thess issuss in wavys that are
zalient to  thems and how they might respond to such
thoughts in vivos are not clear. Fubture studies might

have bulimicse vecord Thoughts  and self-statenents
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during times of stress in order to provide information
regarding  the Torm these thoughts take. Thirds the
present study focused on cogrniticrns  in response to
riglids perfectionistic ldeas both related and wunrelatesc
te  lssues of eatings w2light and appsasrancs. A moTrE
)

complets understanding of the bulimics® experience of
thoughts  about such  issues would alsce require  the
assessmnent of emotional states.

In summarys the present study reoresents ar
empirical btest of  basic  assumptions of  cogrnlitive—
behavioral theory as applied to bulimia Eulimics did
exvhibit characteristic endorsement of i33d
perfzctionistic belisfe concerning issues of =&t 1ing s
weight and appeEarance:  but not concerning issues of
perecnal performance.

Furthers contrary to previous hypotheses. bulimics
did noet  exhibit deficits in ability to use raticnsl
sglf-statements in TESHOTISE to rigidas extrems

statements concerning =atings weight and  appearancey
TIC did they evaluate theilr statements as  being  aoy
le=s acceptable  than bilhnge eaters and comtrols.

Firmallys =& counterbalancing across grovps of the
crder of beliet packet presentation allowed examination
of an irnteresting effect which indicated that =across
groups wemen  Tound 1t movre difficult to argue
effectively against igid. perfectionistic beliefs
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concerning eating. welght and appearance such that
beirng somewhat Tatigued by having first argued against
the commor  beliefs significantly affected their

confidence and performancea in airguing agalnst

itdicsyncratic beliefs

-

Overalla the dats  from this study support
assumptions of cognitive-behavioral theory of Bulimia

da

to balimics malmtaining rigid,

-

D
u
&l-

u]
T
-}
mn
In]
ct
w
o
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et
]

tic beliefs concarnming issues of @ eabtings
welght and appzarances but sugpgest that the assumption
regarding bulimics  belng lsss able or likely to use
coping str

tegil such as rational self-statemsnts be

m
m
it

refined to lnclude the peossibility that high levels of

may interfers with effective uwuse of
such strategies that are otherwise availables to
bulimics. The limitations cof this study ok
withstanding: these findings would appear to have clear
implications For the wunderstanding and treatment of

bulimia i young woemen.
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Motes
Mote 2. Univariate analyses revealed no sigrnificant
differences in the results of the analvses
gnploved when  the TfTollowling subksamples were
Voexamined:  Subjects  who recsived payment  vs.

ubjects who received cowss credit For
a.tlulpm ioms subjects run by one ve. the other
the two experlimnenterss sub jects whio

o Lfl
_.h

s Xon =

2t ipated i Sprivg of 1985 ve. Spring of
?84. Thersfore the dats from thess groups were
mbimed in the Final anslvses.

- T

3 J.l

Mote 3. The Eating Disoders Inventory (EDIDY amd the
Self-Efficacy Scale (SEGS were alec adminetered
A sub jects as  screening  aeasures oo &
sgparates unrelated study.

Mote 4. Due to administrative constralnts. 1t was
necesszary fto administer the Attltude and Belilef
Survey  to subjects sesn in chm aprlﬁq of 178&.
within an how before the perimental  task
zEssions as  compared  to at lcgst & Tew days

before the session for subjects seen Ln Sprinmg of
1785. Howewver cutblined i1nm MNots 3. the
closer temporal admimistration of the survey did
not seem to lead to any significant differences
in terms of the sxperimental task scores
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Appendix A
Questions on the BULIT

which pertain to DSM-III
categories

A. Recurrent episodes of binge eating (rapid consumption of a large amount of
'
food in a discrete period of time, usually less than two hours). #1, c-e;

(# 4, a); #24, a=b: #31, a-c.

B. At least three of the following:
1) Consumption of high-caloric, easily digestible food during a binge. #21, a-c.
2) Incomspicuous eating during a binge. #5, a.

3) Termination of such eating episodes by abdominal pain, sleep, social interup-
tion, or self-induced vomiting. #3, a-c; #8, a-c; #30, b-e.

4) Repeated attempts to lose weight by severely restrictive diets, self-induced
vomiting, or use of cathartics or diuretics. #7, a-d; #19, e; #15, a-d; #34, a-d.

5) Frequent weight fluctuations greater than ten pounds due to alternating binges
and fasts. #25 or 32, a-b.

C. Awareness that this eating pattern is abnormal and fear of not being able to stoo

eating voluntarily. #6, d-e; #13, a-c; #18, a-c.

D. Depressed mood and self-deprecating thoughts following eating binges. #14, a-b;

#16, d-e; #20, a-c; #29, a-b.

E. No history of anorexia nervosa or any known ohysical disorder. (#25 or #32, a-b;

interview)
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Lozbroctions for Fating Subaect Totervisws

The purpose of these ratings 1s to enswre that subjscts
vt participeted in omy dissecrtation study meet Cn1h=r1n

Tow mizlusion wnto one of  thiree categories. The thres
catwegories e labsled  "Balimic®. "Binge eating"” and
Rt
]

T order for a subject to misst the regquivements Too
tihe "Bulimic" category she must mest S majoi- criteria
together these critsiria desciibs the :/nduome of
vooether these criteirila describe the syndrome of
Brie Lol s = deTined 1in the DEM-III (these criteria are listed
D v Tat1Ng shests) .,
The ratbey 1s asked to use her/his  clinical judamean
=7 d1g whethers each of these ciriteria are satisfied.
: gince bhese DEM-TI1 criteria e descriptive rather
iz ,ective 1a natuwre,  the followinmg guidelines  are
iv determlinlng vour ratings. The
e ]«h-i =d A—-E as are the DSM-I1II1 criteria to

o
HI

31

1]

A) Meeting the criterion of recurrent episcdes of binge
eating would requivre that a subject reports episcdes of
excessive eating (over the course of less than a few hours)
with a firequency of at least 2-3 times per month.

Ml thiouwgh EUbJECt: will differ in terms of  the amount o
T thev consider "excessive” & rule of thumb might be
repovhts of eating food (In dddltl@ﬂ to ireqular sized meals)
: ) caloviess this may be considered

1 @ &
Z1Qn01 qtake  as 1t represents more than 204 of the
Tl szEeds of the average woman in thiz age giroup.

RB) (1) A wide range of focds may be considered high-
caloric and easily digestible", however, such foods are
generally those that are abundant in the less compl
carbohydrates and/or fTats.

(2) Inconspicucus eating during a binge may
include sclitary eating or eating only in the presence of
thaose who are clocse friends.

(3) A'subject would have to report that ore or



more of these usually cccur followiing binge eating in order
for this sub-critericon to be satisfied.

(4) ‘ This subcritericn is not to be marked i1f a
sub ject reports use of diuretics or vomiting independent of

weight cootrols i.e.sy &) coccassional use of diwretics to
reduce menstrual discomfort (no movre than once per month),
o b)) episcdes of self-induced vamiting in response to
nausea caused by excessive intake of alcochol or illness such

as the flu (nc more than twice in the past year).

Restrictive diets may generally be considered those in
which a woman significantly reduces her caloric intake for
a few consecutive days or several days per month (i.e..
te less than 60%4 of her daily needs, or less than 1200
calories per day).

IT a woman reports pericdically "cutting back” on her
food intake while still maintaining an adequate and balanced
diet then this would nct be considered restrictive dieting.

Mote: Wh

e 15

i b

[ U]

(S A subject would need to report a weight gain
and loss of approximately 10 poundss at least once in  the
past yeér in order for this sub-criteriocn to be satisfied.
Such gain(s) and loss(es) must be primarily due to changes
in eating.

() For determining whether this criterion is
satisfied. raters will most likely have to rely on their
gerneral clinical impression regarding whether a subject: 1)
perceives her pattern of eating to be asbnormal and 2) fears
not bzing able to moderate her eating.

Since to some  extent binge sating and dieting are
common 1n colleage populaticns, a subject’s recognition that
e "pattern of eating is abrocrmal’" may be more apt to  be
expressed 1n terms of concern about (or dissatisfaction with)
the way she =ats. Similairlys 2 subject may state her Tear
Gor  concern about bthe compulsive natuwre of  her  eating  1n
e ms ather than “Tear about not being able to stop =2abing
voluntarily' . per s2.

Iy general. the rater ie asked to uss her/hige clinmical
judament | 1n determining whether a "subject meets this

CirltEriom.



D) fis with Criterion Cy & more genera clinical
impression may be relied on regar-ding whether maladaptive
thoughts and feelings are asscciated with binge eating.

E) In determining whether this criteriocon is met, raters
are acsked to consider subjects® reports of significant
weight loss and physical illness. This critericen is nct
te be marked if the rater makes & judgment that there is a
likely histery of ancorexia nervesa or of physical discorder
that would significantly affect eating or weight.

o0 me2st the regulvemsnts

order for a subgect T
2 the "Binge eating” or the Y"Control"” categeoiries.s she
s b AT the oriteria listed onm vou vabting sheets. The

gquitdelines  regecding binge eating., dieting and use of
maglng  aethods msy alse be helpful here.

I ovor ficd that & subject dees ot fit any of  the
cebeqorise then leave the box 1n the upper right hand
_ of each cateqory blamk: otherwlise, place & mark  in
the spp opviate b Only one categoyy shouwld be marked.

Thank voinr Tac vour time and effort. If vou should have
sy Queszhioniz conceirnling these ratinge please contact me.
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INTERVIEW RATING SHEET Rater
Subject #

1) Binge eating frequency 2) Dieting frequency
a) 3-6 times. a week a) More than 5§ times in the past year
b) Once or twice a week b) 4-5 times in the past year
c) 2-3 times a month c) 2-3 times in the past year
d) Once a month or less d) Once in the past year
e) Never e) Not in the past year

3) Vomiting frequency 3) Laxative/Diuretic use (circle)
a) 2 or more times a week a) Once a day or more
b) Once a week b) 3-6 times a week
¢) 2-3 times a month c) Once or twice a week
d) Once a month d) 2-3 times a month
e) Less than once a month e) Once a month or less
f) Never f) Never

Bulimic (check all that apply) I

A. Recurrent episodes of binge eating (rapid consumption of a lar?e amount of
food in a discrete period of time, usually less than two hours

B. At least three of the following:
1. Consumption of high-caloric, easily digestible food during a binge.
2. Inconspicuous eating during a binge.

Termination of such eating episodes by abdominal pain, sleep,
social interuption, or self-induced vomiting.

4. Repeated attempts to lose weight by severely restrictive diets,
self-induced vomiting, or use of cathartics or diuretics.

5. Frequent weight fluctuations greater than ten pounds due to
alternating binges and fasts,

C. Awareness that this eating pattern is abnormal and fear of not being able
to stop eating voluntarily.

D. Depressed mood and self-deprecating thoughts following eating binges.
E. No history of anorexia nervosa or any known physical disorder.

_— 3

Notes:

Binge eating ‘

A. Binge eating with a frequency of at least 2-3 times per month.
B. Dieting with a frequency of not more than 5 times in the past year.

C. Use of Vomiting, Laxatives, and Diuretics with a frequency of once a month
or less (or never)

- - - > > > - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - .

Control. same criteria as above but also binge eating less than once a month.

=
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Post-task Subject Interview

The first content area that we cover is that of binge eating. We want
to know if you ever eat a lot of food over the course of only a few hours.
M .

*If NO- ask: Do you fell that ‘you overeat or over-indulge sometimes? (Wait)

*If NO- skip to starred line.
*If YES- use the term overeat instead of binge eat in the re-
mainder of the interview.

*1f YES~ continue:

Can you describe how you eat when you binge eat/over eat? First, what I
mean is that some people describe that binge/over eating for them means eating
a whole big bag of Dorito's, then 2 or 3 candy bars, etc.- while others say
that binge/over eating for them is 5 apples, or a sundae.

What and how much do you tend to eat when you binge/over eat? (Wait for
response and repeat each sentence the subject says).

How often per day, week, or month would you say you eat this way?
Are there some foods you tend to over eat on more than others?

How long might you spend eating like this: for example, 20 minutes,
2 hours, an evening?

Where are you usually when you binge/over eat?
Are you usually with other people or by yourself?

How often do you feel full from binge eating/over eating to the point
where your abdomen hurts? (If needed, prompt: Would you say Always? Sometimes?
Never?- for these questions.)

How often do you feel sleepy or go to sleep after binge eating/over eating?
If someone called you or came in to where you were, would you stop eating?
Do you think you'd go back to eating when they were gone?

How often have you purposely vomited at the end of binge eating/ over eat-
ing to relieve feeling overly full? (If yes to vomiting) How often per week,
or month do you vomit? How long have you used vomiting in this way?

How often would you say you've gone on a strict diet in the past 2 year ?
How about the last year?  How long do your diets last in days or weeks?

Can you describe what a strict diet is for you? For example, what might
you eat in a single day?
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Have you ever used laxatives to control your weight?
Have you ever used water pills, diuretics, to control your weight?

Have ydu ever used self-induced vomiting for any reason?
(If yes- then ask: Do you use this method now?, How often?, How long
ago did you start/ or, How long ago did you used
to use this method?)

Have you gained or lost more than 10 pounds in the last few years?
If YES- How often would you say you've lost 10 or more pounds in the
past 3 years?

How often would you say you've gained 10 or more pounds in
the past 3 years?

What were these gains or losses due to?

Have you lost or gained this much weight in the last year?
(If yes- Tell me about that.)

If NO- Have you gained or lost more than 5 pounds in the last
2 years? : ’

What were these gains or losses due to?
What's the biggest weight loss you've had in your lifetime?

When and why did this occur (If due to dieting/purging then ask if she
ever saw a professional about the weight loss; what did he/she say?)

Compared to other people in college, would you say that your pattern of
eating is pretty much the same as theirs or different than theirs?

In terms of the larger population, would you say the way you eat is
normal or abnormal?

What, if anything, would have to change for you to be satisfied with
your eating pattern?

What, if anything, would have to change for you to be satisfied with
your weight?

Do you ever feel that your eating is out of control? Do you ever feel
that you just can't stop eating?

Do you think that you will binge eat/over eat in the future?

Do you ever fear not being able to stop eating voluntarily?
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Are you ever depressed or feel bad about yourself after you've binge eaten/
over eaten?

What might you think to yourself?
3
How often do you feel this way?

Do you have any physical disorders that you think affect your weight;
like bad knees so you can't exercise, hypoglycemia, diabetes, etc.?

And finally, what 1s your current height and weight?

.

That's it. Thank you very much for coming in; do you have any additional
questions?

(For subjects who express strong concerns about their eating, etc., talk to
them about referrals as outlined in the separarate script.)
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SMITH AND THELEN TINVENTORY

Answer each question by filling in the appropriate circles on the computer answer
sheet. Please respond to each item as honestly as possible; remember, all of the
information you provide will be kept strictly confidential,

* * k% % % % %

1. DO YOU EVER EAT UNCONTROLLABLY TO THE POINT OF STUFFING YOURSELF
(i.e., GOING ON EATING BINGES)?
\

a. once a month or less (or never) d. ' 3-6 times a week
b. 2-3 times a month e, once a day or more
c. once or twice a week

2. I AM SATISFIED WITH MY EATING PATTERNS.

a. agree d. disagree
b. neutral e. disagree strongly
c. disagree a little

3. HAVE YOU EVER KEPT EATING UNTIL YOU THOUGHT YOU'D EXPLODE?

a. practically every time I eat d. sometimes
b. very frequently e. seldom or never
c. often

4. WOULD YOU PRESENTLY CALL YOURSELF A "BINGE EATER"?

a. yes, absolutely d. yes, possibly
b. yes e, ., no, probably not
c. yes, probably

5. I PREFER TO EAT:

a. at home alone d. at a friend's house
b. at home with others e. doesn't matter
c. 1in a public restaurant

6. DO YOU FEEL YOU HAVE CONTROL OVER THE AMOUNT OF FOOD YOU CONSUME?

a. most or all of the time d. rarely
b. a lot of the time e. never
c. occasionally

7. 1 USE LAXATIVES OR SUPPCSTTORIES TO HELP CCNTROL MY WEIGHT.

a. once a day or more d. 2-3 times a month
b. 3-6 times 3 week e. once a month or less (or never)

C. once or twice a week

8. I EAT UNTIL I FEEL TOO TsRED TO CONTIMNUE.

pY

a. at least once a d:y 4. 2-3 times a month
b. 3-6 times a week e. once a month or less (or never)

c. once or twice a week
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11.

12.

13.

14,

15.

16.

17.
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HOW OFTEN DO YOU PREFER EATING ICE CREAM, MILK SHAKES, OR PUDDINGS DURING
A BINGE?

a. always _ d. seldom or never
b. frequently e. I don't binge
c. sometimes

HOW MUCH ARE YOU CONCERNED ABOUT YOUR EATING BINGES?

)
a. I don't binge d. major concern
b. bothers me a little e. . probably the biggest concern in
c. moderate concern ; my life

MOST PEOPLE I KNOW WOULD BE AMAZED IF THEY KNEW HOW MUCH FOOD I CAN CONSUME
AT ONE SITTING.

a. without a doubt d. possibly
b. very probably e. mno
c. probably

DO YOU EVER EAT TO THE POINT OF FEELING SICK?

a. very frequently' d. occasionally
b. frequently e. rarely or never
c. fairly often

I AM AFRAID TO EAT ANYTHING FOR FEAR THAT I WON'T BE ABLE TO STOP.

a. always d. sometimes
b. almost always e. seldom or never
c. frequently

I DON'T LIKE MYSELF AFTER I EAT TOO MUCH.

a. always d. seldom or never
b. frequently e. I don't eat too much
c. sometimes

HOW OFTEN DO YOU INTENTIONALLY VoMiT AFTER TATING?

a. 2 or more times a week d. once a month
b. once a week e. less than once a month (or never)

c¢. 2-3 times a month
WHICH OF THE FOLLOWING DESCRIPES YOUR FEELINGS AFTER BINGE EATING?

a. I don't binge eat d. I feel quite upset with myself
b. I feel O.K. @. I hate myself
c. I feel mildly upset with myself

I EAT A LOT OF FOOD WHEN 1'M NOT EVEN HUNGRY .
a. very frequently d. sometimes

b. frequently c. seldom or never
c. occasionally



io.

19.

20.

i
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MY EATING PATTERNS ARE DIPFERLNT FROM EATING PATTERNS OF MOST PEOPLE.

a. always d. sometimes
5., almost slwavs e. seldom or never
c. frequently

I HAVE TRIED 70O LJOSE WEIGHT BY FASTING OR GOING ON '"CRASH" DIETS.

a. not ‘n the p4ast year d. 4-5 times 1in the past year

b. once in the past year e. more than 5 times in the past year
c. 2-3 times in the past year ’

I FEEL SAD OR BLUE AFTER EATING MORE THAU I'D PLANNED TO EAT.

a. alwavs d. sometimes

b. almoct alwaye e. celdom, never, or not applicable

c. frequently

WHEN ENGAGED IN AN EATING BINGE, I TLEND TO EAT FOODS THAT ARE HIGH IN
CARBOHYDRATES (SWEETS AND STARCHES).

a. always d. sometimes
b. almost always e. seldom, or I don't binge

c. frequently

COMPARTD TO #CST PHCPLE, MY ABLLITY L0 CONTROL MY EATING BEHAVIOR SEEMS TO BE:

4. great2~ than others' ability d. much less
b. abouc fne same e. I have absolutely no control
c. less

ONE OF YOUR REST FRIENDS SUODEMNLY SU-GCESTS THAT YOU BOTH EAT AT A NEW
RESTAULRANT RUFFET THAT NICTHT. ALTH.UGH YOU'D PLANNED ON EATING SOMETHING
LIGHT AT H:ME, YCU GC AHFAD AND 847 CVUT. FATING QUITE A LOT AND FEELING
UNCOMFORTALLY FULL. ROV Woldd TOU FEKL ABOUT YOURSELF ON THE RIDE HOME?

a. fiae, gled T'd tried that new zestaurant d. upset with myself
b. a little regretiti that I'd esten so much 2. torally disgusted with myself
c. scmewhr. disappointed ia myse.f

I WOULD TRESENTLY LABEL MYSELF R ‘COMPULSIVE EATER'" (ONE WHO ENGAGES IN
EPISODES OF UNCCNTROLLED EATLNG)

a. absolucely d. yes, possibly
b. yes : e. no, probably not

c. yes, prubikiy
WHAT IS THD MOST WELICHT YOU!YE EVER LOST IN OKE MONTH?
over 20 pounds d. 4-7 pounds

a.
b. 12-20 pounds e. less than 4 pounds
<. 8&-11 pounar
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27.

28.

29.

-30.

31.

32.

33.

IF I EAT TOO MUCH AT NIGHT I FEEL DEPRESSED THE NEXT MORNING.

a. always d. seldom or never

b. frequently e. I don't eat too much at night

c. sometimes

DO YOU BELIEVE THAT IT IS EASIER FOR YOU TO VOMIT THAN IT IS FOR MOST PEOPLE?

a. yes, it's no problem at all for me d. about the same
b. yes) it's easier e. no, it's less easy
c. yes, it's a little easier

I FEEL THAT FOOD CONTROLS MY LIFE.

a. always ' d. sometimes
b. almost always e. seldom or never
c. frequently

I FEEL DEPRESSED IMMEDIATELY AFTER I EAT TOO MUCH.

a. always d. seldom ar never
b. frequently e. I don't eat too much
c. sometimes

HOW OFTEN DO YOU VOMIT AFTER EATING IN ORDER TO LOSE WEIGHT?

a. less than once a month (or never) d. once a week
b. once a month e. 2 or more times a week

¢. 2-3 times a month

WHEN CONSUMING A LARGE QUANTITY OF FOOD, AT WHAT RATE OF SPEED DO YOU
USUALLY EAT? .

a. more rapidly than most people have ever eaten in their lives
b. a lot more rapidly than most people

c. a little more rapidly than most people

d. about the same rate as most people

e. more slowly than most pgople (or not applicable)

WHAT IS THE MOST WEIGHT YOU'VE EVER GAINED IN ONE MONTH?

a. over 20 pounds d. 4-7 pounds

b. 12-20 pounds e. less than 4 pounds
c. 8-11 pounds

FEMALES ONLY. My last menstrual period was:

a. within the past month d. within the past 6 months

b. within the past 2 months e. not within the past 6 months

c. within the past 4 months
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35.

36.

I USE DIURETICS (water pills) to help control my weight.

a. once a day or more d. 2-3 times a month
b. 3-6 times a week e. once a month or less (or never)
c. once or twice a week

HOW DO YOU THINK YOUR APPETITE COMPARES WITH THAT OF MOST PEOPLE YOU KNOW?
a. many times larger than most d. . about the same

b. much larger e, smaller than most
c. a little larger

FEMALES ONLY. My menstrual cycles occur once a month.

a. always d. seldom
b. usually . e. never
c. sometimes
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Attitude and Belief Survev

Instructions: The following is a list of attitudes and beliefs that people in
our culture mav agree with to greater or lesser extents. Please
read each of the statements below, one at a time, and indicate
the degree to which vou agree or disagree with each.

Indicate your answers on the ooscan form, numbers 91-120, using

' the following scale:

1 2 3 4 5 6 7

1 . 1 1 1 1 , 1
Disagree Disagree Disagree Neutral Agree Agree Agree
Completely Alot Some Some Alot Completelv

9l. My past historv determines mv present behavior and will inevitablv determine
my future behavior.

92. I should become quite upset over other people's problems and disturbances.
93. One should strive for perfection.

94. Absolute certaintv is necessarv in making decisionmns.

95. For every good thing that happens in mv life, something bad will haonen.

96. I must be thin, or at least have the weight and éhaoe that I want, if I
am to be truly happy with myself.

97. I should be dependent on others and need someone stronger than mvself on
whom to rely.

98. A primarv way that people judge me is bv how I look.

99. There is invariably a right solution to all human problems and it is a
catastrophy if this solution cannot be found.

100. It is superior to show self-restraint than to engage in self-indulgence.

101. I should be thoroughlvy competent and achieving in all that I do, if I am to
consider myself worthwhile.

102. High caloric foods are intrinsically harmful to health and well-being.
103. Complete self-control and discipline are desirable.
104. I must be competent in all I do.

105. Thinness is admirable.

106. I must live up to the expectations of others.
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1 2 3 4 5 6 -7

1 L 1 1 1 1 1
Disagree Disagree Disagree Neutral Agree Agree Kree
Completely Alot Some Some Alot Completelv

\
107, For me, weight gain means that I'm bad or out of control.

108. Human unhappiness is externallv caused .and people have little or no abilitv
to control their sorrows and disturbances.

109. 1If something bad is going to happen, I should be terriblv worried about it.

110. Certain people are bad and should be severelv blamed and punished for their
bad actions.

111. It is necessarv for me to be loved or approved bv virtuallv everyone around me.
112, Fat is disgusting.

113. It is better to avoid than to face certain life difficulties and self-
responsibilities.

114, Tt is awful when things are not the wav I want them to be.

115. Other people are more likelv to be loved than I am because thev are more
admirable than me.

116. I would rather be alone than in a relationship where I wasn't fullv acceoted.
117. It is very important to have goals, dreams, and standards of achievement.
118. Others must earn my trust.

119. I must be giving and good.

120. The best time of life is when you are a child.
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ATTITUDES AND BELIEFS

OURSELV:3S AND OTHERS

ID#
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Attitude and Belier Survev

Confidence Ratinv

ip#

Rate how confident vou are that vou can come uo with 5 different reasons,
or refutations, as to vhv the followine statement mizht not he true?,

Instrucgions:

Statement: '"One should strive for perfection."

o

Very

Not at all Neutral
confident

confident
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Attitude and Belier Survev
Written Resnonse Sheet

ID#

Instruckions: In the form of one sentence statenents, trv to list um to 5 reasons,
or refutations, as to whv the statement below micht not be true.

Statement: "One should strive for perfection."

=

(List more in the space below if vou've titousht of more than 5.)
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AMUtTtude el Belict araes

Confidence Ratin«

ID#

Instructions: Rate how confident vou are that vou can come up with 5 different reasons,
—_—— . - .
or refutations, as to whv the following statement might not he true?

Statement: "It is necessary for me to be loved or apnproved bv virtuallv evervone
around me."

1 2 3 + bl H 7 8 9

' ' [ 1 1 ' ' [ '

Not at all Neutral : Verv
confident confident
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Attitude and Belief Survev
Written Resnonse Sheet

ID#

Instructions: In the form of one sentence statements, trv to list un to 5 reasons,
or refutations, as to whv thes statement bolow might aot be true.

Statement: "It is necessary for me to be loved or aporoved bv virtuallv evervone
around me."

~

(List more in the svace below if vou've thoutht of more than 5.)
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Attitude and Belici Survev

Confidence Ratiay

ID#

Instructions: Rate how confident vou arce tihat vou can come up with 5 different reasons,
3 ROy ] s g ., 3
) or refutations, as to whv the followine statement might not be true?

Statement: "It is very important to have goals, dreams, and standards of achievement."

Not at all Neutral Verv
confident confident



Attitude and Belicf Survev
Writcen Resnonse Sheet

ID¢#

o vhiv the statement below micht not be true,

Instructions: In the form of one sentence statements, trvy co list un to S reasons,
r

' or refutations, as

Statement: It is verv important to have zoals, dreams, and standards of achievementc."

o~

(List more in the svace below if vou've thousht of more than 3.)
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Attitude and Belicd S

Confidence “acin:

ID#

vou can vome uo with S different reasons,

Instructions: Rate how confident ou
“ritowing stavement aizht ot be true?

or refutations, as to

Statement: ."gthers must earn amv trust.”

1 2 3 4 3 3 7 3 9
N ' [ [ ' ' ' ' '
Not at all Leucca! Verv

confident contident
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Atticude and Belief Survev
Written Response sheet

LD

Instructions: In the form of one sentence statements, tre to list um to 5 reas.as,

\ or refutations, 1s to whv the statement boiow mizht not be true.

Statement: ''Others must earn mv trust.'

(List more in the soace below if vou've thousht of more than 5.)
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Attitude and Belief Survev

Confidence Rating

ID#

Instructions: Rate how confident vou are that vou can come up with 5 different reasons,
or refutations, as to whv the following statement might not be true?

Statement: "I must be giving and good." :

1 2 3 4 5 5} 7 8 9

Al ) L 1 L] 1 ’ A 1

Not at all Neutral Verv

confident confident
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Attitude and Belief Survev
Written Response Sheet

ID#

3
Instructions: In the form of one sentence statements, trv to list um to 5 reasons,

or refutations, as to whv the statement below mizht not be true.

Statement: "I must be giving and good."

(List more in the space below if vou've thought of more than 5.)
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ATTITUDES AND BELIEFS

OURSELVES AND OUR BODIES

ID#
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Attitude and Belier Survev

Confidence Patin-

ID#

Instructions: Rate how confident vou are that vou can come uo with 5 Jifferent reasons,
or refutations, as to «hw the (ollowing statement might not he true?

Statement: '"Thinness is admirable."

1 2 3 K 5 B 7 Q 9

] ' 1 ' ' ' ' ' '

Not at all Neucral Vervy
confident cenfident
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Accitude and Belict Sureev
Heitten Resnense Sheet

ID#

Instructions: In the furm of one sentence stateneats, tre co lisc un to 5 reasons,
3 or refutations, as to why the statoment below mizht not be true.

Statement: "Thinness is admirable."

(List more in the soace below if vou've thousht of more than 5.)
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Atticude and Belief Survev

conf idence Patin:

ID#

Instructions: Rate how coufident vou are tiit vou can come up with S diffecent reasons,
or refutations., as to why the following stitement mishtc not he true?

)
Scatement: A primarv wav that neonle judge me is bv how I look."
1 2 3 a 3 [} 7 8 Q
[} ] . [ ) ' ' 1 ]
Not at all Neutral Vere

confident - confident
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Actitude and Belict Survev
Written Response Sheet

ID#

Instructions: 1In the form of one sentence statements, trv to list un to 5 reasons,
\ or refutations, as to vhv the statement bolow wivht not be true.

Statement: "A primarv wav that peoole judge me is bv how I look."

(List more in the soace below if vou've thousht of more than 5.)
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Arricude and Belicr Surves

ID#

Instructions: Rate how confident vou are that vou can core uo with 5 different reasons,
or refucations. as o vhy ciwe following statersent micht not he true?

Statement: "Far is diswusting.”

1 2 ) 4 ) i 7 9 9
' ) [ [] [ [ ' ' []
Not at all Seutral Var:

. confident - confident
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Attituwde and Belict Survev
Written Resnonse Shoet

ID#

Instructions: In the form of one sentence statements, trv to list un to 5 reasons,

\ or refutations, as to vhv the scacement boiow might not be true,

Statement: Fat is disgusting."

=~

(List more in the space below if vou've thought of more than 5.)



Attitude cod Paebice S

Confidence Rocine

ID#

Instructions: Rate how confident vou .are tihat vou can come uo with 5 different reasons,

or refutactions, as to vihiv the Tvilowing scatement mivht not he true?

Statement: ''For me, weight gain means that I'm bad or out of control."

1 2 3 f 3 i 7 ] 5]

' ' v ' ' ' ' ' ¢

Not at all Neutral Vo
eafident

confident



ID#

Attitude and belier Survee
Written Response Shoeet

Y

Statement:

(List more

Instructions: In the form of one sentence statements, trv to lisc um to S reasons,

or refutations, as to whv the statement below might not he true.

"For me, weight gain means that ['m bad or out of control."

in the space below if vou've thougit of more than S5.)
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Attitude and Belict Survev

Confidence Racine

ID#

Rate how confident vwou are that vou can come uo with 5 different reasons,

Instructions:
or refutations, as to whv the followineg statenent micght not he true?

Stacement: "I must be thin, or at least have the weight and shape that I want,
1f T am to be truly happv with mvself."

Not at all Leuatral Verv
confident confident
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Atticude and Belict Survev
rizten Response Sheet

ID#

Instructions: In the form of one sencence statements, trv to list un to 5 reasons,

. or refutations, s to why the statement below might not be true.

Statement: " I must be thin, or at least have the weight and shape that I want,
if I am to be trulv hapov with mvself."

(List more in the space below if vou've thoushe of more than 5.)



Effectiveness Rating

How effective do you think each of your reasons, or refutations, would be in convincing
someone that maintaining this attitude/belief was not in their best interest?

Please use the following scale to rate each of vour one sentence statements. Write the
number which corresponds to your rating in the blank provided on vour original answer sheet (to the

left of each number).

1 2 3 4 5 6 7 8 9

' N ’ R

-
-
-
-
-
-
-

Not at all Neutral Vgrv
effective effective

641
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understand them. They are as follows:
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1. I unders*and that I will b2 asiked %o cuuplot: n nerl

eu
of razings and that [ will he aszed to wory o1 raveral
verbal reasoning tasks. T know *hat I will e swarded
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completion of the study.

2. All information ottalned freom me will be nold strictly
confidential. 1In any sclentific report oF *his stuidy,
there will be no way to identify indiwvidual particirants.

3, I understant than any and all questicne 7 mar have will
be answered by the experimeniar upcn compioticn of oy

participation.

may withdraw from partlcipnticon in

L, I understand that I
t any tim2 without penal=y.

this research a

Signature Date

People to contact if you have any gques=*iona 2bru® this reseszsrvral:
g 4

Elizabeth Scanlon, ¥.C,
Repartment of Pzychclog

Dept. of Psycnslosy

Juman Subjectz Tommlttee
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Consent "orm II

1. I have been informed of the nature of the expariment
entitled "Attitude Survey and Verbtal Reasonin~ Task".
I understand that individuals are expected *5 differ in
how much they agree with particular belief ctatements used
in the task, and consequently in the numbter and types of
‘reasons they state for why particular beliefs might not
be true. Furthermore, I understand that my resporses are
related to the specific belief statements used in this study
and are‘not a reflection of my vertal reasoning atilities.

2. I hereby agree not to discuss the procedures and

events
of this experiment with other people, particuiarly
students who are enrolled, or might be enrolled in tne

future, in psychology courses at Virginia Teech.

Il
~

nature

[y
0y
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Appendix E
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Overview and Experimental Procedure

Clinical reports indicate that bulimic women maintain a num-
ber of idiosyncratic beliefs; especially in regard to eating,
weight, and personal performance (e.g., Garner and Garfinkel,
1985; Loro and Orleans, 1980). Further, such beliefs have been
theorized to be involved in the development and maintenance of
-malada;;tive behaviors which are central to the disorder. f‘or ex-
ample, a belief that thinness is admirable and is strongly related
to overall worth has often been observed for bulimic women. 1If a
bulimic woman thinks that she is not thin, then negative thoughts
.about her self-worth are consequential. When bulimic women feel
badly about their bodies and themselves they often respond
maladaptively by,‘ for example, withdrawing from social inter-
actions or controlling their intake of food to the point where

physical and mental well-being are negatively effected.

It is unclear whether such maladaptive behaviors evident in
bulimia are due more to idiosyncratic beliefs that bulimic indi-
viduals maintain (such as that thinness is of extreme importance)
or to idiosyncratic ways in which they respond when conflicts
arise cancerning beliefs (such as when an individual gains
weiéﬁﬁxm For example, a non-bulimic woman may similarly believe
that thinness is admirable and is strongly related to her sense
of self-worth, but if she does not think she is thin she may be

better able to respond adaptively to the negative feelings that
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ensue. She may cope with feeling uncomfortable by thinking such
things as "I may not be as thin as I would like to be right now
but sitting here worrying about it isn't going to help. I'm going
to call a frieﬁd, go out and get some exercise, and have some fun.
If I keep active and stop overeating the weight will take care of

itself".

Cognitive researchers such as Beck have identified several
cognitive responses, or strategies, that may be.effective in re-
ducing emotional conflict or in determining how long emotional
responses will last. Examples of these are suppressing
maladaptive thoughts, using humor to better one's mood and out-
look, and objectively viewing one's situation or using rational
self-statements to resolve the problem at hand. If bulimic women
do not respond to conflict with cognitions that would help them
to cope and that would promote adaptive behavior then this may be
due to a number of factors. For example, such cognitive responses
may have not been learned, may have not been implemented to the
point where they become habit, or may have not been found to be

effective in eliminating the conflict being experienced.

The present study was designed to test some of the basic as-
sumptions concerning the role that cognitions play in bulimia.
Among the gquestions being examined are: 1) Do bulimic women
maintain idiosyncratic beliefs; 2) Are bulimic women able to gen-

erate rational arguments against such beliefs; and 3) Do bulimic
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women think that their arguments are effective reasons why such

beliefs should not be maintained.

In order to provide information regarding the significance
of these issues, a group of bulimic women is being compared to two
groups of 'non-bulimic women; one group which reports recurrent
episodes of binge eating and one group which does not. 1If bulimic
women are found to differ significantly from non—bulimic women who
‘manifest a central symptom of the disorder, recurrent binge eat-
ing, then the indications would be that such idiosyncratic beliefs
and/or cognitive responses are important in determining whether

the more pervasive syndrome is present.

Experimental Procedure

In the experimental task to be described, all subjects are
administered 10 belie£ statements in the form of two packets. The
presentation of packets is counterbalanced across groups while the

order of the beliefs within each packet is constant.

At each administtration qf a belief statement, subjects are
asked to first rate how confident they are that theyvcan‘come up
with 5 reasons, or refutations, as to why the belief might not be
true. Ratings are made on a 9 point forced-choice Likert scale

ranging from 1- Not confident at all, to 9- Very confident. (These
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ratings are made to provide information regarding other issues
being examined in this study). Subjects are then asked to try to
think of up to 5 different reasons, or refutations, as to why the
belief might not be true- and to list these in the form of one
sentence statements. (see Appendix D)
3

Upon completion of their lists for all 10 belief statemenfs,
subjects are instructed to go back and rate each of their state-
ments in terms of how effective they'think it would be in con-
vincing someone that maintaining the belief would not be in their
best interest; or said another way, how effective an argument
against the belief they think their statement is. Ratings are
again made on a 9 point forced-choice Likert scale ranging from
1- Not at all effective, to 9- Very effective. (see Appendix E)
(These ratings are made to provide information regarding other

issues being examined in the study).

Procedure

Subjects are college women recruited to participate in an
initial screening session. Subjects who meet the criteria for the
subsaﬁples are contacted by telephone and asked if they will par-
ticipate in the second phase of the experimenﬁ. All subjects are
tested and interviewed individually in a lab room. The exper-
imenters are a female graduate clinician and a female undergradu-

ate junior majoring in psychology.
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Upon arrival at the experimental setting, subjects are asked
to listen to an audiotaped description of the procedure and to
subsequently read and sign a consent form. (See Appendix F) The
description of the procedure is as follows:

"In this verbal reasoning task, you'll be asked to read and
respond to a total of 10 attitude and belief statements. There
are two patkets of statements. After completing the first packet

there will be a 5 minute break before going on to the second
packet.

For each attitude and belief statement, you'll be asked to
do two things. First, you'll be asked to rate how confident you
are that you can come up with 5 different reasons, or refutations,
as to why the statement might not be true. Secondly, you'll be
asked to try to list up to 5 different reasons, or refutations,
as to why the statement might not be true.

For your listing of reasons, or refutations, you will have 3
minutes. This is to ensure that we can complete all 10 statements
within a one hour period. When the tape indicates that it's time
to go on, please stop writing and turn to the next page. Do not
go back to a previous page.

At the end of this task, you'll be asked to do one more series
of ratings. The instructions for these ratings will be given to
you at that time.

Please tell the experimenter of any questions you have at
this time."

At this point the audiotape is stopped and the experimenter
briefly reviews the task instructions by stating: "To reiterate,
the confidence ratings are to be made in terms of how confident
you afe that you can come up with 5 different reasons why the be-
lief might not be true, or said another way, 5 different arguments
against the belief. For your lists, think of as many reasons as
you can why the belief might not be true; as many arguments as you
can against the belief, always against. Do you have any

questions?". The experimenter responds to questions about the



188

procedure by repeating or paraphrasing the relevant parts of the
general instructions. When the experimenter is assured of the
subject's understanding, she again turns on the audiotape and .
leaves the room. The audiotaped instructions continue as follows:

"Please turn to the first page of your booklet. Read the
instructions and £ill in your rating. (15 second pause) Now turn
to the next page, read the instructions, and proceed to make your
list. The tape will indicate when it's time to go on. (3 minute
pause) Now stop. Turn to the next page, read the instructions,
and make your rating. (15 second pause) Now turn to the next page,

read the instructions and proceed to make your list. The tape will
indicate when it's time to go on."

The instructions continue in the same format until the fifth
belief statement has been completed. Subjects are then instructed
on the tape to close their booklet and take a five minute break.
This phase of the experiment takes 20 minutes; at this point the
experimenter réenters the lab room, collecté'the first booklet,
and lays down the second booklet for use at the end of the break.
The audiotaped instructions are the same for proceeding through
the second packet. After the 10th belief statement has been com-
pleted, subjects are instructed on the tape to close their second
packet and await instructions from the experimenter. This phase
of the experiment again takes 20 minutes; at this point the ex-
perimenter reenters the lab room, places the first booklet in
front of the subject and verbally gives the following in-
structions:

"Now, using this rating scala (see Appendix E), go back and
rate each of the sentences in your lists in regard to this crite-
ria, and I'll say this two ways: How effective do you think your
sentence would be in convincing someone that maintaining this be-
lief really wouldn't be in their best interest. Or said another

way, how effective an argument against the belief do you think
your sentence is? Your rating can range from 1l- Not at all ef-
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fective, all the way up to 9- Very effective. Place a number 1
through 9 by each of your listed sentences in both packets. {the
experimenter points to where the ratings are to be listed on the
first list of the first booklet} There's no time limit on this part
of the task but I'll check back with you in about 5 minutes. Do

you have any questions?" The experimenter again responds to any
questions by repeating or paraphrasing the relevant parts of the
general instructions. After the subject has completed her
ratings, the experimenter collects the booklets and provides the
subject with the following debriefing: '

"Before you leave today, I would like to explain some things
about this experiment and answer any questions you might have.
The purpose of the experiment is to study peoples' different be-
liefs and to examine what they think might be effective arguments
against different beliefs. All subjects who participated in this
experiment were asked to do exactly the same thing. We expect that
people will differ in terms of how much they argree with partic-
ular beliefs and that the more they agree with a belief, the harder
it might be to think of reasons why the belief might not be true.

In addition, for people who are more concerned about their
weight than others, we expect that it will be more difficult to
think of reasons why some of the beliefs might not be true, such
as "Thinness is admirable.". For other beliefs, we expect that
everyone will have an equally difficult time coming up with rea-
sons why they might not be true.

The purpose of the brief ratings you made was to provide us
with information about whether people can predict when they will
come up with a variety of reasons, and conversely when they won't

be able to; and also to see what people think are effective argu-
ments against these beliefs. Do you have any questions?"

Following the debriefing instructions, the experimenter an-
swers any questions the subject asks concerning the experiment and
its purpose and encourages the subject to give feedback about how
she felt or what she thought about the experiment. Any factors
that may have impeded or influenced performapce are noted; e.g.,
anxiety regarding perférmance on the task, fatigue, or prior

knowledge of the experiment. -
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Finally, sﬁbjects are are asked to read and sign a second
consent form acknowledging that the purpose of the'experiment has
been explained and including an agreement not to discuss the ex-
periment with anyone who has not already participated in the
study. All subjects are then interviewed about their eating pat-

terns, then measured for height and weight before leaving.
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Rationale and Instructions for Expert Ratings

In the experimental task, subjects were presented with 10
beliefs, each of which is stated in such a way that its premise
is essenti;lly irrational. Several researchers have hypothesized
that accepting and acting upon such irrational premise would
likely have negative consequences for physical and mental well-
‘being. In the present study, one issue being examined is whether
subjects were able to think of effective arguments against ac-

cepting the irrational premise of these beiiefs.

To address this issue, raters are being(asked to evaluate
-each of a subject's responses with respect to two general
questions: 1) Does the response provide an éffedtive argument as
to why the belief might not be true; i.e., why the premise of the
belief should not be accepted?, and 2) If so, does the response
also describe an alternative way to think and behave that would

not have negative consequences for physical and mental well-being?

The criteria for what is being accepted aé an effective ar-
gument agaihst a belief is outlined in the ﬁext section. Further,
a description of the irrational aspects of each belief, along with
example arguments against each, is provided with each list of

subject responses.
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Rationale for Scoring Categories

It is proposed that any effective argument against a belief
must be rational; or conversely that an irrational argument is not
an effective argument. In the present study, the definition of
rationality outlined by Maultsby (1975) is being used as a guide
in scéring the effectiveness of subjecfs' arguments against be-

liefs.
Definition of a Rational Argument-

In order for physical or emotional behavior to be rational,
Maultsby states that it must satisfy the majority of the criteria
listed below that are relevant for the situation at hand.

1) It's based on objective reality or the known relevant facts of
a life situation.

2) It enables people to protect their lives.

3) It enables people to achieve their goals most quickly.

4) It enables people to keep out of significant trouble with other
people.

5) It enables people to prevent or quickly eliminate significant

emotional conflict.

Maultsby emphasizes that one must determine for themselves
what constitutes "significant trouble with others" and "signif-
icant emotional conflict". In almost any decision-making situ-

ation some conflict is inevitable and some trouble with others is



153

possible. But "significant" conflict or trouble is the amount
that serves no useful purpose and that one will act to aveid. For
example, being upset about receiving a low academic grade may mo-
tivate one to work harder in the future, but being upset to the
point where one cannot concentrate on work serves no useful pur-
pose; or, c¢onflicting with another person may at times be neces-
sary in order to protect one's rights, but other conflicts may

‘'serve no useful purpose.

Maultsby states that cognitions, like all behavior, can be
evaluated in terms of his criteria of rationality. In the present
study, two categories of rational arguments are outlined that are
based on these five criteria. These categories will be used to

score subjects' responses.
Criteria for Scoring

It is ﬁroposed that an effective argument against a belief
must either 1) address irrational or maladaptive aspects of the
belief (i.e., how the belief yjolates one or more of the criteria
outlined By Maultsby), or 2) describe a rational, more adapfive
way to think and behave (i.e., that satisfies most of these cri-
teria). If aAsubject's response does neither of these, then it

ainst
is probably not a convincing argumenti\maintaining the belief.
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To illustrate, -consider the belief "I must be thin, or at

least have the weight and shape I want, if I am to be truly happy
with myself."

1) Arguments that address irrational or maladaptive aspects
of the belief will make up Category 1. If a response provides at
least a minimally effective argument against accepting the premise
of the belief, and it does.not fit Category 2, then it is to be’
scored here. Responses scored in this category may take many

forms.

a) First, responses may assert that the belief. is not true,
provide an example of when or why it is not true, address irra-
tional aspects of the belief, or point out a relevant fact that
the belief doesn't take into consideration. All such responses
are being accepted as arguments that the belief violates the first
of Maultsby's criteria: it is not based on objective or known
relevant facts of the situation at hand (in this case, the re-

lationship of being thin to being happy).

Examples of such responses are: "Weight or lack of it isn't
the only thing that makes you happy.", or "I am happy when I ac-
complish a hard task."

b) Secondly, responses may assert that maintaining the belief
would lead to emotional or interpersonal conflict, or would jeop-

ize health or achievement oals. Such responses are b:ing
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accepted as arguments that the belief violates one of the other

four criteria outlined by Maultsby.

Examples of such responses are: "Having your ideal shape
would still not make you happy- you'd raise expectations.", or
"People spend too much time worrying about being fat that they
miss out on some things in life."

(See examples of such arguments for each belief).

If a response describes a consequence other than emotional
conflict, interpersonal conflict, negative effects on health, or
a hindrance to achieving goals, then the response is not being
accepted as an effective argument. An example of such a response

- might be "If you did reach your ideal weight then none of your

_clothes would fit you anymore.". 1In the present study, such re-
Arisumes
sponses are being termed 'ineffective r;%peﬁees' and are scored

in Category I (see below).

2) Arguments scored in Category 2 will be those that describe
a way to behave that would not have negative consequences for
physical and mental well-being. Such responses might address the
question: "If I shouldn't act in accord with this belief, what
should I do?"

Responses scored here would outline how to act in an adaptive
way- a way that is not in accord with the belief. If an individual

was to behave in the way described, she would be better able to
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avoid emotional conflict, interpersonal conflict, protect her

health, or achieve her goals.

Examples of such responses are: "Being happy with myself
stems more from my day to day accomplishments, what I learn and
how I act rather than how I look.", "If you're happy with yourself
then if your true body weight is to be thin you will be- if not,
accept how you are.", and "I feel I am an okay person even though
. I don't have the ideal body."

(See examples of such argumenﬁs for each belief). .

It is possible that a response may fit both categories 1 and
2. An example of such a statement might be: "I'd much rather
concentrate on doing things that I enjoy; if { were to spend all
my time trying to be an ideal weight and shape, I'd be miserable.”.
This response describes an adaptive way to behave, and also de-
scribes a negative effect'of maintaining the belief. However,
when a response meets the criteria for category 2, it is not nec-

essary to score category 1.

I) Statements that are ineffective or irrational argumenté
will make up Category I.

If a response does not fit either category 1 or 2, it is as-
sumed that this is because it is an ineffective argument (i.e.,
is not a useful refutation of the belief), is an irrational

statement (i.e., violates most of the criteria outlined by



197

Maultsby), or is an endorsement of the belief (i.e., fully accepts
the premise of the belief as true). Examples of such statements
are: "I wish weight wasn't such a big deal! It occupies my
thoughts too much!"; "If everything else about my life is going
well and everyone around’me loves me anyway, I might be truly
happy."; and "It takes more than this but it is necessary."

(See examples of such statements for each belief).

D)' Finally, on rare occassions, a subject may list the same
argument more than once. An example of this might be if a subject
lists both "My happiness depends on a lot of other things." and
also, "My happiness depends on a lot of other things, like doing
well in school or spending time with my friends." Since this first
argument is repeated in the second, the first is a duplicate ar-
gument. Each of a subject's responses should be scored sepa-
rately; however, if duplicate arguments occur, the (D) space
should be marked and an arrow drawn to indicate the response in
which it is repeated. For example:

(D{ (W{(Z)(I) My happiness comes from a lot of other things.
C;:(D) (&6(2)(1) My happiness comes from a lot of other things, like

doing well in school and spending time with my friends.

To review, all responses are to be scored as 1; 2; or I. 1If
a respohse is a duplicate response, the (D) space should also be
marked and an arrow drawn to indicate the reponse in which it is

repeated.
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Scoring Categories

1) The response is a minimally effective argument against
accepting the premise of the belief.
a) the reponse asserts that the belief is not true, provides an
example of: when or why it is not true, addresses irrational as-
pects of the belief, or points out a relevant fact that the belief
does not take into consideration;
.b3 the response asserts that maintaining the belief would lead to
emotional or interpersonal conflict, or would have negative ef-

fects for health or achievement of_goals.

2) the response outlines an adaptive way to behave- one which
is not in accord with the belief. 1If an individual was to behave
in the way described, she would be better able to avoid emotiocnal

or interpersonal conflict, protect health, or achieve goals.

I) the response is an ineffective argument, an irrational

statement, or fully accepts the premise of the belief as true.

D) the response is a duplicate argument. (please draw an ar-

row indicating the response in which the argument is repeated)



"One should strive for perfection.™

Why should I strive for perfection? What does perfection
mean? What does it mean if I don't achieve perfection?

This belief involves the substitution of a demand of excel-
lence for a more rational desire to do the best one can, or
to improve in areas that would help to obtain goals or would
bring personal satisfaction. No objective definition of
perfection exists and few would agree on what would consti-
tute perfection for themselves or others in any given area.
However, even if one could define perfection, evaluating
one's performance or characteristics in light of such overly
high expectations would likely lead to anxiety and feeling
dissatisfied with oneself. Further, even if perfection in
one area could be attained, one would still tend to worry
“about maintaining this caliber of performance or about
achieving perfection in yet another area.

Striving for perfection even in limited areas of one's life
would require an inordinate concentration of one's time and
energy. The likely consequences would be that an individual
becomes stressed by constantly striving for unreachable
goals, and that she neglects other areas of her life which
might bring her satisfaction.

Category 1: "No one is perfect." (asserts that the belief
is not true). "It is too much pressure and can result in
stress." (describes emotional conflict and jeopardized health
as consequences of the belief). "Making mistakes can be a
good learning experience." (points out a relevant fact the
belief doesn't take into consideration).

Category 2: "One should strive for personal satisfaction and
try to reach challenging goals--- not perfection."”", "One can
only be the best one can. People should just try and do their
best." (both describe something an individual could do that
would better enable one to avoid emotional conflict).

category I: "You strive for perfection always, so you can't
help it.", "Perfection is very high on a list of goals. It
might be too high for some people." (both fully accept the
premise of the belief as true).
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"It is necessary for me to be loved or approved by virtually
everyone around me." ’

Why must I be loved or approved by everyone? What does it
mean if I am not love or approved of?

The essence of this belief is that love and approval are
needs or necessities rather than desirable conditions. Even
if one could win approval from all important others, she
would still tend to worry about the degree of approval or the
maintenance of it. If one is always to be loved and approved
of, one always has to be lovable and act in a way that meets
with others' approval. This sets up an impossible goal for
oneself. Inordinate regard for the approval of others re-
quires giving up one's own wants and preferences and doces not
allow for a person to be self-directed.

category 1: "It is impossible to be loved by everyone."
(asserts the belief is not true). "If I am not loved I may
feel as if I was a failure." (describes emotional conflict
as a consequence of the belief). "People who disagree with
your personality are informative (eye-opening)." (points out
a relevant fact that the belief does not take into consider-
ation).

Category 2: "I've come to the conclusion that if people
don't approve of the person I am, they aren't worth my trou-
ble in trying to get their approval.", "I can't expect ev-
eryone to love or approve of me- people are too different."
(both describe something an individual could do that would
better enable one to avoid emotional conflict).

Category I: "I don't care what others think about me.", "Not
necessarily loved by everyone, liked is sufficient." (both
are irrational statements).
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"It is very important to have goals, dreams, and standards
of achievement"

Why is it very important to have these? What are goals,
dreams, and standards of achievement? What does it mean if
I don't achieve them?

This belief involves the substitution of a demand of having
specific plans for a more rational desire to have an under-
standing of what would make one happy and would likely be
obtainable. Although goals, dreams and standards of
achievement might be useful as guidelines for one's behavior,
setting firm expectations or expectations that are too high,
would likely lead to disappointment. Further, putting inor-
dinate value on what one hopes life to be like in the future
may lead to dissatisfaction with one's current life, or cause
one to neglect opportunities to be happy in the present if
it distracts from specific plans for the future.

Category 1: "Some people do fine without them." (provides
an example of when or why the belief is not true). "Having
these could make me worry too much." (describes emotional

conflict as a consequence of the belief).

Category 2: "Live in the present, not the future.", "It
helps to have all of these but you don't necessarily have to
plan your life ahead, you can go with the flow." (both de-
scribe something that a person could do that would better
enable one to avoid emotional conflict).

- category I: "One might with to be a non-person." (an irra-
tional statement).
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"others must earn my trust.”

Why must others earn my trust? What does it mean to be
trustworthy? How will I know if someone can be trusted?

This belief involves the substitution of a demand for a more
rational desire to have people behave in a manner that does
not hurt us. It is adaptive to recognize when people present
a real danger to one's well-being. However, overconcern with
the possiblity of being hurt will likely lead to exaggeration
of the chances that one will be. As a result, an individual
may take an - overly critical view in interpreting the in-
tentions of another's behavior.

Although the intent of requiring others to earn trust might
be to guard against being hurt, the likely outcome is that
.one will keeép themselves from becoming close to others that
present no real danger to her. An individual sacrifices the
likely benefits of relationships by refusing to allow others
to make mistakes- or to feel that it is not necessary to be-
have in the way she thinks they should.

Category 1: "Most people by and large are not dishonest."
(provides an example of when or why the belief is not true).
"It is often a turn-off when someone you just met or are be-
coming friends with feels that you do not trust him." (de-
scribes interpersonal conflict as a consequence of the
belief).

Category 2: "Trust someone until you find you can't trust
them.", "Most of those around you are trusting as well as
loving. You can't hold the lies/deceit of a few against ev-
eryone." (both describe something an individual could do that
would better enable one to avoid emotional and interpersonal
conflict).

Category I: "Some people might not trust me at all." (an
ineffective argument). "I'd like to think that people trust
me so I guess I should trust some people, within reason." (an
ineffective argument).
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"I must be giving and good."™

Why must I be giving and good? What does it mean if I'm not
giving and good?

This belief involves the substitution of a demand for a more
reasonable desire to act in a way that benefits rather than
harms others. In order to always be giving and good an in-
dividual must never be bad or allow her needs to come first,
and this sets up an impossible goal for oneself. ' If an in-
dividual believes she must always act in the interest of
others, it is likely that she will neglect her own needs and
happiness and that she will not behave assertively or feel
good about receiving from others. The individual may allow
herself to be taken advantage of by others and may feel un-
happy when her own needs are not met or when her efforts to
be giving and good are not rewarded with appreciation.

Category 1: "No one is always giving and good." (addresses
irrational aspects of the belief). "If I must be this way
then I could easily be taken advantage of by other people."
(describes emotional conflict as a consequence of the be-
lief).

Category 2: "I need to adapt to life's situations- being
"giving and good" may not be the most appropriate actions.",
"If I was always giving and good I would not be myself which
is more important." (both describe something an individual
could do that would better enable one to avoid emotional
conflict).

Category I: "I try tc be giving and good but others sometimes
don't appreciate it." (fully accepts the premise of the be-
lief as true). "Trying to be good and giving is really dif-
ficult when there are so many other people telling you things
that are good and bad." (fully accepts the premise of the
belief, is an ineffective argument).
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"Thinness is admirable."
What makes a person admirable? What does being thin mean?

This belief implies that the admirability of a person can be
inferred from their being thin, or that being able to attain
thinness is an admirable accomplishment. This belief may also
infer that if people are not thin then they are not admirable.
Taking the single attribute of thinness as a sign of accomplish-
ment or of an individual's merit is an arbitrary inference. Not
all thin people will be considered admirable by everyone nor will
all admirable people be considered thin. Further, since not ev-

eryone must work at being thin, thinness will not always represent
an accomplishment.

This belief serves no useful purpose as it does not accu-
‘- rately address the reasons behind why one admires thinness and may
not allow one to admire oneself or others if they are not thin.
If an individual places great emphasis on thinness in evaluating
her own admirability, this will likely lead to her feel anxious,
or bad about herself if she does not/cannot meet her criteria for
thinness. Further, overconcern or emphasis on being thin may lead
an individial to devaluate her other merits or cause her to worry
about other's evaluations of her.

Category 1: "Not true because it overemphasizes the importance
of body shape/size.", (addresses irrational aspects of the be-
lief); "Wanting to be thin because it's admirable in society can
cause obsessions to be thinner." (describes emotional conflict and
jeopardized health as consequences of the belief).

Category 2: "Happiness is how you feel inside. As long as you
like yourself it doesn't matter if you are thin." . (describes
something an individual could do that would better enable one to
avoid emotional conflict).

Category I: "Thinness is not admirable because they make fun of
those who are overweight.", (an irrational statement). "Clothes
in stores are not made for thin people." (an- ineffective argu-
ment).
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"A primary way that people judge me is by how I look."™

How, if at all, do people judge me? How important are my looks
to the way people view me?

This belief makes it possible to minimize one's responsiblity
for the impression she makes on others. Although it may be dif-
ficult for people to affect other's evaluation of them (partic-
ularly if they have had 1little practice doing this), it is
certainly possible. If instead of thinking "People judge me by
how I look." an individual were to think "Unless I show people what
I'm all about all they'll have to go on is what they're able to
see." then one would be accepting responsibility for the im-
pression they make while recognlzlng that the way .they look is
part of this impression.

This belief serves no useful purpose as it does not accu-
rately address the many ways that people evaluate each other and
does not allow an individual to feel she can affect the judgements
of others regardless of her 1looks. Overconcern about one's ap-
pearance may cause an individual to devaluate her other merits and
to feel badly about herself if she feels there are negative as-
pects of her appearance which she cannot change. In addition,
overconcern with evaluations of her appearance may inhibit relaxed
interaction, from which others would likely gain a favorable im-
pression.

Category 1: "Emphasis is placed on personality, not looks." (as-
serts that the belief is not true). "People judge me by how
friendly I seem." (provides an example of when or why the belief
is not true).

Category 2: "The way you carry yourself and interact with others
is the best impression.", "First impressions are made more on how
one speaks and acts than looks." (both describe something an in-
dividual could do that would better enable one to avoid emotional
conflict as well as to acheive a goal of being judged favorably).

Category I: "Sometimes people have had days where they do not look
as normal and the judgment is based on that particular day or-
time." (fully accepts the premise of the belief as true and is
an ineffective argument against the belief). "When I feel my body
is out of shape." (an ineffective argument against the belief).
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"Fat is disgusting."™

What makes something or someone disgusting? What does being fat
mean?

This belief implies absolute standards of beauty or accepta-
bility from which a judgment can be made that fat is disgusting.
The belief also implies that the offensiveness of a person can be
inferred from their being fat or that being fat is due to behaviors
which are considered offensive; (perhaps such as lack of care
about appearance, laziness, or excessive eating). These are ar-
bitrary inferences as can be illustrated by the fact that being
fat is considered attractive by some individuals and societies,
and is not always due to factors within a person's control.

Blaming or condeming oneself or others on the basis of ap-
pearance serves no useful purpose as it does not allow one to ac-
cept oneself or others if they appear fat. Further, it does not
promote change in appearance (if this is what is desired) or the
negative behavior associated with that appearance.  Instead, the
likely result is devaluation of personal worth and inattention to
the positive qualities a person has to offer.

Category 1: "When you say fat is disgusting, it is implied that
anyone overweight is disgusting, and this is not true." (addresses
irrational aspects of the belief). " 'Fat' should not have a label
like this because it makes people feel bad about themselves."
(describes emotional conflict as a consequence of the belief).

Category 2: "One should not think this because they are judging
one by their looks." (describes something an individual could do-
inhibition of a thought- that would better enable one to avoid
emotional conflict). "You can still be attractive if you're
heavy; just look your best." (describes something that an indi-
vidual could do that would better enable one to avoid emotional
conflict as well as achieving a goal of being acceptable).

Category I: "Fat is pnot disgusting in Eskimos or bears." , "Fat
is not as disgusting in older people as it is on young and
middle-aged people." (both tend to accept the premise of the be-
lief and both are ineffective argument against the belief).
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"For me, weight gain means that I'm bad or out of control."

What does weight gain mean? When is a person bad or out of con-
trol?

The belief that weight gain is related to being bad or out
of control is an arbitrary inference which is inconsistent with
present knowledge of the various determinants of weight gain;
e.g., increased food intake, decreased activity level, or hormonal
changes. This belief serves no useful purpose, as it does not
accurately: address the reasons for weight gain. Instead, this
belief would likely lead to anxiety and self-doubt when weight is
gained, and to feelings that weight loss is necessary in order to
feel good and in control again. If an individual links her sense
of goodness or control to her weight it is likely that she is not
attending to the many different ways in which she is good and in
.control of her life.

Category 1: "Most women gain a few pounds during their menstrual

cycle." (provides an example of when or why the belief is not
true). "Weight gain has nothing to do with being bad or out of
control." (asserts that the belief is not true).

Category 2: "Gaining shouldn't make you feel bad about yourself
in any way because it doesn't change who you really are.", "Gain-
ing weight can be reversed by changing eating habits and losing
the weight." (both describe something an individual could do that
would better enable one to avoid emotional conflict; the second
response might also better enable an individual to achieve a goal
of feeling in control of their weight).

Category I: "Although I may lose control and gain a few pounds I
can regain control and lose them." (fully accepts the premise of
the belief as true).
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"I must be thin, or at least have the weight and shape I want, if
I am to be truly happy with myself."

Why must I be thin? What does being truly happy with myself mean?

The essence of this belief is that an ideal weight and shape

are necessary in order to feel happy. It involves the substi-
tution of a demand for a more reasonable desire to feel comforta-
ble with one's body. Linkage of one's happiness to what may be

overly high expectations of thinness leaves the way open for anx-
iety and feelings of unhappiness if this goal isn't reached. Even
if -one could attain her ideal weight and shape, she would still
tend to worry about the maintenance of it. Further, being thin
does not ensure happiness; this is an arbitrary inference as is
illustrated by the fact that all people who have an ideal weight

and shape are not happy, and that people are happy who.do not have’

‘an ideal weight and shape.

Overconcern with thinness may cause an individual to feel
badly about herself if she feels she is not thin and lead her to
to refrain from doing many things she enjoys; such as eating foods
she likes, exercising, or interacting with other people. This in
turn tends to sabotage the very happiness for which she is striv-
ing.

Category 1: "People spend too much time worrying about being fat

that they miss out on some things in life." (describes emotional
conflict as a consequence of the belief). "I am happy when I ac-
complish a hard task." (provides an example of when or why the

belief is not true).

Category 2: "Being happy with myself stems more from my day to
day accomplishments, what I learn and how I act rather than how I
look.", "If you're happy with yourself then if your true body
weight is to be thin you will be- if not, accept how you are."
(both describe something an individual could do that would better
enable one to avoid emotional conflict as well as achieve a goal
of being happy with oneself).

Category I "I wish weight wasn't such a big deal, it occupies my
mind too much!" (an ineffective argument against the belief).
"If everything else about my life is going well and everyone
around me loves me anyway, I might be truly happy." (an irrational
statement).
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Rater A
Belief Statement Number Two

statement "It is necessary for me to be loved or approved by vir-
tually everyone around me."

#
(D) (1)(2)(I) 1I've come to the conclusion if people don't approve
of the person I am, they aren't worth my trouble in trying to get
their approval.
(D) (1)(2)(I) I don't feel the need to have everyone's approval
because that results from each individual's own beliefs and values
which vary greatly.

#

(D) (1)(2)(I) Not everyone is going to love or approve of me so
to totally believe this would cause frustration.
(D) (1)(2)(I) This does not allow me to be confident in what I
do if someone has to always praise me.
(D) (1)(2)(I) 1It's nice to be loved and praised but it does not
help self-esteem or self-confidence.

#
(D) (1)(2)(I) If I am loved by a few that is enough.
(D) (1)(2)(I1) If everyone loved/accepted me, I would have no
reason to try and make new friends.
(D) (1)(2)(I) I only need the love/acceptance of close friends
and family.
(D) (1)(2)(I) I don't need very much love/approval period.
(D) (1)(2)(I) Approval and love should be earned, and if it is
given to me by virtual strangers, it is not worth very much.

#
(D) (1)(2)(I) I can't expect everyone to love or approve of me-
people are too different.
(D) (1)(2)(I) I want people to accept me for what I am.
(D) (1)(2)(I) If people love me for what I am, I should not try
to please everyone else.
(D) (1)(2)(I) I couldn't be myself if everyone loved me. I would
feel fake.

#

(D) (1)(2)(I) I don't care what others think about me.
(D) (1)(2)(I) 1If I must be loved or approved by everyone I'd be
a wreck.
(D) (1)(2)(I) I would worry about everyone's problems and trying
to cure them instead of working out my own problems.

#
(D) (1)(2)(I) It is impossible to be loved by everyone.
(D) (1)(2)(I) It should not be necessary for everyone else to
approve/love you as long as you approve/love yourself.
(D) (1)(2)(I) Since people vary to such great extremes, in order
to try to appeal to all one may sacrifice one's own likes and
values.
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Appendix F
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Appendix F

Upocn arrival at the experimental setting, all subjects
were asked to read and sign & consent form which described
the procedures to be emplayéd and thelr rights as a subject
inm &1 ‘enperiment {sege Appendilx f)). Thie
experimenter then played the audictaped instructions Tor the

perimental task. The instructions were as follows:

"In this verbal reasoning task, you’ll bes asked to read
and respoind to & total of 10 attitude and belief statements.
There are two packets of statements. After completing the

first packet there will be & 5 mirnute break before golnmg on
to the second packet.

For each attitude and belief statements vou’ll be asked
tee do  two thinge. Firet, vyou’ll be asked to rate how

contident vyou ars that you caov come up with fFive differsnt
reasons, or refutaticns, as to why the statement might not
be true. Secorndlys  you’ll be asked to try to list up  to
five different reasons, o refutations, as to why the
statement might not be true.

For youwr listing of reasons. o refutaticons.  wouw will

have thres= minutes. This i1s to ensure that we can
complete all ten statements within a cne hour periaod. e
the tape indicates that 1t°s time to go on.  plessss stop

writing and tuwrn toe the next page. Do net go back fa &
previous page.

At the end of this task, you®ll be asked to do cne more
series of ratings. The instructicns for these ratings will
be given to vou at that time.

Flease tell the experimenter of any questicne vou have
at this tims."

At this point  the  audictape was stopped snd  the
experimenter briefly reviewsd the task 1nstructions by
stating:

"To relterate. the confidernce ratings are to be made in
terme of how confident vouw are that vou can come  wup  wi
five different reascns why the belief might not be true. or

said ancther ways, five differsent  argunents agalnst  the

th



belief. For you lists. think of as many reasons as vou Cai
why the belief might not be trues or arguments against th

belief. always agxinst. Do you have any gquesticns?™".

i1

The perimenter responsed to questions  about the
procedure by repeating or paraphrasing the relevant parts of
the general instructicns. When the experimenter was assured
of the subject’s undeirstanding, she again twned on the

)

audicotape and left the room. The audictaped instructicns

continuwed as follows:

1

"Flease tuwrn to the first page of youwr bocoklet. tead
the instructicns and fill in your ratin;g. (15 second paussz)
Mo turn to the next pages. read the i1nstructicons. and
proceed to make vour list. The tape will indicats when it's
time to go on. {3 mirnute pause) MNow stop. Turn to the next
paage, read the instructicrms, and make vour rating. (15
second pause). Mow tuwrm  toe  the next page. read  the

instructions and preoceed to make yvowr list. The tapes will
indicate when 1t's time to go ow."”

The instructicns continued in the same format until the
fifth belief statement had been completed. Subjects were
then instructed on the tape to clese their bococklet and ftake
& Tfive minute break. Thie phase of the experiment took 20
mirnutes: at this point the experimenter reentered the lab
reoms collected the first booklet, and laid down the second
booklet for use at the end of the break. The audictapad
instructions were the same for proceeding through the second
packet. After the 10th belisf statement had been complsted,
sub jects were instructed on the tape to close their second

packet =and await instructicons from the experimenter. This

phase of the experiment again took 20 minutesi st this point
the experimenter reentered the lab rocomy placed the first
bocklet in  fromt of the subjsct and verbally gave the

following instructicns:



21

(03]

"We're interested in knowing what vou think about each
of your listed responses. We'd like vou to rate each of
your responses to each statement using this rairg scale (see
Appendix D). BGo back and rate each of the sentences in VOO
liste in regard to this criteria. and I°11 say this two

ways: How effective do you think youwr statement would ba,
in convincing somecine, that maintaining this belief wouldn®t
be in their best interest. Or said ancther ways how
effective an argument agaimst the belief do you think  your
statement 1s7 Your vating can range from 1- Mot at  all
effective, all the way up to 9- Very effective. Flace =
mumber 1 threough 9 by each of youwr listed senternces in both
packets. {the experimenter pointed to where the ratings

weire to be listed on the first list of the first beooklets
There’s no time limit on this part of the task but 1711
checlt back with vou in about S minutes. Do vou  have &y
questionsT"

The experimenter again responded to any questions by
repeating o paraphirasing the relevant parts of the genersal
instructions. ATter the subject had completed her ratings,
the experimenter collected the bocklets and provided ths

sub ject with the following debrisfing:

"Before vou leave Ltocday. I would like to explain some
things about this experiment and answer any gquesticns  yow

might have. The purpose of the experiment is to study
pecple’s different beliefe and to examineg what they think
might be effective arguments against different belisfs. All
subjects who participated in this experiment were asked to
dc wactly the same thing. We expect that pecple will

differ in  terms of how much they agree with pacbtioolsae
beliefs &and that the more they agree with a belief., the
harder 1t miaght be toc think of reasons why the belief might
not be true.

In additicon., for pecople who are more concerned sbout
their weight or eating than cthers, we expect that it will
be mecre difficult to think of reascns  why some of  the
beliefs might not be tirue, such as "Thimmess is admirable.”.
For the other beliefs, we expect that evervone will have an
equally difficult time coming wp with reascns why they might
not be true.

The purpose of the brief rati;gse you mads was  bo
pravide us with informaticon about whether people can predict
whern  they will come up with &2 variety of arauments. and
cermversely  when they won’t be able toi  and secondlvy, Lo
understand what peocple think would be the best arguments
adainst these beliefs. Do yvouw have any guestions?"

Following the debrisfing lnstiructicons, the experimsnter
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answered any questicne the subject asked concerniing the
experiment and 1ts puwrpeose and encouraged the subject  to
give fesdback about how she felt and what she thought about
the experiment. Ay  factors that may have impeded or
influenced performance were notedd; e.g9., anxkiety regarding
performance on the task, Tfatigues or pricr knowledaoe of the
experiment.

Subjects were then asked to read and siagn & second

consent Torm acknowledging that the purpose ot the
experiment had been explained and which included &1

ﬁn

agreement not fto discuss the experiment with anvone who had

ot already participsated in the study (see fpperndix Gr. ALl
sub jects wers  then interviewed by the experimenter about
their eating patterns (see Appendix F). The introdicticon to
the interview was as follows:

"Irm order to test cut these nypotheses we chose
wide range of pecple for this second studyi from somne
who were very concerned about the issues of eatimg  and
their weight, all the way to some who had no conce
11 abcut these i1ssues. The last part of this
experiment 1is an interview to check to see if we ha
full range of people in regard to concern  about th
issuas. Most of the guesticns will scund very fﬁmlllir
from the surveys you filled cut in the first experiment.
The interviews of all subjects are tape recorded and
sub jects  are identified conly by their subject rumbers.
These tapss are listened to by twoe independent famale
raters, who place each subject &long & continuum  of
concerns: tham all tapes are erased.  You cdn decllr‘ to
znsweEr any gquesticons you donmt want tod okay?

1]

- - A

=

Finally, =subjectsz were weighed and measuirsd Tor
height before lesaving. Subjects were told that they
coculd decline being weighed. Ter subjects stated that

they preferred not to  be weighed/ or had weighed



themselves within the last few daysi all ten stated
recent welaghts.

IT & subject irndicated strong concerns about their
pattern of eating or feelings about themselves they wers

told:
)

"We ask everyonge who expresses  concern about theilre
eating or weight 1f they krow where they might go 1f they
decided they wanted help with their concerns. For example.
VYirginia Tech has nutriticnal counselors. physicians,s  and
pevchological counselors who canm work with students on the
issues. The Counseling Center alsc has & list of refercal
sources for different areas of the State cor County if p=opls
woeuld like to work on some issues when 1n theic homs fown
ATEX. Do vyou feel that yvouw krnow where to go if vow wanted
toe  talk  to someone about your concerns?  L1f the  subjsct
responded mics the esperimenter continued? If  you  would
like. I can give vou the names of people at VYVirginmia Tech
who you could talk to or whe could refer yous would you libke
these names?".

i

< i

i
b

The perimenter then thanked the subject for  her
particigcaticons gave them a %4.00 cash payinent or  an

1

experimentaxl credit receipt. and concluded the session.

Al
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