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EVALUATION OF A PEER LEADER EATING DISORDERS
PREVENTION PROGRAM FOR COLLEGE SORORITIES

by
Denise Michele Martz-Ludwig

Ellie T. Sturgis, Ph.D., Chair
Department of Psychology
(ABSTRACT)

The purpose of this study was to develop, implement, and evaluate a
primary and secondary prevention program for eating disorders. The
intervention program in this study was adapted from a peer leader
intervention similar to Kelly et al. 's (1992) AIDs prevention program. Four
sorority houses comprised the sites used to test the effectiveness of the
prevention program using a quasi-experimental wait-list control design.
Participants in each house completed assessments of dieting behavior, dietary
restraint, body image esteem, and health behavior self-efficacy on two
occasions. Two sororities received the peer leader preventive intervention
between these testing times while the other two sororities served as controls.

The experimenter hypothesized the intervention would decrease
dieting behavior and dietary restraint while increasing body image esteem
and self-efficacy for health behavior. To improve upon a previous pilot
study, sororities were selected over female dormitories. Several factors led to
the selection of the sorority houses rather than the dormitories. First, thev
diffusion of innovations model from which the peer leader program was
developed assumes a closed cohesive group of individuals so the
intervention can diffuse throughout the community. Second, the
experimenter hypothesized that members of sororities would report higher
rates of dieting relative to females who live in dormitories. Thus, sororities

were selected as intervention sites since their members are self-selected into a



cohesive group and they are potentially at a higher risk for developing eating
disorders.

Peer leaders were selected from experimental sorority houses and
trained to advocate no-dieting, healthy eating, and exercise for sorority
members living in their house (i.e., primary prevention). These peer leaders
were also trained to make effective treatment referrals for students with
existing eating problems (i.e., secondary prevention). Manipulation checks
suggested the training program for selected peer leaders was successful and
that peer leaders effectively implemented the program via conversations in
the experimental sorority houses.

Community posttest analyses were conducted to determine
intervention effectiveness after the pretest analyses showed the groups did
not differ. Community analyses at posttest suggested peer leaders benefited
slightly from their training program. However, no significant differences
were found between experimental participants and control participants.
However, there was a minimal dose-response relationship for the
intervention. Participants who knew the meaning of the Don't Diet symbol
used in the intervention at posttest (i.e., implying they received a stronger
dose of the intervention) were dieting less according to some variables than
participants who did not know the meaning of the symbol. Participants who
knew the meaning of the symbol also reported significantly greater body
image esteem and self-efficacy for exercise.

In conclusion, although the effects of the intervention were not
significant at the community level between experimental and control
sororities for the hypothesized variables using the planned analyses,
exploratory post-hoc analyses showed some positive effects for a subset of

participants who were more knowledgeable about the intervention program.
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EVALUATION OF A PEER LEADER EATING DISORDERS
PREVENTION PROGRAM FOR COLLEGE SORORITIES

Anorexia nervosa and bulimia nervosa have received increasing
attention by medical and psychological researchers and health care
providers over the past few decades. Although ample research has been
devoted to the treatment of eating disorders, there is little empirical
research concentrating on primary or secondary prevention. This
manuscript outlines the first empirical field study designed for the
primary and secondary prevention of eating disorders in a population of
college females.

Eating Disorders

Anorexia nervosa is characterized by a body weight of at least 15%
below that expected for one's height and age, absence of three consecutive
menstrual periods, and psychological characteristics such as intense fear of
gaining weight and body image disturbance. Bulimia nervosa is
characterized by recurrent episodes of binge eating, perception of lack of
control while binge eating, regular use of purgative behaviors including
self-induced vomiting, and consistent overconcern with body shape and
weight (American Psychiatric Association, 1987). The DSM-III-R
diagnostic criteria for eating disorders are presented in Table 1. The
proposed DSM-IV will likely include an additional disorder related to
recurrent and uncontrollable binge-eating excluding purgative behaviors.
Advocates of this new disorder suggest it will aid research and treatment
of both normal weight and obese individuals who struggle with binge

eating episodes, yet do not engage in purgative behaviors.



Insert Table 1 About Here

Morbidity and Mortality

Eating disorders are important psychological disorders because they
are associated with serious physical health consequences. Sporadic or
continuous starvation found in bulimics and anorexics creates changes in
endo-crinological and neurological functioning which, in turn, exacerbate
existing psychological or emotional conditions. For instance, Silverman
(1983) reported self-induced vomiting and laxative abuse lead to electrolyte
disturbances which Webb and Gehi (1981) concurred cause weakness,
constipation, depression, and fatigue. Symptoms such as unexplained
heart murmurs and aberrant electrocardiograms have been found in
individuals with bulimia (Silverman, 1983). Likewise, some individuals
with eating disorders have demonstrated kidney disturbance, neurological
abnormalities (Russell, 1979), swollen salivary glands (Walsh, Katz, Levin,
Kream, Fukushimo, Weiner, Zumoff, 1981), edema and dehydration
(Fairburn, 1982), gastrointestinal disturbances (Russell, 1979), and dental
deterioration (Stege, Visco-Dangler, & Rye, 1982).

As a function of disrupted endocrine function, most women with
eating disorders experience cessation of menses (i.e.,, amenorrhea) or
sporadic menses (i.e., ogliomenorrhea), lowered basal metabolic rates
(Pirke, Schweiger, and Lennel, 1985), and hypothyroidism (Leibowitz,
1983). Eating disorders often show comorbidity with depression
(Hatsukami, Eckert, Mitchell, & Pyle, 1984; Mitchell, Hatsukami, Eckert, &
Pyle, 1985; Walsh, Roose, Glassman, Gladis, & Sadik, 1985). Hudson, Pope,
and Jonas (1983) reported 49-73% of bulimics could be diagnosed with a



lifetime affective disorder. They proposed decreases in levels of serotonin
in the brain from altered eating behavior were responsible for affective
symptoms. Walsh et al. (1985) claimed the mood alterations seen in
bulimics resulted from dieting, binge eating, and purging and indicated
bulimia precedes the mood disorder in 75% of cases.

Perhaps the most interesting physical changes resulting from eating
disorders are alterations in brain morphology. Using computed
tomographic (CT) brain scans, Krieg, Lauer, and Pirke (1989) found
anorexics and bulimics showed morphological brain alterations. These
variations consisted of enlarged ventricles or sulcal widening and probably
resulted from starvation and perhaps dehydration.

The most compelling health outcome of eating disorders is death.
Laura Hill, Coordinator and Director of Education for the National
Anorexic Aid Society (personal communication, April 10, 1991), reported
25% of untreated anorexics die, whereas 7% die within ten years even after
receiving medical treatment and psychotherapy (Halmi, 1991). No
longitudinal studies have been conducted to estimate mortality rates for
bulimia. However, given electrolyte disturbances and comorbidity with
depression, death from cardiovascular events or suicide are possible
complications.

Prevalence

Anorexia and bulimia are relatively common in our society
(Maloney & Klykylo, 1983; McSherry, 1983; Vandereycken & Meerman,
1984). Both disorders are normally more prevalent in upper and middle
social classes and are eight times more prevalent in women than men
(Jones, Fox, Babigian, & Hutton, 1980; Pyle, Halvorson, Neuman, &

Mitchell, 1986). Depending on measurements and diagnostic criteria,



prevalence of bulimia in college students ranges between 5% (Hart &
Ollendick, 1985) to 15% (Grey, & Ford, 1985), whereas prevalence ranges
from 1% (American Psychiatric Association, 1987) to 6.9% (Raciti &
Narcross, 1987) for anorexia.

The onset of symptoms normally occurs between ages 12 and 20 for
anorexia and between ages 15 and 20 for bulimia (Pope, Hudson,
Yorgulun-Todd, & Hudson, 1984). The median age of onset for both eating
disorders is 18 years of age (Beaumont, 1992). Therefore, interventions
conducted during the early college years (i.e., ages 17-19) could target some
vulnerable individuals before the onset of symptoms (i.e., primary
prevention) as well as other vulnerable individuals early in the
development of the disorder (i.e., secondary prevention).

Influences in Colleges and Universities

There are certain facets of the college social environment which
promote eating disorders. For instance, low body weight has become
critical in determining what is attractive for females (Hesse-Biber,
Downey, & Clayton-Matthews, 1987). Women's appearance seems more
important for dating than men's, and schools that emphasize dating
appear to have higher rates of eating disorders (Janda, O'Grady, &
Barnhart, 1981; Rodin, Silberstein, & Striegel-Moore, 1985). The college
years are normally a time when young women are allowed to date freely.
Hence, this time of life may present pressures for young women to look
their most attractive in order to appeal to friends and potential romantic
partners. Many young females often report feeling too fat and attribute
their weight to overeating. Some restrict their food intake and feel guilty
when they do eat (Freedman, 1986; Wardle & Beales, 1986). Additionally,

clinical and empirical evidence suggest females who are larger than their



peers are at greater risk for developing bulimia (Johnson, Stuckey, Lewis,
& Schwartz, 1982; Boskind-White & White, 1987; Fairburn & Cooper, 1983;
Yager, Landsverk, Lee-Benner, & Johnson, 1985).

Research by Crandall (1988) suggests females acquire bulimic-like
behaviors based on social norms of groups such as cheerleading squads,
dance companies, and sororities. Once a social group begins to develop
norms, it becomes difficult for any individual to deviate from the norm
(Asch, 1951; Sherif, 1935). Social groups may influence the development
of eating disorders by encouraging or discouraging specific norms of
attractiveness or dieting behavior.

It is customary in our culture for women to value attractiveness,
and contemporary models of beauty are unnaturally slender. A group of
females may adopt this cultural norm to a slight degree, a strong degree, or
reject it altogether. It is hypothesized that without intervention, most
sororities would moderately to strongly adhere to this "thinness is
beautiful" social norm. This is because sororities are all-female groups
that self-select their members. Although this selection process may
involve variables such as academic success and personality, it is believed
that attractiveness and similarity to current members are the primary
selection criteria. Thus, to become selected into a sorority and remain
accepted by its members, individuals may feel pressure to attend to their
appearance. Therefore, it is believed that members of sororities adhere
more strongly to the cultural norm of thinness than women who do not
belong to sororities. The challenge for this eating disorders intervention is
to promote a norm that decreases the value sorority members place on

slenderness and promote a norm de-emphasizing dieting behavior.



Although multiple factors appear to interact to influence the
development of eating disorders (for a review, see Striegel-Moore,
Silberstein, & Rodin, 1986), calorie-restrictive dieting appears to be the
critical behavior in their origin and progression (Martz & Sturgis, 1993).
Chronic extreme dieting is the central feature of anorexia and research on
dietary restraint suggests dieting behavior may also cause binge eating, the
central component of bulimia (Ruderman, 1986). Dieting behavior, in
itself, appears to place an individual's physical and psychological health at
risk. Thus, dieting behavior was the proximal target behavior in this
intervention program with the understanding that dieting behavior is
considered necessary, but not sufficient, for the development of eating
disorders (Martz & Sturgis, 1993). Suppression of dieting behavior,
therefore, was hypothesized to have prevented or reduced the appearance
of eating problems in college students.

Prevention of Eating Disorders

Several experts suggest prevention offers an attractive alternative to
later treatment (i.e., tertiary prevention) for eating disorders.
Psychological treatment is not always successful in rehabilitating physical
complications caused by severe eating disorders and 7% of afflicted females
with anorexia still die despite tertiary interventions (Halmi, 1991).
Likewise, Dr. Joseph McVoy, Director of Eating Disorders Treatment at St.
Albans Psychiatric Hospital, suggests treatment for a severe eating disorder
can cost up to $31,000 for medical and psychological intervention (personal
communication, November 7, 1991). Thus, primary prevention and early
detection are attractive alternatives to tertiary prevention for these

disorders.



Shisslak, Crago, Neal, and Swain (1987) recommended conducting
primary prevention efforts within school settings and advocated
educational programs concerning eating disorders, stereotypes, media
techniques, nutrition, and exercise. They also recommended peer
advising groups as a method of delivering persuasive messages to
students.

Other recommendations for prevention programs include
minimizing prejudice against being overweight, decreasing idealization of
thinness, and deterring use of stringent dietary restraint (Clark, Levine, &
Kinney, 1989). Information concerning symptoms of eating disorders
could be made available to individuals through popular media (Murray,
Touyz, & Beaumont, 1990). Students could be taught behavior
modification strategies to impede binge eating and assertiveness skills to
curtail avoidance behaviors (Crisp, 1988). Special training for staff in the
school system could be conducted to help them recognize and refer
symptomatic students to treatment (Hotelling, 1989). In this project, these
suggestions were combined to form a primary and secondary prevention
program for eating disorders in a university setting.

OVERVIEW OF STUDY

This research project represents the first empirical study to evaluate
a primary and secondary prevention program for eating disorders in
university students. Several organizations, such as the National Anorexic
Aid Society (NAAS) and the Bulimia and Anorexia Nervosa Association
(BANA), have produced and promoted educational prevention programs
for eating disorders in school settings. However, no research has
evaluated the efficacy of such programs. Such research is important

because discussions might tend to legitimize and promote eating



disorders. For instance, while these programs may be successful in
preventing eating disorders, it is possible these programs could glamorize
eating disorders, especially by advertising famous women and other
"stars" who have fought eating disorders. In addition, anorexia and
bulimia can be misunderstood as a lifetime cure for a weight problem.
Discussions of eating disorders could actually foster the development of
these disorders in student audiences. Therefore, it is important to
systematically test these programs. To assess the effectiveness of the
following preventive intervention program, a quasi-experimental design
was used.

Sororities were chosen to serve as participants for several reasons:
a) sororities are self-selected cohesive groups, b) women living in sorority
houses are in close contact with one another and are subjected to
modeling effects from respected members, and c) these women are
believed to be greater dieters than women not in sororities and may
therefore be at a higher risk for developing eating disorders. Four
sororities that owned houses were recruited for participation in this study.
The program included student pretesting for dieting behavior, body image
esteem, dietary restraint, health behavior self-efficacy, and a 24-hour
dietary recall. After a preventive intervention was conducted in two
sororities, posttests involving the same inventories were collected in each
of the sororities to evaluate the efficacy of the intervention. The
intervention package included a primary prevention component designed
to deter the onset of eating disorders in asymptomatic students and a
secondary prevention component to locate symptomatic students and
refer them for early treatment. Because the intervention targeted dieting

behavior, exercise, and healthy eating, changes in each of these variables



were expected. Similarly, reductions in dieting behavior were expected to
correspond with increases in body image esteem, especially weight related
esteem. Additionally, these changes were expected to covary along with
changes in female gender role stress related to physical attractiveness. The
efficacy of this intervention was evaluated by comparing the two sororities
which received the intervention to the two sororities which served as
controls.
Method
Research Design

The research design was a quasi-experimental wait-list control design
using four sorority houses (Cook & Campbell, 1979). For the two
intervention sororities, the actual intervention occurred between pre and
posttesting. The two control sororities completed only the pre and
posttesting assessments. The control sororities received an educational
version of the intervention, if so desired, after posttesting. Students in the
different conditions (houses) who participated in the surveys were
considered the unit of analyses, not the n=4 houses. Hence, given this
unit of analysis, students were not randomly assigned to condition,
making the design "quasi-experimental." All four sorority houses were
compared on pretest measures to evaluate relevant equivalency on
existing dieting behavior. Fairweather (1964, 1967) refers to this
community approach to research as "experimental social innovation"
since this new prevention program or innovation is being compared to
that which already exists.

Participants
Female students in four sorority houses were asked to participate in

the pre and posttesting assessments. The maximum number of potential



participants using this sampling method was about 140 for women living
in their sorority houses with another 140 potential participants not living
in their sorority houses.

Assessments were delivered and collected in their house or at
weekly meetings. The consent form for students is in Appendix A.
Sorority officers from the previous year were asked to nominate five of
the new officers who currently lived in their house to participate as peer
leaders. In the two experimental houses, 5 women from each were
recruited to serve as peer leaders for a total of ten peer leaders. The consent
form for these peer leaders is listed in Appendix B. This study was
approved by the Human Subjects Committee (i.e., 1022-92) and the
Institutional Review Board.

Inventories

Dieting behavior, dietary restraint, body image esteem, and health
behavior self-efficacy were assessed with the Cognitive Behavioral Dieting
Scale (CBDS; Martz, Sturgis, Gustafson, & Nicklas, 1993), the Three-Factor
Eating Questionnaire (TFEQ; Stunkard & Messick, 1985), the Body Esteem
Scale (BES; Franzoi & Shields, 1984), the Feminine Gender Role Stress
scale (FGRS; Gillespie & Eisler, 1992), the health survey including a 24-
hour dietary recall and self-reported exercise behavior, and the Health
Behavior Self-efficacy Scales (Sallis, Pinski, Grossman, Patterson, & Nader,
1988).

Cognitive Behavioral Dieting Scale

The Cognitive Behavioral Dieting Scale (CBDS; Martz et al., 1993;
Appendix C) was used in this study to assess current calorie-restrictive
dieting. This scale contains 14-items that are rated on a 5-point Likert

continuum which assess thoughts and behaviors related to dieting within
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the past two weeks. Common factor analysis demonstrated the scale
contains only one factor--dieting. Cronbach's alpha was r=.95 and two day
test-retest reliability was r=.95. The CBDS was able to predict calorie intake
and a diet-related cognitive schema. A study of construct validity
suggested the CBDS is similar to, but not the same construct as dietary
restraint. Dieting was also shown to be related to body image esteem but
was not related to healthy eating self-efficacy.

Three-Factor Eating Questionnaire

The Three-Factor Eating Questionnaire (TFEQ; Stunkard & Messick,
1985; Appendix D) is a multidimensional measure of eating behavior. The
questionnaire has three factors: a) restraint, b) disinhibition, and c) hunger.
This scale was used primarily for its first factor, the measure of dietary
restraint, because restraint is often used synonymously with dieting
behavior in the literature. Herman and Mack (1975) developed the
original 10 item Restraint Scale, which was later found to be confounded
by weight fluctuation items that produced different scores and factor
structures for obese versus normal weight participants (Ruderman, 1986).
The restraint scale of the TFEQ was developed to measure pure dietary
restraint while eliminating weight fluctuations from the measure. The
questionnaire includes 36 True/False items and 15 multiple choice items
that are scored on a Likert continuum for a total of 51 items.

The final validation study sample consisted of 98 women and men
who were divided into a "dieters" group because they were recruited from
a weight loss program and a "free eater" group which was recruited from
an adult education class and a community service organization. Factors 1
and 2 were able to significantly discriminate "dieters" from "free eaters" at

the .001 level. The mean score for Factors 1, 2, and 3 are 10.5 (§D=6.2), 10.0
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(8D=5.9) and 7.1 (SD=4.1) respectively. Cronbach's coefficient alphas for
internal consistency were high at r=.93, r=.91, and r=.85 respectively.
Body Esteem Scale

The Body Esteem Scale (BES; Franzoi & Shields, 1984; Appendix E)
is a measure of body satisfaction that lists 35 aspects of physical appearance
and bodily functioning. Factor analysis of the BES has indicated body
esteem is a multidimensional construct that differs for males and females.
Factors for men include physical attractiveness, upper body strength, and
physical condition, whereas females produced sexual attractiveness,
weight concerns, and physical condition factors. The weight concerns
factor discriminated anorexic females from non-anorexic females. The BES
factors demonstrated internal reliability with alpha coefficients ranging
from r=.78 to r=.86 across the factors.

Feminine Gender Role Stress Scale

The Feminine Gender Role Stress Scale (FGRS; Gillespie & Eisler,
1992; Appendix F) measures the cognitive appraisal of stressors that are
particularly salient for women. This 39 item inventory is rated on a Likert
continuum from "0- Not at all Stressful" to "5- Extremely Stressful” and is
summed for a total score. It has five factors: a) emotional detachment, b)
physical unattractiveness, c) fear of victimization, d) unassertiveness, and
e) failed nurturance.

In a recent inpatient psychiatric study, FGRS scale scores and its
factors were compared using ANOVAs across the following diagnostic
categories: eating disorders, depression and dysthymia, substance abuse,
schizoaffective disorder, psychiatric inpatient (i.e., diagnosis not
determinable), and college students (presumably without psychiatric

diagnoses; Martz & McVoy, 1993). The FGRS scale significantly interacted
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with diagnostic category F(6, 338) = 2.27, p<.05. More specifically, the full
FGRS scale discriminated eating disordered diagnoses from depression
1(20) = 3.08, p<.01, substance abuse {(12) = 1.8, p<.05, and college students
without psychiatric diagnoses t(320) = 2.9, p<.01. Likewise, the physical
unattractiveness factor of the FGRS scale significantly interacted with
diagnostic category E(6, 338) = 4.35, p<.001. No other individual FGRS
factor was able to discriminate eating disordered diagnoses from other
diagnoses. The physical unattractiveness factor of the FGRS scale
discriminated eating disorder diagnoses from depression t(20) = 3.7, p<.001,
substance abuse t(12) = 2.4, p<.05, unknown psychiatric diagnoses t(16) =
2.36, p<.05, and college students without psychiatric diagnoses £(320) = 4.3,
p<.001. These findings suggested the construct of female gender role stress,
especially concerning physical appearance, is associated with a
vulnerability for eating disorders.
Health Behavior Self-efficacy Scale

The Health Behavior Self-efficacy Scales (Sallis et al., 1988;
Appendix G) were developed to evaluate self-efficacy for eating and
exercise behaviors. Self-efficacy is believed to mediate intentions and
ability to initiate and maintain behaviors. The exercise scale contains two
factors: resisting relapse and making time for exercise. These factors
showed test-retest reliabilities of r=.68 for both and coefficient alphas of
r=.85 for resisting relapse and r=.83 for making time for exercise. The
eating scale had 5 factors: resisting relapse, reducing calories, reducing salt,
reducing fat, and behavioral skills which had somewhat low test-retest
reliabilities of r=.52, r=.57, r=.57, r=.58, r=.43, and r=.64 respectively.
However, coefficient alphas for these factors ranged between r=.85 and

r=.93. Self-efficacy related to these healthy behaviors was assessed with
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this scale, whereas self-reported eating and exercise behaviors were
evaluated from the dietary recalls in this study.
Health Survey

The health survey (Appendix H) was devised for this study to
collect information on students' exercise habits, height, and weight. They
were also asked to report a 24-hour dietary recall so a nutritional analysis
could be calculated using each student's height, weight, and activity levels
(Appendix I). Nutritional analyses were conducted with Nutrition Stacks
by Big Byte for the Macintosh (Lasky, 1991). This program determines if
each student's calorie intake is above, below, or suitable to her energy
needs given her age, height, weight, and activity level. Total daily calorie
needs were derived by taking the basal calorie needs and adding this to any
extra daily calorie needs for regular exercise. Net calorie balance was the
difference between the total calorie needs and that person's daily calorie
intake. For example, a participant who engages in daily exercise worth 100
calories and has basal calorie needs of 1300 per day would have a totél
calorie need of 1400 per day. If she consumed only 1000 calories on that
day, her net calorie balance would be negative 400. Likewise, Nutrition
Stacks produced data on percentage of calories from protein, fat,
carbohydrates, and alcohol, intake of fiber, sodium, and 14 vitamins and
minerals.

This survey also included several manipulation check questions
such as: a) Does the student know what the no-D symbol stands for and
means,

b) Who did she talk with to gather that information, and c) Has she tried

to make changes in her eating or dieting habits.
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Hypotheses

Success of this program was evaluated by assessing post-
intervention changes in dietary restraint, dieting behavior, body image
esteem, and health behavior self-efficacy.

* It was hypothesized the sororities receiving the intervention
would show significantly greater decreases (or a smaller increase) from
pretest to posttest than control sororities on the Cognitive Behavioral
Dieting Scale (CBDS).

¢ It was hypothesized the sororities receiving the intervention
would show significantly greater decreases from pretest to posttest than
control sororities on reported dieting behavior as measured by the 24-hour
dietary recall.

* It was hypothesized the sororities receiving the intervention
would show significantly greater decreases from pretest to posttest than
control sororities on the physical unattractiveness factor of the Feminine
Gender Role Stress (FGRS) scale, but not the other factors.

* It was hypothesized the sororities receiving the intervention
would show significantly greater increases from pretest to posttest than
control sororities on the overall body esteem scale, the sexual
attractiveness factor, the weight concerns factor, and the physical condition
factor of the Body Esteem Scale (BES).

* It was hypothesized the sororities receiving the intervention
would show significantly greater increases from pretest to posttest than
control sororities on the overall Health Behavior Self-efficacy scale, and its
subscales, the Exercise self-efficacy scale, and the Eating self-efficacy scale.

¢ It was hypothesized the sororities receiving the intervention

would show significantly greater decreases from pretest to posttest than
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control sororities on the overall scale of the Three Factor Eating
Questionnaire (TFEQ) as well as the restraint factor, the disinhibition
factor, and the hunger factor within the TFEQ.
Procedure

Sororities were randomly selected (i.e., via name drawing) to serve as
experimental houses or controls during part of one academic semester.
Both the experimental and control sororities were administered the entire
battery of assessments before the intervention for pretests and after the
targeted houses received the intervention for posttests. The targeted
houses received the following intervention.
Peer Leader Intervention

The peer leader intervention used in this study was adapted from a
similar program used by Kelly et al. (1992) to prevent the spread of the
AIDs virus. The Kelly et al. (1992) program selected respected members of
the gay community to train as peer leaders and disseminate safe sex
information in bars frequented by homosexual men. This program used
in this project targeted healthy weight control rather than safe sex. The
peer leader program was designed after the diffusion of innovations
model first discussed by Rogers (1983) which suggested people were most
influenced in attitudes and behavior by peers whom they respect and
admire (i.e., peer leaders). Novel or innovative behaviors and attitudes
were thought to be transferred from peer leaders to others as a result of
this social influence. Thus, peer leaders in this study were trained to
model and communicate attitudes that dieting is unhealthy and to
discourage dieting behavior. Alternative methods of weight control such
as regular exercise and healthy food choices were advocated by peer

leaders.
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The peer leader's role in this intervention was to serve as a model
for the diffusion of the no-dieting innovation. Bandura (1986) suggested
there were four necessary ingredients to a successful diffusion of an
innovation program: a) an optimal setting must be selected for the
introduction of the innovation, b) the necessary preconditions for change
must be created, ¢) a demonstrably effective program must be
implemented, and d) successful innovators must model the benefits of the
innovation and, in turn, disperse the innovation further to other
potential adopters. An attempt was made to address each of these
ingredients in this peer leader study.

First, sorority houses were selected because they were thought to be
an optimal setting to introduce the no-dieting innovation. Sorority
houses contain members in a cohesive network. Sorority members are
hypothesized to be at high risk for eating disorders by dieting more for
weight control than nonsorority peers. Also, sorority members were
believed to desire the benefit of the no-dieting innovation (i.e., healthy
weight control).

Second, Bandura recommended creating the preconditions for
change by increasing individuals' awareness and knowledge of the
innovation. In this study, peer leaders who were respected officers of the
sorority were selected and given information about how weight control
could be made more healthy by eliminating dieting behavior and
replacing it with healthy eating and regular exercise. The peer leaders
were trained to model and advocate these behaviors. Thus, the sorority
members who lived in their house frequently encountered respected role
models who were engaging in and advocating the innovative behavior

change. Similarly, curious Don't Diet symbol (see Figure 1) posters and
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buttons were used to advertise the program and make house members

aware of the program.

Insert Figure 1 About Here

Third, Bandura recommended implementing an effective behavior
change program to convince individuals to adopt the innovation. While
the purpose of this entire experimental study was to test this facet of the
program, several components proven to facilitate behavior change were
implemented in the peer leader program. Peer leaders served as opinion
advocates and encouraged sorority house members to change their
attitude that dieting was healthy to dieting was unhealthy. This
innovative attitude has been discussed more and more in popular media
today, even though most media continue to promote dieting for health.
Hence, many sorority members may have already been remotely familiar
with this innovation. To complement the attitude change component,
peer leaders served as behavior change agents for sorority members by
helping them assess their current behavior, helping them decide to change
an unhealthy behavior if desired, helping them develop a strategy for this
change, and providing feedback and follow-up assistance.

Finally, Bandura recommended dispersing the innovation further
by demonstrating successful adoptions through examples. In this
program, peer leaders served as the first adopters of the innovation.
Ideally, these peer leaders would be selected as already having adopted the
innovation. If not, then peer leaders would be trained and encouraged to
adopt the innovation immediately. Similarly, peer leaders would be

selected based on their leadership role in the sorority. If these peer leaders
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