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CHAPTER [
INTRODUCTION

Bulimia nervosa is a psychiatric disorder that is characterized
by gross disturbances in eating behavior. The Diagnostic and
Statistical Manual-Third Edition-Revised (DSM-III-R; American
Psychiatric Association, 1987) has recognized bulimia nervosa as a
clinical syndrome distinct from, but related to, anorexia nervosa.
According to the DSM-I11-R, the core symptoms of bulimia nervosa are:
(1) recurrent episodes of binge eating; {2} a feeling of lack of
control over eating behavior during the eating binges; (3) the
regular use of self-induced vomiting, laxative or diuretics, strict
dieting or fasting, or vigorous exercise to prevent weight gain; and
{4) persistent overconcern with body shape and weight. The DSM-II1[-R
criteria also require a minimum average of two binge eating episodes
a week for at least three months. See Appendix A for a review of the
history, incidence, and diagnostic and clinical features of the
eating disorders.

Since anorexia nervosa was first described in early c¢linical
reports, ¢linicians and researchers have speculated on the importance
of family characteristics in the etiology of the eating disorders
(Gull, 1874; Laseque, 1873). See Appendix B for a review of
etiological theories of the eating disorders. Most theories have
been based on clinical case reports using small samples and select
groups of patients, and have been generalized to describe the entire
population of eating disordered subjects (Kog, Pierloot, &
Vandereycken, 1983; Kog & Vandereycken, 1985; Vandereycken, 1987;

|



Yager, 1981, 1982). As Yager (1981, 1982} notes, each time clinical
reports have been used to generalize to the entire population of a
given disorder {for example, with descriptions of the "typical"
parental patterns for autistic children or the “typical" peptic ulcer
personality), these early descriptions have not held up under
methodologically sound research.

Researchers have recently begun testing these impressionistic
theories by comparing the families of eating disordered patients with
normal families. See Appendix C for a review of these studies. In
general, there is some evidence from controlled studies that the
families of eating disordered patients share some important
characteristics. Anorexics may come from families of higher social
class (Askevold, 1982; Bruch, 1973). The incidence of broken homes
appears to be slightly less common for anorexics than controls
(Haimi, 1974a; Halmi & Loney, 1973; Halmi, Struss, & Goldberg, 1978},
but no well-controlled studies have been reported for normal-weight
bulimics. There are not enough studies available regarding birth
order to draw any conclusions on this variable.

Well-controlled studies show little evidence for increased
levels of eating difficulties in families of anorexics (Garfinkel,
Garner, Rose, Darby, Brandes, O'Halon, & Walsh, 1983; Hall, Leibrich,
Walkey, & Welch, 1986; Halmi et al., 1978; Maloney & Shepherd-Spiro,
1983}, although the bulimic subgroups appear to show a higher
incidence of parental cbesity than do restricting anorexics
(Garfinkel, Moldofsky, & Garner, 1980; Herzog, 1982; Strober, 1981).

The incidence of affective disorder appears to be quite high for



eating disordered patients (Bulik, 1987; Gershon, Hamovit, Schreiber,
Didbble, Kaye, Nurnberger, Andersen, & Ebert, 1983; Hudson, Laffer, &
Pope, 1983; Hudson, Pope, Jones, & Yurgelun-Todd, 1983; Winokur,
March, & Mendels, 1980) and may be higher for bulimic subgroups
(Strober, 1981; Strober, Salkin, Burroughs, & Morrell, 1982).

Rlcohol abuse also appears to be a more prevalent problem,
particularly in the bulimic subgroups (Bulik, 1987; Herzog, 1982;
Hudson et al., 1983).

The research on family relationships of patients with eating
disorders shows some differences between the families of eating
disordered women and controls, Researchers who have observed the
families of anorexics describe the families as enmeshed and as
lacking clear leaders (Goldstein, 1981; Heron & Leheup, 1984,
Minuchin, Rosman, & Baker, 1978; Selvini-Palazzoli, Boscolo, Cecchin,
& Prata, 1976). MNumerous differences have been found between
anorexics' and controls' perceptions of their families, but these
differences are 100 contradictory for definite conclusions. One
consistent finding, however, is that mother/daughter relationships
have been reported as problematic in anorexic families (Garfinkel et
al., 1983; Owen, 1973; Palmer et al., 1988; Sheppy, 1985}.

In contrast to anorexics, the families of normal weight bulimics
and bulimic anorexics appear to have higher levels of conflict and
disorganization, lower levels of cohesion, caring, and
expressiveness, and less emphasis placed on recreational pursuits
(Calem, Waller, Slade, & Newton, 1990; Humphrey, 1986a; Johnson &

Flach, 1985; Kog et al., 1985; Ordman & Kirschenbaum, 1986; Palmer



et al., 1988; Pole, Waller, Stewart, & Parkin-Fergenbaum, 1988;
Sights & Richards, 1984). There appears to be difficulty in both the
mother/daughter and father/daughter relationships (Paimer et al.,
1988; Sights & Richards, 1984).

Investigators have found that families of eating disordered
patients exhibit more pathological interaction patterns than do
families not in treatment. However, as Yager (1981} stressed, the
characteristics seen in families in treatment for a child's disorder
may be a response to the disorder, rather than a preexisting family
pattern. The degree of enmeshment, directiveness, and conflict in a
family may reflect how serious and out of control the family
perceives the child's illness to be. The different patterns seen in
the families of bulimic and anorexic subgroups may also reflect the
specific symptoms the child is exhibiting. For example, the
increased enmeshment and overprotectiveness exhibited in the anorexic
family may be a response to the presence in the family of a starving
child who will not eat, and the conflict in the bulimic family may be
a response to the chaos that the continual binging and purging
elicits.

In sum, maladjusted interaction patterns may be, at least in
part, a reaction to the daughter's behavior and clinical status,
rather than a preexisting pattern in the family. As Ordman and
Kirschenbaum {1986) note, the pattern of responses by their sample of
bulimics on the Family Environment Scale {FES; Moos, 1981) is not a

pattern unique to the syndrome of bulimia, but is consistent with the



pattern of responses found in families in which at least one member
1s receiving psychiatric treatment.

Other methodological difficulties are inherent in the use of
psychiatric patients to generalize to the entire population of
bulimics. The method of participant-observer by clinician
researchers is overly represented in this area of research and poses
a problem of observer rating bjases. The theoretical biases of the
investigators may be heavily influencing what they see in families
and what their patients report. As Humphrey (1986) cautioned, many
patients in her study had been in treatment with her for over a year
and may have learned to think of their eating disorder in the same
way as she did.

Also, bulimics who seek treatment for their eating disorder may
differ from those who do not seek treatment. Bulimia may be a
relatively widespread problem, yet few bulimics appear to be seeking
treatment for their disorder {Fairburn & Cooper, 1982; Johnson,
Stuckey, Lewis, & Schwartz, 1982; Pyle, Halvorson, Newman, &
Mitchell, 1986; Pyle, Mitchell, Eckert, Halvorson, Newman, & Goff,
1983). Pyle et al. (1986) surveyed a college population and found
that fewer than 14 percent of the females who met the inclusionary
criteria for bulimia had sought treatment for their eating
difficulties. Kent and Clopton {1988) found that none of the 27
bulimic college students they obtained from a survey of 500 college
students had sought treatment for her disorder. Eating disordered
women appear to vary widely with regard to personality functioning

(Lacey, 1982), and researchers who use only clinical samples may be



assessing bulimics who are significantly more pathological or differ
in some other ways from those who do not seek therapy. Bulimic
patients may differ from non-patient bulimics with regard to family
pathology.

Studies utilizing nonclinical samples or psychiatric control
groups are needed to eliminate the confounding effects of psychiatric
status. Several self-report studies have examined the fTamily
relationship patterns of non-patient individuals exhibiting
subclinical levels of eating disorders. These researchers (Edelman,
1981; Fries, 1974; Nylander, 1971; Ondercin, 1979; Russell, 1972)
have commented on the occurrence of individuals who, while not
meeting diagnostic criteria, have serious eating problems and
concerns with weight., Some researchers have suggested that the
eating disorders exist on a continuum and that “normal" binge eaters
and restrictive dieters may represent the initial stages of clinical
syndromes like anorexia and bulimia (Button & Whitehouse, 1981;
Fries, 1974, 1977; Lowenkopf, 1982). If so, inquiry into subclinical
groups may shed light on processes underlying the development of the
eating disorders.

Studies using subclinical groups have found compulsive eating to
be linked to family problems for males {Kagan & Squires, 1983; Kagan
& Squires, 1985). Males who eat compulsively tend to describe their
families as cold, rigid, and uncohesive (Kagan & Squires, 1985).

They also believe that they have failed to Tive up to others’
expectations, particularly those of their mothers {Kagan & Squires,

1983). There appears to be less evidence of a link between



compulsive eating and family difficulty in subclinical groups of
females {Kagan & Squires, 1983; Kagan & Squires, 1985). One study,
however, reported an association between compulsive eating, the
perception of mother dominance, and the lack of family cohesion for
females (Kagan & Squires, 1983}, Dieting, for both males and
females, does not appear to be significantly related to the
perception of family relationships {Kagan & Squires, 1983; Kagan &
Squires, 1985). The only study that examined family relationships in
non-patient bulimic females found no evidence for family difficulties
(Kent & Clopton, 1988).

The present study attempts to deal with the methodological
difficulties inherent in using c¢linical samples by recruiting bulimic
subjects from a non-patient coliege population. Because a bulimic's
weight is typically within normal Timits, and bulimics are generally
quite secretive about their behavior {Thompson, Berg, & Shatford,
1987}, the families of most bulimics are probably unaware of their
daughters' eating problems. OFf course, even the use of nonclinical
samples cannot determine causal relationship between family
relationships and eating behavior., If causal relationships are to be
established, longitudinal data need to be obtained., Studies
utilizing nonclinical groups of eating disordered subjects may be an
important first step in determining the direction these longitudina)l
studies should take.

In sum, the present study is an attempt to explore the

relationship between family variables and bulimia without the



confounding effect of psychiatric treatment. Research has shown that
the families of bulimic patients differ significantly from
symptom-free individuals on many family variables. Normal weight
bulimics from a non-clinical population will be compared with
subclinical and symptom-free individuals on demographic and family
relationship measures.

Although research has shown that the families of bulimic
patients differ significantly from symptom-free individuals on many
family variables, Kent and Clopton (1988) found no differences
between the reported family relationship patterns of non-patient
bulimic and normal women. Although this may indicate that bulimics
and symptom-free individuals do not differ with regard to the family
relationship patterns measured, it is also possible that the use of
the overly inclusive DSM-III diagnostic criteria for bulimia led to
nonsignificant findings with this nonclinical sample. The present
study improves upon the previous study by using the more stringent
DSM-III-R criteria. The present study also expands the range of
family variables studied. Bulimic, subclinical, and symptom-free
groups are compared on several demographic variables and on two
family relationship measures: the Family Environment Scale (FES;
Moos & Moos, 1986) and the Parental Bonding Instrument (PBI; Parker,
Tupling, & Brown, 1979). The FES has been used extensively in family
research with eating disordered patients and has been shown to
discriminate between bulimic patients and symptom-free controls.

The FES is used to measure perceived current relationship patterns in

the family unit, and the PBI is used to provide a retrospective



measure of the childhood relationship patterns of the bulimic and her

parents,

Summary of Hypotheses

Hypotheses 1 and 11

Analyses were performed to test for differences between groups
on family relationship variables as measured by the FES and PBI.
Based on research findings with bulimic patients on the FES, scale
score means for the Expressiveness, Independence, Organization,
Cohesion, Active-Recreational Orientation, and Intellectual-Cultural
Orientation subscale scores were predicted to be significantly lower,
and the scale score means for Conflict, Achievement-Orientation, and
Control subscales were predicted to be significantly higher among
bulimics than among the symptom-free controls. Based on research
findings with bulimic¢c patients on the PBI, subscale score means for
maternal and paternal care were predicted to be significantly Tower
for bulimic subjects than for symptom-free controls. No differences
between subclinical and symptom-free control groups were predicted on

the FES or the PBI.

Hypothesis 11I
Theorists and researchers have noted a pattern of maternal
dominance in the families of eating disordered patients and
compulsive overeaters. Based on these findings, it is hypothesized
that in their responses to the PHQ significantly more bulimics and

subclinical bulimics than symptom-free controls will report coming
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from a family in which the mother is the primary decision maker for

the family.



CHAPTER II
METHODS

Subjects

The subjects of the study were drawn from undergraduate
introductory psychology courses and from undergraduate dormitories at
Texas Tech University. Psychology students who volunteered to
participate in the study received credit towards a course
requirement. Only unmarried female students under the age of 25 were
used as subjects., This population was chosen because bulimic
behavior appears to have begun for most individuals by this age
(Pyle, Mitchell, Eckert, Halverson, Meuman, & Goff, 1983), and
because unmarried females of this age group are more likely to be
closely involved with their families than older or married women.

A power analysis indicated that 24 subjects per group would be
sufficient. Therefore, data collection continued until 24 subjects
were identified as meeting the criteria for each of the three groups.
Eight hundred and twenty potential subjects completed the assessment
battery. Subjects were tested in small groups, and they completed
the assessment battery in one session. Subjects were classified into
three groups (bulimics, subclinical bulimics, and symptom-free
controls) on the basis of their responses to the measures in the
assessment battery. Because the researcher was interested only in
bulimics without a history of anorexia nervosa, individuals were
excluded if they reported a history of anorexia nervosa or if their
weight/height ratio was 15 percent below the normal range. Norms
from the Metropolitan Life Insurance Company (1959) were used to

11
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The self-report questionnaires were presented in a random order. On
completion, students were weighed privately in a separate classroom.
Students were not informed prior to weighing that they would be
weighed, but were told that the weighing was voluntary. Only one
subject refused to be weighed. Subjects who wished to have the
study's results mailed to them were asked to provide their addresses,

and any questions subjects had about the study were answered.

Instruments

Bulimia Test (BULIT)

The BULIT {Appendix E} is a self-report scale designed to
assess the symptoms of bulimia, and is based on the DSM-II1 (APA,
1980) criteria. The 32-item multiple-choice scale has a total
possible score of 160 points. Higher scores indicate higher levels
of bulimic attitudes and behavior.

The BULIT employs a classification system with two cutoff
¢riteria. Using a cutoff score of 102, the BULIT diagnoses roughly 4
percent of the female college population as bulimic under the DSM-III
criteria. A more liberal criteria is employed as a screening device
to identify actual or incipient cases of bulimia. Using a cutoff of
88 points or reporting vomiting more than one time a month eliminates
most false negatives. Approximately 13 percent of a college
population meet these screening criteria.

The test-retest reliability for the BULIT over a 2-month
period is .87. When the BULIT was administered to independent
samples of bulimic patients and normal controls, and a cuteff score

of 102 used to diagnose bulimia, the sensitivity, specificity,
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positive predictive value, and negative predictive value were all
above .90. The sensitivity (.64), specificity {.89), positive
predictive value (.74}, and negative predictive value {.84) were
Tower in a nonclinical sample. However, the BULIT's predictive
ability in this sample may be an underestimate of the scale's true
predictive ability because of the sampling procedure used. Equal
numbers of subjects with scores over 102, scores between 97 and 102
and scores below 97 were used, resulting in a high number of scores
close to the designated cutoff score of 102 (Smith & Thelen, 1984).

The correlation between the BULIT and the Binge Scale (a
measure of binging behavior, Hawkins & Clement, 1980) was .93,
showing that the scales measure similar underlying constructs, The
correlation of the BULIT with the EAT (an index of symptoms of
anorexia nervosa, Garner & Garfinkel, 1979} was .68, suggesting that
the scales tapped overlapping, but not identical, constructs (Smith &

Thelen, 1984).

Personal History Questionnaire (PHQ)

The Personal History Questionnaire {PHQ, Appendix F) was
developed by the author to gather information regarding
bulimic-related behaviors (e.g., dieting, exercising, binging,
purging), menstrual history, psychiatric history, and family and

demographic information.

Eating Disorder Inventory (EDI)
The Eating Disorder Inventory (EDI, Garner & Olmsted, 1984) is

an assessment device designed to measure a number of psychological
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and behavioral traits associated with anorexia nervosa and bulimia.
The EDI is a 64-item, forced-choice, self-report measure with eight
subscales constructed by principal component analyses. The first
three subscales (Drive for Thinness, Bulimia, Body Dissatisfaction)
assess attitudes and behaviors related to body shape and eating. The
remaining five subscales (Ineffectiveness, Interpersonal Distrust,
Perfectionism, Introceptive Awareness, and Maturity Fears) measure
traits thought to be fundamental to psychopathological
characteristics of anorexia nervosa.

Extensive reliability and validity data have been reported for
the EDI (Garner et al., 1984; 1986). Total score test-retest
reliability for nonclinical samples is high (.96) and each subscale
has good test-retest reliability over a 3-week period {ranging from
.97 for the Body Dissatisfaction subscale to .81 for the
Interpersonal Distrust subscale). Only one subscale, Maturity Fears,
produced a reliability of questionable value (.65}. Test-retest
retiability for a group of women considered to be at risk for an
eating disorder, based on their elevated EDI scores, also showed
equivalent test-retest reliability {Wear & Pratz, 1987). Each
subscale has adequate internal consistency (ranging from .79 to .93;
Raciti & Norcross, 1987}. Subscale intercorrelations range from .07
to .62 for anorexics and from .11 to .67 for college students,
indicating that the EDI subscales are not independent constructs.
Garner and Olmsted (1984), however, demonstrated that all EDI

subscales made a significant contribution in a discriminant function
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patients, weight-preoccupied college women, and non-weight-
preoccupied college women.

The EDI is an empirically tested measure that has been used
extensively in eating disorder research, The EDI was selected for
this research because its subscales have been found to discriminate
between normal weight bulimics and symptom-free college students
(Gross, Rosen, Leitenberg, & Willmuth, 1986}, and because two of its
subscales, Drive for Thinness and Body Dissatisfaction, target

DSM-1T11-R criteria for bulimia (see Appendix G for subscale items).

Family Environment Scale

The Family Environment Scale (FES, Moos & Moos., 1976) was used
in this study. The FES assesses three areas of the family social
environment as perceived by individual family members: (1)
interpersonal relationships {(cohesion, expressiveness, and conflict
dimensions}; (2) directions of personal growth (independence,
achievement orientation, intellectual-cultural orientation,
active-recreational orientation, moral-religious emphasis
dimensions); and (3) basic organizational structure (organization and
control dimensions) (see Appendix H for description of subscales).

The FES consists of 90 true-faise statements that fall into
one of the ten subscales. Each subscale has good test-retest
reliability over an 8-week period {ranging from .68 to .86).
Internal consistency ranges from .64 to .79. Subscale inter-
correlations are around .20, indicating that the subscales measure

distinct, though somewhat related, aspects of the family
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social environment. The FES is an empirically tested family
assessment measure that has been used extensively in family research
(Moos, Clayton, & Max, 1979) and has been shown to discriminate
adequately between psychiatrically disturbed and normal families.
The FES was selected for this research because it assesses family
characteristics that have been found to characterize the families of
bulimic patients: Expressiveness (Yack of) (Johnson & Flach, 1985;
Ordman & Kirschenbaum, 1986}; Conflict (Johnson et atl., 1985; Ordman
et al., 1986); Independence {lack of) (Johnson et al., 1985);
Cohesion (lack of) (Johnson et al., 1985; Ordman et al., 1986});
Active-Recreational Orientation (lack of) (Johnson et al., 1983;
Ordman et al., 1986); and Intellectual-Cultural Orientation (lack of)
{dohnson et al., 1985).

Parenta)l Bonding Instrument (PBI)

The childhood relationship of the eating disordered female and
her parents has been thought by psychoanalytic and sociocultural
theorists to be important in the development of eating difficulties.
In general, mothers of eating disordered patients have been described
as overcontrolling (Bruch, 1973; Boskind-Lodahl, 1976) and fathers as
distant and emotionally rejecting (Boskind-Lodahl, 1976). The PBI
was selected for this research because its subscales measure relevant
aspects of these relationship patterns. The PBl yields separate
subscale scores for mothers and fathers., The relationship with each
parent is measured in two areas: care and overprotection. The care
scale has 12 items reflecting affection, empathy, and warmth, An

example of an item from this scale is "Spoke to me with a warm and
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friendly voice.” The protection scale has 13 items reflecting
parental overprotection, control, and intrusion. An example of an
item from this scale is, "Felt 1 could not look after myself unless
she/he was around."

The PBI is a 25-item self-rating instrument that asks for the
subjects' recollections of their parents during the first 16 years of
life and is completed once for each parent. The subject rates each
statement on a 4-point, Likert-type scale, marking "very like,"
"moderately like," “"moderately unlike," or "very unlike" for each
item.

The instrument was normed on 410 general practice patients {32
percent males, 68 percent females). Their mean age was 36 years and
ranged from 12 to 74 years with 5 patients less than 16 years., There
was no association found between the age of the respondent and the
ratings of parental care and overprotection. Subjects were
¢lassified according to the soc¢ial class of the respondent's father,
No clear association between social class and parental care or
overprotection was found.

Seventeen subjects completed the inventory on two occasions, 3
weeks apart, to assess test-retest reliability. A Pearson
correlation coefficient of .76 {p < 0.001) was obtained for the care
scale and .63 (p=< 0.001) for the overprotection scale. To assess
split-half reliability, the questionnaire was divided into two
halves. A Pearson correlation coefficient of .88 (p< 0.001) was
obtained for the care scale and .74 (p < 0.001) for the

overprotection scale. When the mothers' and fathers' care and
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overprotection scores were correlated for the 410 subjects, they
produced a coefficient of -.36 for fathers and -.47 for mothers.

These negative correlations suggest that the two parental dimensiens
are not independent and that overprotection is associated with a lack

of care (Parker, Tupling, & Brown, 1979).

Classification of Subjects

The BULIT was scored according to the instructions of the
authors (Smith & Thelen, 1984). Only the items from the Drive for
Thinness and Body Dissatisfaction subscales of the EDI were
administered and scored, The BULIT, the Eating Behavior Survey
{EBS), and the Drive for Thinness and Body Dissatisfaction subscales
from the EDI were used to classify subjects into bulimic, subclinical

bulimic, and symptom-free groups as follows.

Bulimia Nervasa
Subjects were required to meet a screening criteria as well as
fulfill the diagnostic criteria for bulimia nervosa as outlined by
the DSM-III-R (APA, 1987) (see Figure 1).

1. Screening criteria. A1l bulimic subjects were required to

score at or above the screening cutoff of 88 or report vomiting more
than one time a month on the BULIT. This was a screening measure to
jdentify subjects who exhibit a high Tevel of eating disorder
symptoms.

2. DSM-III-R Criteria A and D. (A) Recurrent episodes of

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

A feeling of lack of control over eating behavior during the
eating binges,

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

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

Persistent overconcern with body shape and weight.

Figure 1. Diagnostic Criteria for Bulimia Nervosa DSM-III-R
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discrete period of time). (D) A minimum average of two binge
episodes a week for at least three months.

Subjects were judged to meet these criteria if they reported
binge eating on the average at least twice a week for at Teast 3
months on the Eating Behavior Survey (EBS).

3. DSM-ITI-R Criterion B. A feeling of lack of control over

eating behavior during the eating binges.

A subject was judged to meet this criterion if she reported on
the EBS feeling out of control (unable to stop eating) often or all
of the time when engaged in an eating binge.

4. DSM-ITI-R Criterion (., The person regularly engages in

g¢ither self-induced vomiting, use of laxatives or diuretics, strict
dieting, or fasting, or vigorous exercise in order to prevent weight
gain.

To meet this c¢riterion, the subject had to report on the EBS
the use of at least one of the following technigues to prevent weight
gain: self-induced vomiting, laxatives, diuretics, vigorous
exercise, strict dieting, or fasting. The subject was required to
have used the chosen technique{s) for at least 2 months as reported
on the EBS. Subjects who use vomiting, laxatives, or diuretics were
required to report the use of at least one of these methods twice a
month or more on the BULIT. Subjects who use fasting (defined as
abstinence from solid food for a 24-hour period} were required to
report the use of this method at Teast twice a month on the EBS.

The American College of Sports Medicine (1986} has stated that a

desirable weight loss program provides a caloric intake of not lower
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than 1200 kcal per day for normal adults to provide the proper blend
of foods to meet nutritional requirements. Therefore, strict dieting
was defined as the intake of less than 1200 kcals in a 24-hour
period. Subjects who use strict dieting were required to use this
method to prevent weight gain at least twice a month on the EBS.
Vigorous exercise was defined as
Any activity that uses large muscle groups, that can be
maintained for a prolonged period, and is rhythmical and
aerobic in nature, e.g., running-jogging, walking-hiking,
swimming, skating, bicycling, rowing, cross-country skiing,
rope skipping, and various endurance game activities.
(American College of Sports Medicine, 1986)
Subjects must have reported that they engaged in the exercise for at
least 20 minutes in an attempt to counteract the effects of a binge
eating episode (20 to 30 minutes per exercise session is given as a
recommended time span for endurance activities by the American

College of Sports Medicine {1986) to produce weight loss).

5. DSM-1II-R Criterion E. Persistent overconcern with body

shape and weight.

The Drive for Thinness subscale of the EDI measures excessive
concern with dieting and a preoccupation with weight. The seven
items on this subscale reflect both the wish to lTose weight as well
as a fear of weight gain. According to the EDI manual supplement
(Garner & Olmsted, 1986), a sample of 92 bulimia nervosa patients
with no history of anorexia nervosa obtained a mean s$core of 16.0
(SD = 4.2) on the Drive for Thinness subscale. According to the EDI
manual (Garner & Olmsted, 1984}, a sample of 271 female college
students obtained a mean score of 5.1 (SD = 5.5}. Persistent

overconcern with body weight was defined in this study as a score of



23

12 or higher, which is within one standard deviation of the mean
score for bulimics on the Drive for Thinness subscale as reported in
the EDI manual supplement (Garner et al., 1986).

The Body Dissatisfaction subscale of the EDI measures
dissatisfaction with the size and shape of different body parts
(e.g., hips, stomach, thighs). Overconcern with body shape was
defined in this study as a score within one standard deviation of the
mean score for bulimics on the EDI (Garner et al., 1986). The mean
score for bulimics with no history of anorexia nervosa is 18.8
(SD = 7.3) {Garner et al., 1986), and the mean score for female
college students on the body dissatisfaction scale is 9.7 (5D = 8.1)
{Garner et al., 1984).

Therefore, to meet criterion E, a subject had to score at
least 12 on the Body Dissatisfaction subscale of the EDI, and she
also had to indicate on the EB{Q that she had been concerned with her

weight and body shape for at least 3 months.

Subclinical Bulimics
Individuals who met the following criteria were classified as
subclinical bulimics.
1. Subjects who scored at or above the cutoff of 88 points on
the BULIT.
2. Subjects who did not meet all of the diagnostic criteria
for bulimia nervosa.

3. Subjects who did not report a history of anorexia nervosa.



24

Symptom-Free
Individuals who met the following criteria were classified as

symptom-free.

1. Subjects who scored below the cutoff of 88 points on the
BULIT.

2. Subjects who indicated never having used vomiting,
laxatives, diuretics, strict dieting, fasting, or vigorous exercise
to prevent weight gain.

3. Subjects who scored within the range of normal colliege
students on the Drive for Thinness and Body Dissatisfaction subscales
of the EDI.

4. Subjects who indicated no history of bulimia or anorexia
nervosa,

Research has indicated that eating disorders may be more
prevalent in individuals from higher income groups (Askevold, 1982).
Preliminary data analysis in this study failed to show differences in
socioeconomic status between symptom-free subjects and bulimics.
Therefore, subjects were not matched for socioeconomic status,
Socioeconomic level was based on Hollingshead's (1975) four-factor

index of social status.



CHAPTER II1
RESULTS

Results of the study are reported in five sections. Presented
first are results of statistical analyses conducted on the hypotheses
of the study. Presented second are descriptive data on criterion
measures for subjects in the study. Next, comparisons among the
three groups of subjects on demographic variables are presented.
Following this, results of statistical analyses conducted on family
variables are presented. Results of medical and psychological

problems of eating disordered subjects are presented last.

Tests of the Hypotheses

Hypotheses I and II

Univariate analyses of variance were computed to determine which
specific subscales differentiated the groups (see Table 1).
Univariate analyses indicated significant differences among the three
groups of subjects on the Expressiveness subscale of the FES (F (2,
68) = 4.16, p < .02). The Cohesion subscale of the FES approached
significance (F (2, 68) = 2.59, p < .09). The Active-Recreational
Orientation subscale of the FES also approached significance (F (2,
68) = 2.99, p < .06).

A post hoc compariscon using the Tukey procedure indicated that
the bulimic group scored significantly lower than the symptom-free
group on the Expressiveness subscale of the FES (p < .05).
Subclinical bulimics' scores were not significantly different from

bulimic or symptom-free group scores on this subscale.
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