
Eating Disorders in Women with 
Psychoactive Substance Abuse or Dependence 

Kellie Pascoe 

A thesis submitted in partial fulfilment of the 
requirements of the degree of 

MASTER OF ARTS IN PSYCHOLOGY 

UNIVERSITY OF CANTERBURY 
1993 



ACKNOWLEDGEMENTS 

My sincere appreciation goes to all those who assisted me and provided 

encouragement and support. In particular, I wish to acknowledge my 

gratitude to; 

* The staff of Mahu Clinic and the Queen Mary Centre for their 

assistance in recruiting subjects. Special thanks to Shirley McKinney and 

Colleen Barrett, 

* Cindy Bulik, my supervisor, for her knowledge and patience, 

* Patrick Sullivan for his statistical assistance, 

* and to Carol for her technical assistance and continued good 

humour. 



ABSTRACT 

Substance abuse or dependence has been frequently reported among women 

with bulimia nervosa and to a lesser extent among women with anorexia 

nervosa, resulting in a number of researchers exploring the possibility that 

bulimia nervosa is one expression of genetic predisposition towards addictive 

behaviour or substance abuse/dependence. Far less research has addressed 

the type and extent of eating disordered behaviour in women with substance 

abuse or dependence. 

This study was designed to help redress this imbalance and provide data on the 

rate and nature of eating disordered behaviour experienced by women with a 

primary diagnosis of substance abuse or dependence. Fifteen women meeting 

substance abuse/dependence criteria were assessed for substance use and 

eating disordered behaviour via a structured clinical interview, and a variety of 

personality variables were measured using self-report instruments including the 

Temperament and Character Inventory, The Eating Disorders lnventory-2, and 

The Three Factor Eating Questionnaire. These findings were then compared 

with those for fifteen women with bulimia nervosa. 

Overall, high rates of eating disordered behaviour were found in the substance 

abuse/dependence group, lending support to the view that eating disorders and 

substance abuse/dependence are both expressions of the same predisposition 

to addictive behaviours. Evidence was also found for the role of personality 

variables in the expression of this predisposition, as well as suggestion of a 

possible cyclical nature to the co-occurrence of both disorders. 

Methodological weaknesses were discussed, along with suggestions for future 

research. 
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CHAPTER 1 

LITERATURE REVIEW 

Substance abuse/dependence has been frequently reported among 

women with bulimia nervosa (Beary, Lacey, & Merry, 1986; Bulik, 1987a; 

Goldbloom, Naranjo, Bremner, & Hicks, 1992; Jones, Cheshire, & 

Moorehouse, 1985; Khran, Kurth, Demitrack, & Drewnowski, 1992; Mitchell, Pyle, 

Eckert, & Hatsukami, 1990; ). These consistently reported findings have resulted in 

a number of researchers (Lundholm, 1989; Bulik, 1987; Hatsukami, Mitchell, Eckert, 

& Pyle, 1986; Beary, Lacey, & Merry, 1986) exploring the possibility that bulimia 

nervosa is one expression of a genetic predisposition toward addictive behaviour or 

substance abuse/dependence. Much of the available research is focused on 

investigating the type and extent of substance abuse/dependence by women 

meeting the diagnostic criteria for bulimia nervosa. This study proposes to examine 

the extent and nature of disordered eating in women meeting the diagnostic criteria 

for substance abuse/dependence in comparison women meeting the diagnostic 

criteria for bulimia nervosa. The women involved in this study were assessed in 

terms of substance use, eating-disordered behaviour, and a variety of personality 

characteristics. 

1.1 Definition of Terms 

Before proceeding it is necessary to define the terms that will be used 

throughout this study. The terms 'substance' and 'psychoactive substance' are both 

used to refer to alcohol and other drugs (in particular, illicit drugs and prescription 

drugs). Substance dependence is defined by the Diagnostic and Statistical Manual 

of Mental Disorders (DSM-111-R; third edition-revised; American Psychological 

Association, 1987) criteria. According to the DSM-111-R at least three of the items 



detailed in Table 1.1 must be present to make a diagnosis of (psychoactive) 

substance dependence: 

Table 1.1 DSM-111-R Criteria for Psychoactive Substance Dependence 

1. The person finds that when he or she actually takes the psychoactive substance, it is often 

in larger amounts or over a longer period than originally intended. 

2. The person recognizes that their substance use is excessive and has attempted to reduce 

or control it, but has been unable to do so. 

3. A great deal of time is spent in activities necessary to procure the substance, taking it, or 

recovering from its effects. 

4. The person may suffer intoxication or withdrawal symptoms when he or she is expected to 

fulfil major role obligations (e.g. work, school, homemaking). 

5. Important social, occupational, or recreational activities are sacrificed or reduced because of 

substance use. 

6. With heavy and prolonged use, a variety of social, psychological, and physical problems 

occur, and are exacerbated by continued use of the substance. 

7. Significant tolerance, a markedly diminished effect with continued use of the same amount of 

the substance, occurs. 

8. Characteristic withdrawal symptoms develop when use stops or is reduced. The 

withdrawal symptoms vary greatly across classes of substances. 

9. After developing unpleasant withdrawal symptoms, use is renewed in order to relieve or 

avoid those symptoms. 

In addition, some symptoms of the disturbance have persisted for at least one 

month or have occurred repeatedly over a longer period of time (Yeary & Heck, 

1989). 

For a diagnosis of substance abuse to be made at least one of the 

following indicators of maladaptive use detailed in Table 1.2 must be present; 



Table 1.2 DSM-111-R Criteria for Psychoactive Substance Abuse 

1. Continued use despite knowledge of having a persistent or recurrent social, occupational, 

psychological, or physical problem that is caused or exacerbated by the psychoactive 

substance. 

2. Recurrent use in situations in which use is physically hazardous (e.g. driving while 

intoxicated). 

The definitions for anorexia nervosa (Table 1 .3) and bulimia nervosa 

(Table 1.4) are also drawn from the DSM-111-R. 

Table 1.3 DSM-111-R Criteria for Anorexia Nervosa 

1. Intense fear of becoming obese, which does not diminish as weight loss progresses. 

2. Distorted body image (e.g., claiming to "feel fat") even when emaciated. 

3. Weight loss of at least 25 percent of original body weight; if under 18 years of age, weight 

loss of 25 percent from original body weight combined with projected weight gain expected 

from growth charts. 

4. Refusal to maintain body weight over a minimal normal weight for age and height. 

5. No known physical illness that would account for the weight loss 



Table 1.4 DSM-111-R Criteria for Bulimia Nervosa 

1. recurrent episodes of binge eating (rapid consumption of a large amount of food in a discrete 

period of time, usually less than two hours). 

2. At least three of the following: consumption of high caloric, easily ingested food during a 

binge; inconspicuous eating during a binge; termination of such eating episodes by abdominal 

pain, sleep, social interruption or self-induced vomiting; repeated attempts to lose lose weight 

with severely restrictive diets, self-induced vomiting, or use of cathartics or diuretics; and 

frequent weight fluctuations greater than ten pounds due to alternating binges and fasts. 

3. Awareness that the eating pattern is abnormal, and fear of not being able to stop eating 

voluntarily. 

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

5. The bulimic episodes are not due to anorexia nervosa or any known physical disorder 

(Yeary & Heck, 1989) 

'Eating disorder, not otherwise specified' (Table 1.5) covers disorders of eating that 

do not meet the criteria for a specific eating disorder. 

Table 1.5 DSM-111-R Criteria for Eating Disorder, Not Otherwise Specified 

1) A person of average weight who does not have binge eating episodes, but frequently 

engages in self-induced vomiting for fear of gaining weight. 

2) All of the features of Anorexia Nervosa in a female except the absence of menses. 

3) All of the features of Bulimia Nervosa except the frequency of binge eating episodes. 

Before presenting a review of the available literature in the area of substance 

abuse/dependence and eating disorders it is necessary to present several major 

cautions to be borne in mind. 

Firstly, it is important to note that a number of the studies reviewed used the 



DSM-Ill criteria for bulimia which did not have the DSM-III-R criterion of purging 

behaviour as a diagnostic requirement. Bulimia Nervosa is the term used to 

describe bulimia with associated purging behaviour. Where the term bulimia 

appears this refers to the DSM-Ill definition, bulimia nervosa to the DSM-I11-R 

definition. 

Secondly, the majority of the studies reviewed have been clinic based and 

therefore subject to selection bias. More specifically Berkson's Fallacy appears to 

be in operation. Berkson's Fallacy refers to the methodological error of drawing 

inferences regarding association from samples that arise as the result of non

representative selection (Alexander, Barrett, Alliger, & Carson; 1986). That is, that 

data on the incidence an relationship of disorders from hospital or clinical settings 

needs to be interpreted with caution since persons in such settings tend to have a 

higher incidence of a disorder than the non-hospitalized population. 

Finally, it is important to be aware that a number of different measures of 

alcohol and drug use and of eating behaviour have been used throughout the 

studies. Some of these will be more satisfactory, generalisable, and comparable 

than others. Also, in the case of semi-structured interviews it is not always possible 

to tell what components made up the interview and what cut-off criteria were used, 

again making interpretation and comparison difficult. 

1.2 Rates Of Substance Abuse/Dependence in Women with an Eating 

Disorder 

In recent years it has become increasingly evident to those working in the 

eating disorders area that a large proportion of the women presenting for 

assessment and treatment are concurrently experiencing, or, have experienced in 

the past, a number of other difficulties. One of the most common and potentially 



problematic of these additional difficulties appears to be that of alcohol and/or drug 

abuse/dependence. 

Goldbloom, Naranjo, Bremner, and Hicks (1992) assessed 100 female 

patients referred for evaluation at a specialized eating disorders programme, for 

alcohol dependence. Of the 96 females who met clinical and psychometric criteria 

for an eating disorder, 12.5% (12) were identified as having problems with alcohol, 

according to the accepted cut-off score of >6 on the Michigan Alcoholism Screening 

Test (MAST; Selzer, 1971 ). On the Alcohol Dependence Scale (ADS; Skinner & 

Horn, 1984), using the accepted cut-off score of >13, 26.9% (25) of the sample were 

identified as having features of alcohol dependence. Although the authors' 

acknowledge a number of methodological limitations, diagnostic validity of the 

MAST and ADS have been established with regard to alcohol disorders, and the 

rates identified exceed those for general population norms. Goldbloom et al. 

(1992) also noted significantly higher rates of stealing food and a family history of 

drug abuse among the ADS-positive eating disorder subjects, both of which have 

implications for later discussion of the role of 'personality style' and genetics in 

predisposing an individual to one form of addiction/dependence or another. 

Hatsukami, Mitchell, Eckert, and Pyle (1986) report rates of substance 

abuse among patients with bulimia ranging from 6. 7% to 31 %. They found that 

compared to patients with bulimia only or with bulimia and affective disorders, 

patients with bulimia and substance abuse experienced a higher rate of diuretic use 

to control weight, stealing before and after the onset of the eating disorder, previous 

psychiatric inpatient treatment, and greater amount of alcohol use after the onset of 

the eating disorder (p104). 

Suggestion of a close and reciprocal relationship between anorexia, 

bulimia, eating disorders generally and alcohol abuse is posited by Jones, 



Cheshire, and Moorehouse (1985). They report on a series of 27 cases (23 female, 

4 male) where eating disorders have been followed by clinical alcoholism or where 

alcoholic patients have shown to have clear previous episodes of anorexia nervosa 

or bulimia. Fifteen of the cases had a time lapse between onset of the substance 

abuse and subsequent onset of the eating disorder of >5 years. 

However, although onset data show clearly that the eating disorder 

began before the alcohol abuse, it may be possible that the two disorders occurred 

closer together in time, but for various reasons this was not recognised. For 

example, in the case of bulimia, the severity of the individuals binge/purge 

behaviour may have been seen as more 'disordered' than, and therefore, dominant 

over their drinking behaviour to the extent that they failed to recognise their drinking 

as problematic at this time. In the case of anorexia, it may be that the individuals 

strong desire to not consume calories (and thus not gain weight) may generalize to 

the extent that it also suppresses any desire to consume alcohol, primarily because 

of the individuals perception of the alcohols calorie content, but in working this way 

it may also serve to delay the inevitable onset of what may be a genetic or 

personality-based predisposition to substance abuse/dependence. 

Jones et a/.(1985) also note that in 14 of the 27 cases there was definite 

evidence of stealing, most commonly (57%) in those subjects meeting simultaneous 

criteria for anorexia and bulimia. 

Beary, Lacey, and Merry (1986) compared 20 consecutive alcoholic 

women with 20 age-matched bulimia nervosa patients using a semi-structured 

interview. They found 50% of the bulimic patients either abused alcohol (40%) or 

used it to excess (10%), and noted that, as with Jones et a/.(1985), the alcoholism 

presented many years after the onset of bulimia. In light of these findings a further 



112 consecutive bulimia nervosa patients were studied by the same interview. This 

further investigation found that reported alcohol abuse and excess usage increased 

with age to 50% by the age of 35 and may be even higher by 40 years. 

Patterns of drug and alcohol abuse in 35 bulimic women, 35 healthy 

control subjects, and their first and second degree relatives were studied by Bulik 

(1987a) via a psychological-test battery and a two-part, 4-5 hour interview session .. 

Alcohol dependence, drug abuse and drug dependence were found to be 

significantly more frequent in the bulimic subjects than in the control subjects, with 

10 of the bulimic women suffering from both alcohol and drug use disorders. 

The relationship of dieting severity and bulimic behaviours to alcohol and 

other drug use in young women was investigated by Khran et a/.(1992). A self

administered questionnaire assessing dieting and substance use (alcohol, 

cigarettes, and marijuana) was completed by 1796 women prior to their freshman 

year in college. Subjects were categorized as nondieters, casual, intense, severe, 

at-risk, or bulimic dieters, according to a scale derived from both previous research 

in this population and DSM-III-R criteria for bulimia nervosa. Criteria for bulimia 

nervosa were met by 1.6% (29) of the women, 16.6% (298) met criteria for two of the 

three DSM-III-R domains assessed (binging, purging/excessive dieting, 

dysfunctional attitudes; curiously, lack of control over binges was not considered), 

categorized as 'at-risk' dieters, and 22.3% (401) of the women met criteria for 

binging or purging/excessive dieting and had subthreshold symptoms in at least 

one of the other two domains, categorized as 'severe' dieters. The most frequent 

and intense alcohol use was reported by the bulimic and at-risk dieting groups with 

an intermediate level of alcohol use reported by the severe and intense groups. 

The prevalences of cigarette and marijuana use were also positively related to 

dieting severity. 



Of particular interest were the findings that the more severe dieters were 

more likely to use multiple substances, and that those subjects categorized as at

risk (16.6%) behaved similarly in their use of alcohol and other drugs to those 

reporting behaviours and attitudes consistent with bulimia nervosa (1.6%), 

suggesting that the at-risk group of dieters is also at increased risk for the 

development of chemical dependency. 

Added to these figures are those from a number of studies well quoted in 

the literature (Brisman & Segal, 1984; Jonas & Gold, 1988; Shisslak, Schnaps, & 

Crago, 1989; Yeary & Heck, 1989;)which have not specifically investigated the rate 

at which substance abuse/dependence occur in women with an eating disorder, but 

rather treatment issues or the rate at which a range of other disorders or 

behaviours may occur in women with a lifetime or current history of both an eating 

disorder and substance abuse/dependence. Among these studies rates of 

substance abuse in women with an eating disorder (primarily bulimia nervosa) 

ranging from 18.9% to 32% have been quoted. 

Clearly there is strong evidence for some form of relationship between 

particular types of eating disorder and alcohol abuse/dependence, as illustrated by 

the research into women with bulimia nervosa in particular. 

1.3 Rates of Eating Disorder in Women with Substance 

Abuse/Dependence 

Less well researched are the rates of eating disordered behaviour in 

women with a substance abuse/dependence diagnosis. However, the few studies 

that are available provide support for the possibility of a reciprocal relationship 

between substance abuse/dependence and eating disorders. 



Wilson (1992) determined the prevalence of bulimic symptomatology in 

60 women, 39 Caucasian and 21 Native American, all diagnosed with a 

psychoactive substance use disorder. The 60 women were inpatients at a chemical 

dependency treatment unit and were evaluated using both the Bulit-R (Smith & 

Thelen, 1984), an instrument specifically developed to diagnose bulimia nervosa 

according to the diagnostic criteria outlined in the DSM-III-R (American 

Psychological Association, 1987) and the eating disorder section of the Structured 

Clinical Interview for the DSM-I11-R (SCIO; Spitzer, Williams, Gibbon, & First, 1990). 

The testing identified bulimia nervosa in 7 (11.7%) of the sixty subjects, with an 

additional three subjects reporting past treatment for anorexia nervosa. 

Interestingly, 6 of the cases of bulimia were identified in the Caucasian women, 

making the percentage of bulimia in this group 15%, with all three (8%) cases of 

past anorexia nervosa also occurring in this group. 

Overall , these findings result in a 17% rate of diagnosable eating 

disorders in the total group and a combined eating disorders percentage for the 

Caucasian group of 23%. Given suggestions that the actual prevalence of 

occurrence of bulimia in a control population is between 2%-3% (Thelen, Mann, 

Pruitt, and Smith, 1987), the Caucasian group in this study presented a higher than 

expected rates of bulimia, while the rates of bulimia were not found to be 

significantly elevated in the the Native American group. 

Results suggesting that eating disorder features are over-represented 

among women who present for treatment for an alcohol problem were also 

produced by Taylor, Peveler, Hibbert, and Fairburn (1993). Fifty-two women 

attending a regional alcohol treatment unit and a community sample of 243 

comparison women were assessed using the Eating Disorders Examination (EDE: 

Cooper & Fairburn, 1987), a standardized validated investigator-based interview 



that measures the behaviour and attitudes characteristic of clinical eating disorders, 

and the Severity of Alcohol Dependence Questionnaire (SADQ; Stockwell, Murphy, 

& Hodgson, 1983). No significant difference was found between the two groups in 

the prevalence of bulimia nervosa; 5.2% (3/52) for the alcohol clinic sample and 

2.5% (6/243) for the community sample. However, 17.3% (9/52) of the alcohol clinic 

subjects had a lifetime history of bulimia nervosa compared to 7% (17/243) of the 

community sample. Of the 15 alcohol clinic subjects with a current or past eating 

disorder this history had been detected in only six, certainly a cause for alarm 

among health professionals working with either disorder. 

Eckert and Pyle (in Mitchell, Pyle, Eckert, & Hatsukami, 1990) noted that 

the prevalence of self-reported pathological eating behaviours, such as daily binge

eating and daily self-induced vomiting, were significantly higher among 135 women 

with chemical dependency treatment problems compared to the rate of such 

problems in 575 college females. This is particularly interesting given that eating 

disorders have generally been shown to be more prevalent in female college 

students than in the general population (Krahn, Kurth, Demitrack, & Drewnowski, 

1992). 

In Peveler and Fairburn (1990) 31 consecutive women attending an 

alcohol treatment unit were assessed for eating disorders using the EDE

Questionnaire (EDE-Q), a self-report questionnaire derived from the Eating 

Disorder Examination (Cooper & Fairburn, 1987). However, as this is a self-report 

instrument and no clinical interview was undertaken, any diagnoses derived from 

ratings on the EDE-Q must be regarded as 'probable' only. With this in mind a 

probable DSM-11I-R diagnosis of current anorexia nervosa was made in two patients 

(7%), and a probable diagnosis of current bulimia nervosa was made in a further 

two patients (7%). Another two patients (7%) reported the combination of recurrent 



episodes of objective over-eating, a sense of loss of control over eating, and some 

form of extreme weight control behaviour, with two further patients (7%) reporting 

recurrent binge eating associated with obesity, but without weight control behaviour 

or significant attitudinal disturbance. By applying current DSM-11I-R criteria these 

four patients were classified as 'Eating Disorder, Not Otherwise Specified' 

(EDNOS). Thus, a total of eight of the subjects (26%) appeared to have a current 

clinical eating disorder. Also present in six cases (19%) was a history suggestive of 

anorexia nervosa. Although the authors quoted a slightly lower prevalence rate (1-

2% for bulimia nervosa, lower for anorexia nervosa) for eating disorders in 

community samples to that of Taylor et a/.(1993) the prevalence of current eating 

disorders in women attending an alcohol treatment unit was still far higher than 

would be expected if alcohol use disorders and eating disorders co-occurred by 

chance. 

Goldbloom et a/.(1992) looked for both alcohol problems in women 

with an eating disorder (mentioned previously) and evidence of eating disorders in 

women with an alcohol problem. Seventy-three women seeking treatment for 

problems related to alcohol consumption were assessed for eating disorder 

pathology using the Eating Attitudes Test (EAT; Garner & Garfinkle, 1979), a 26-item 

self-report instrument, the Eating Disorders Inventory (EDI; Garner, Olmstead, & 

Polivy, 1983) a 64-item self-report instrument, and the Diagnostic Survey of Eating 

Disorders (DSED; Johnson, 1985) which addresses further personal and family data 

relevant to eating disorders. Once again the ADS and the MAST were used to 

determine alcohol use. Twenty-two (30.1 %) of the 73 subjects met or surpassed the 

EAT cut-off score of >20 but only four accepted or complied with referral for clinical 

evaluation by an eating disorder specialist; three had clinical diagnoses of bulimia 

nervosa and one had ED-NOS. This subgroup (n=22) also displayed significantly 

greater disturbances in the principal alcoholism measures than those women 

without eating disorder pathology. However these results must be interpreted with 



caution as clinical evaluations were not generated for all women in this subgroup. 

A two-to-five year follow-up study by Mitchell, Pyle, Eckert, and 

Hatsukami (1990) addressing the influence of prior alcohol and drug abuse 

problems on bulimia nervosa treatment outcome, also provides another source of 

prevalence data. The records of 100 patients referred for outpatient group 

psychotherapy were drawn at random from research files of patients who had been 

evaluated two to five years prior to the initiation of the study and met the inclusion 

criteria; 91 agreed to participate. At the time of the original evaluation 24 (26.4%) of 

the subjects were identified by the evaluating physician as having had a previous 

alcohol/drug abuse problem, with 11 (45.8%) having received formal treatment for 

this problem. 

A particularly remarkable aspect of Mitchell et a/(1990) is the contrast it 

provides to Jones et a/.(1985) and Beary et a/.(1986), both of which report cases 

whereby the alcoholism appeared many years after the onset of the eating disorder. 

In Mitchell et a/.(1990) the alcoholism occurs well before the eating disorder, 

fuelling the 'chicken or egg' debate. 

While clearly there is dearth of literature on this very important area, the 

available studies appear to provide support for the 'flip side' of the incidence of 

substance abuse/dependence in women with an eating disorder. 

1.4 Use of Other Drugs 

Additional complicating factors in successful treatment of either 

substance abuse/dependence, eating disorders, or concurrent substance 

abuse/dependence and eating disorder are the variety of, and rates of usage of 

other drugs by all three groups. This includes both licit and illicit drug use. Again, 



much of the available literature addresses drug use in women with a primary eating 

disorder diagnosis. In particular the focus is on those pharmacologic agents used 

to achieve weight loss or to induce purging; for example, laxatives, diuretics, and 

emetics. However, a number of other, seemingly more 'innocent' substances , for 

example, caffeine and tobacco, appear to be being used at higher than average 

rates by all three groups, increasing concerns about possible generalisation of 

'addictive behaviours' and/or substitution of one addiction for another during 

periods of spontaneous recovery or treatment (Peveler & Fairburn, 1990). 

1.4. 1 Other drug use in women with an eating disorder 

A major review of the literature by Bulik (1992) provides prevalence rates 

for a number of weight loss/ purging substances. The three studies on diuretics 

reviewed indicate that approximately 33% of anorectic and bulimic women have 

used them, but that few maintain continued use. Three studies on emetic use were 

also assessed. Approximately 26% to 28% of women with eating disorders 

(particularly bulimia nervosa) have used emetics, with syrup of ipecac the most 

commonly used emetic. More frequently reported on is laxative use. However, the 

rates of use appearing in the literature vary widely. For the nine studies reviewed 

by Bulik (1992) between 38% and 75% of bulimic women were said to use 

laxatives, with the level of use by women with anorexia not clear. The results from 

only one study are indicated (Bulik et al., in press) with 19% (7) of the 27 anorectic 

women assessed reporting regular laxative use. One study on use of Over-the

Counter diet aids (in particular those containing phenylpropanolamine) is reviewed 

(Mitchell, Hatsukami, Eckert, & Pyle, 1985), again with a focus on women with 

bulimia. Of the 275 women assessed, 52.2% (143) reported a prior history of diet 

pill use for weight control and 25.1 % (69) had used a minimum of one pill per day 

for an extended period of time. 



Mitchell, Pomeroy, and Huber (1988) also conducted a major review of 

studies in this area. Similar rates of use to those quoted in the review by Bulik 

(1992) were found for laxatives, diet pills, and emetics. Several studies indicating 

lower rates (between 3.6% and 4.2%) of diuretic use are reported. However, these 

studies were on general high school and college populations (including male and 

female subjects) and the reasons for diuretic use were not stated. To include these 

studies in a comparison group it would be necessary to know how many of the 

subjects had an eating or substance use disorder. 

Caffeine abuse in bulimia nervosa has been reported by Fahy and 

Treasure (1991). They reported on three women who were abusing large 

quantities of caffeine in an effort to control their weight. The three women, who 

were consuming 910mg/day, 1690 mg/day, and 2320 mg/day respectively, did so 

for the drugs appetite suppressant, diuretic, and stimulant effects. Two of the 

women suffered physical symptoms of caffeine intoxication and the third was found 

to have a serum level of caffeine which was in the toxic range. . 

Krahn, Hasse, Ray, Gosnell, and Drewnowski (1991) also investigated 

caffeine consumption in patients with eating disorders. Ninety-one women with 

bulimia nervosa, 14 women with anorexia nervosa, 11 women with anorexia 

nervosa and bulimia nervosa, and 55 women with eating disorder not otherwise 

specified were administered a questionnaire that collected data about average 

daily intake of coffee, tea, cola, and chocolate. A total of 14.6% (25) subjects were 

found to be high users of caffeine (mean daily intake of 1238.8 +/- 79.1 mg). Of 

particular interest was the finding that seventeen of the 91 bulimic subjects (18.7%) 

were high users of caffeine, compared with only one of the 14 subjects with 

anorexia nervosa (7.1 %), two of the 11 subjects with anorexia nervosa and bulimia 

nervosa (18.2%), and five of the 55 subjects with eating disorder, not otherwise 

specified. Although the differences between the subgroups were not found to be 



significant, it would be interesting to see what result larger samples would have 

produced. As with the use of drugs already mentioned, there are indications that it 

is the women with bulimia nervosa who suffer from the most disordered substance 

use. 

A study of substance use among adolescent binge eaters and purgers 

by Killen, Taylor, Telch, Robinson, Maron, and Saylor (1987) revealed similar 

findings. Of the 565 tenth grade females assessed for binge eating and purging 

behaviours, 10.3% (57) met study criteria (DSM-Ill guidelines) for bulimia and an 

additional 10.4% (58) reported purging behaviours. These subjects reported higher 

rates of drunkenness, marijuana use, and cigarette use. However, it is important to 

note that this study did not include all DSM-Ill criteria for bulimia in the assessment 

and as such the findings must be interpreted with caution, particularly in light of the 

fact that the majority of the studies reviewed used the more stringent criteria of the 

DSM-11I-R. 

A relatively new phenomenon to become recognised in the area of eating 

disorders is the use and abuse of sorbitol to control weight and appetite. Ohlrich, 

Aughey, and Dixon (1989) evaluated 21 consecutive eating disordered teenage 

inpatients and found that 18 were using products containing sorbitol, usually 

"sugar-free" gum, on a daily basis. Five of the 18 (27.7%) stated that they were 

using sorbitol-containing gum as an appetite suppressant. There is a clear lack of 

literature in this area but from the results of this study one could begin to form a 

tentative view of the potential for abuse of this substance among eating disorder 

sufferers. 

Bulik, Sullivan, Epstein, McKee, Kaye, Dahl, and Weltzin (1992) surveyed 

42 inpatient women with bulimia nervosa and 29 women with anorexia nervosa 



regarding eating behaviour, patterns of licit and illicit substance use, and relation 

between drug use and appetite. Women with bulimia nervosa reported substantial 

use of licit substances such as laxatives, diuretics, and emetics. Alcohol and 

cigarette use were found to be significantly more common in women with bulimia 

nervosa than anorexia nervosa. The rate of cigarette use in women with bulimia 

nervosa (52%) was almost twice as high as that of the general female population in 

the same age range (27%), and the majority of these women reported that smoking 

decreased their appetite. The women with bulimia nervosa who used alcohol 

regularly drank significantly more per sitting than anorexia nervosa drinkers. The 

authors also noted a trend for bulimic women to have consumed a greater 

maximum number of drinks at one sitting, with 10 bulimia nervosa women reporting 

an average of 2.7 alcohol-related blackouts whereas none of the anorexia nervosa 

women reported ever experiencing a blackout. The majority of bulimic women 

reported that alcohol increased their appetite. Women with bulimia were also 

shown to consume significantly more cans of caffeinated soda per day, although the 

amount of coffee and tea consumed was similar in both groups. 

Leon, Carroll, Chernyk, and Finn (1985) assessed commonalities in 

binge eating and other problem behaviour patterns in male and female college 

students, and in a group of women diagnosed (DSM-Ill criteria) as bulimic. A large 

number of the bulimic women indicated a history of various substance abuse 

problems: 61.1 % revealed that they had engaged in excessive use of alcohol, and 

46% drugs such as marijuana, amphetamines, diet pills, and barbiturates. Current 

drug use was reported by 21.2%, with 6.7% having been diagnosed by a health 

professional as chemically dependent. 

Also appearing in the literature are a number of brief reports highlighting 

specific cases of substance abuse in an eating disordered individual. Wilcox 



(1987) reports a case of fluoxetine (a psychoactive compound used as an 

antidepressant) abuse in a women with anorexia nervosa. The women received 

60 mg/day of fluoxetine for treatment of her depression in connection with a 

university research program. After 10 days of fluoxetine therapy she experienced a 

profound suppression of appetite. While her depression did not improve, she 

continued to use the drug to promote weight loss, increasing the dose to 90 mg/day 

and eventually to 120 mg/day in the hope of maintaining the appetite suppression 

and rapid weight loss. During a 2-month period of this treatment she lost 9.1 kgs. 

The author notes that because fluoxetine may have an appetite-suppressing effect 

in some individuals, coupled with few side effects, the drug could be easily abused 

by those seeking to lose weight. Short and Blinder (1985) report on the use of 

nicotine as an emetic by a woman with bulimia and Mitchell (1987) outlines the use 

of heroin as an emetic, also by a woman with bulimia nervosa. 

Medication manipulation or abuse has also been reported in bulimia 

nervosa. Fornari, Edleman, and Katz (1990) outline three ways in which patient 

manipulation or abuse of certain medications can result in changes in their weight: 

1) medications prescribed for a patient for the treatment of certain medical problems 

can be taken in a way other than prescribed; 2) medications not prescribed for a 

person can be taken in order to prevent weight gain or induce weight loss; and 3) 

illegal substances can be taken in an effort to lose weight. A case example is given 

for each of the three routes and the authors propose that the criteria for the 

diagnosis of bulimia nervosa be expanded to include the possibility of manipulation 

or abuse of medications in order to intentionally avoid weight gain or to lose weight 

They argue that such use of medication makes it an equivalent to purging or fasting 

in meeting the need for the bulimic to control weight in the face of frequent binge

eating and persisting conflicts about body weight and shape. 

Clearly a number of individual variations in drug use by women with an 



eating disorder are possible, and it is important for workers in the area to be aware 

of these for increased accuracy and specificity of both assessment and treatment. 

1.4.2 Other drug use by women with substance abuse/dependence 

Again, less research has been conducted in this population than in the 

eating disorders population. Kagan and Albertson (1986) conducted a study 

looking at scores on MacAndrew factors of bulimics and other 'addictive 

populations', in order to address the question of whether there is a general 

addictive personality profile. Of the 33 subjects in their alcoholic sample only 8 

were women. While 30% (9) of the alcoholic subjects reported a secondary drug 

addiction (primarily heroin) the sexes of these subjects is not stipulated making it 

difficult to compare this with other findings. Interestingly, and in marked contrast to 

the studies previously outlined, none of the 39 females in the bulimic sample 

reported a current or prior history of alcoholism, drug addiction, or smoking. 

Peveler and Fairburn (1990) reported on 31 women meeting criteria for 

alcohol dependence. The purpose of the study was to assess the women for eating 

disordered behaviour and risk of developing a clinical eating disorder. Their use of 

weight-control oriented drugs was also recorded. Of the 31, 8 (25.8%) reported 

regular misuse of laxatives and diuretics. However, 'regular use' is not defined, nor 

is it clear whether use of these drugs was at a problematic level, i.e. whether the 

use could be classed as abuse or dependence. 

Taylor, Peveler, Hibbert, & Fairburn (1993) also addressed the area of 

eating disorders among women receiving treatment for an alcohol problem. 

Of the 52 women involved, 5 (9.6%) reported laxative or diuretic misuse. Again, 

however, it is unclear as to what is meant by the term misuse. Does this mean 

merely using the drug for some purpose/problem other than constipation or water 



retention, or does it mean use at an abusive or dependent level? 

1.5 Theories and Mechanisms of Action 

With the available literature, while somewhat scant from the perspective 

of 'eating disorders in women with a substance abuse/dependence diagnosis', 

providing mounting evidence for some form of interrelation between substance 

abuse/dependence and eating disorders it is important to outline the various 

theories about the possible nature of this relationship. 

1.5. 1 Genetics 

A number of researchers (Bulik, 1987a; Bulik & Sullivan, 1993; 

Hatsukami, Mitchell, Eckert, & pyle, 1986; Lundholm, 1989) have explored the 

possibility that bulimia nervosa is one expression of a genetic predisposition toward 

addictive behaviour/substance abuse. These findings have generally been 

reported in family studies that have traced the history of various disorders in first 

and second degree relatives of the primary research subject. 

Patterns of drug and alcohol abuse in 35 bulimic women, 35 healthy 

controls, and their first- and second-degree relatives were studied by Bulik (1987a). 

All subjects completed a battery of psychological tests and a 4-5 hour interview 

session, which was conducted in two-parts. Different interviewers were used for 

both parts, and those in part 2 were blind to to the subjects bulimic or control status 

as assigned following part 1.. Major depression and alcohol abuse were found to 

be the most common concomitant diagnoses for the bulimic subjects. As well 

alcoholism and major depression occurred significantly more frequently in the first

and second- degree relatives of bulimic subjects than in those of control subjects. 

Alcoholism was also found to be present as often in the families of the bulimic 

subjects who did not exhibit alcohol-related problems, as in those who did. The 



author suggests that this data may 'shed light' on the familial transmission of 

alcoholism in women, in the sense that bulimia, both in combination with other 

addictions and in its pure form, may be an alternative expression of a genetic 

predisposition - one more tempered by social and environmental forces. 

Mitchell, Hatsukami, Pyle, and Eckert (1988) investigated bulimic 

subjects with and without a family history of drug abuse. They found that patients 

with a family history of drug abuse (n=102) were more likely to have experienced 

drug abuse problems themselves, to have been treated for chemical dependency 

prior to being evaluated for their eating disorder and to have a history of being 

overweight than those without a family history (n=173). Interestingly the authors 

also found that patients with bulimia who report a positive history of drug abuse in at 

least one first-degree relative strongly resemble patients without this history in terms 

of their bulimic symptomatology and course of illness. It is possible to argue from 

this that patients with a positive family history are not necessarily going to be more 

disordered, that their eating disordered behaviour is 'just' another expression of a 

predisposition to addictive behaviours. It is also possible to argue that the family 

history factor may be coincidental only and that other factors such as personality 

variables are playing a more determinant role. 

Claydon (1987) studied alcohol, drug, and eating disorder problems 

among 1302 male and female college students, 9.4% of whom reported being 

children of alcoholics, with a further 18.9% indicating some alcohol problems in the 

home. Overall, males with a family history reported higher levels of alcohol and 

other drug problems, and females with a family history reported higher levels of 

eating disorders, lending credence to the view expressed by Bulik (1987a) that 

eating disorders may be an alternative expression of a genetic predisposition to 

addictive behaviours in females. However, further analysis indicated that among 

children of alcoholics, when considered alone, proportionately more males than 



females reported an eating disorder; proportionately more females than males 

reported an alcohol or other drug problem. The author suggests that being the child 

of an alcoholic may substantially increase the risk for the opposite sex with regard 

to these disorders, in addition to the generally increased risk relative to non

children of alcoholic peers. These findings need to be interpreted with caution as 

they are based solely on a self-report survey consisting almost entirely of the 30-

item Children of Alcoholics Screening Test (CAST) for which no validity or reliability 

data is provided. Interpretation of some of the questions in a self-report situation is 

also likely to be highly variable Such questions as "Did you ever resent a parent's 

drinking", would not exclusively indicate that a 'yes' answer meant the 

respondent's parent had an alcohol problem, or.even that the respondent believed 

their parent to have an alcohol problem. 

Binge eating and associated habit patterns within college student and 

identified bulimic populations was studied by Leon, Carroll, Chernyk, and Finn 

(1985) who found that in their sample of 213 subjects a family history of substance 

abuse was significantly related to binge behaviour for college females, but not for 

college males. When looking at the bulimic subjects alone, all of whom were 

women, 51 % (18) had one or more first degree relatives specifically diagnosed by a 

health professional as chemically dependent. The authors suggest that as a 

significant proportion of the clinical binger group exhibited a generalized impulse 

control or substance abuse pattern, including stealing and the excessive use of 

alcohol or drugs, that food may thus be one of a number of substances that the 

bulimic has abused. Another possible explanation given is that general societal 

influences concerning body weight ideals may cause greater social influences for 

women with a family history of chemical dependency to develop eating disorders 

rather than chemical dependency problems. 



A somewhat contrasting view is provided by Hatsukami, Mitchell, Eckert, 

and Pyle (1986). Their study addressing the characteristics of bulimic patients did 

not find a higher rate of alcoholism in the mothers or fathers of patients with bulimia 

and a history substance abuse (n=34) compared to patients with bulimia only 

(n=46) or with bulimia and a history of affective disorder (n=34). However, this 

study relied heavily on self-report data, and although the study included an 

interview session this was not structured, leading to an increased possibility of 

interviewer error in diagnosis. 

Maternal alcoholism has also been suggested as a possibie risk factor for 

anorexia nervosa. Melgaard, Chambers, Golbeck, Elder, and Ferguson (1989) 

conducted a retrospective case control design in which 40 cases of anorexia were 

matched to two separate control series, one being population based and one clinic 

based. Odds ratios of 4.00 (p<0.006) and 7.67 (p<0.001) were obtained for family 

history of alcoholism and family history of pathological disorders, respectively, 

among the families of anorexia nervosa cases. However, it is important to note that 

the assessment of familial alcoholism and and psychological disorders in this study 

was accomplished by means of self-report as documented by medical record or 

interview. 

There appears to be growing evidence in the literature to provide support 

for the posiibility of a genetic component to eating disorders. Clearly this area 

warrants further investigation as the exact nature of the relationship is unclear, nor 

have findings been consistent across researchers .. 

1.5.2 Drug effects 

Drug effects have been implicated in eating disordered behaviour in two 

major ways. One is the common physiological effect on appetite that a specific 



drug has on many of its users. For example, increased appetite or "the munchies" 

commonly occurs in marijuana users (Flintoff, Watson, Winn, 1989). In a woman 

with bulimia nervosa, a full-scale binge may well result from the physiological 'cue' 

to eat produced as a result of marijuana use. Other drugs, such as amphetamines, 

actively reduce appetite in many users (Flintoff et al, 1989). As such they have often 

been experimented with as a means of controlling food intake by people with eating 

disorders. 

However, the physiological effects of a drug may vary greatly from 

individual to individual and be influenced by other factors of a psychological nature. 

Both the pharmacological effect of consuming alcohol and the cognitive 

expectations of drinking alcohol on food consumption in restrained (this group 

generally includes people with eating disorders) and nonrestrained eaters was 

investigated by Polivy and Herman (1976). When alcohol was presented as 

'Vitamin C', restrained eaters ate more following placebo than following alcohol. 

When the alcohol was actually labelled as such, restrained eaters ate more than in 

the placebo condition. The opposite effect was noted in unrestrained eaters. From 

this they concluded that when labelled correctly alcohol produces a breakdown in 

restraint in normally restrained eaters, and that these results provide further 

evidence that alcohol's disinhibitory qualities are the product of a pharmacological

cognitive interaction. 

However, a further study by the same authors (Polivy and Herman, 

1976b) concluded that the disinhibitory effect of alcohol may arise less from the 

direct pharmacological effects of the drug (i.e. suppression of inhibitory brain 

centres) than from interaction of the non-specific effects of the drug with cognitive 

cues which direct behaviour. Thus, if alcohol were consumed without any 

disinhibitory cues (including the subjects lack of knowledge that he or she was 

consuming alcohol) there might be less reason to suspect that it would unmask 



suppressed behaviour. 

Bulik (1992) provides a comprehensive review of the behavioural 

pharmacological perspective of bulimia nervosa and substance abuse. Here it is 

suggested that the processes responsible for the maintenance of drug use may 

involve both positive and negative reinforcement. The example is given of an 

individual with bulimia who may begin to use laxatives to diminish the bloatedness 

or depression and guilt following a binge (negative reinforcement), but after 

repeated administration come to crave the particular sensations produced by the 

laxative (positive reinforcement). 

This is of importance to the second major way in which drug use has 

been seen to affect eating disordered behaviour, through the food deprivation 

model. That is, that the previously detailed high rates of drug use in women with 

bulimia nervosa may be a direct sequelae of constant or repeated food deprivation. 

Bulik (1992) explains that repeated or prolonged food deprivation (i.e. dieting and 

fasting by bulimic women) and frequent maintenance at low body weight increases 

the reinforcing value of alternative reinforcers such as cigarettes, laxatives, 

diuretics, and other drugs thereby contributing to the high rates of self 

administration, and that in addition to increasing the reinforcing efficacy of drugs, 

food deprivation also increases the reinforcing value of food thereby promoting 

binge eating. Therefore food deprivation can be seen to influence drug use and the 

drugs themselves may effect appetite, weight, and the reinforcing value of food. 

This effect has been demonstrated for a variety of drugs including caffeine (Fahy & 

Treasure, 1991; Khran, Hasse, Ray, Gosnell, Drewnowski, 1991 ), nicotine (Bulik, 

Dahl, Epstein, Kaye, 1991 ), sorbitol (Ohlrich, Aughey, & Dixon, 1989), and heroin 

(Mitchell, 1987). It is necessary to note that this model presupposes that dieting and 

fasting are at the root of bulimic behaviour and that the extent to which a drug (or 



behaviour) is reinforcing to a person is also critical to expression of the effect. This 

suggests that food deprivation exerts its effects only on drugs or behaviours that are 

clearly reinforcing to the individual. 

Others (Dolan, & Ford, 1991; Wardle, & Beinart, 1981) have suggested 

that food deprivation influences other drug use not by increasing the reinforcing 

value of other drugs but via its disinhibitory properties. Wardle and Beinart (1981) 

state that binge eating is as much a consequence as a precipitant of dietary 

restraint, with restraint predisposing the individual to a stretched state of self-control 

which is easily "snapped" by a small food intake or perhaps by a dysphoric mood, 

thus leading to overeating. At this point it would seem possible that some 

restrained eaters would choose to consume something other than food as they 

begin the process of 'compensatory overeating' suggested by Dolan and Ford 

(1991 ), in order to regain a sense of control. This alternative may or may not take 

the form of any one of the drugs previously described as 'reinforcing'. 

How this model works from the perspective of eating disordered 

behaviour in women with a primary substance abuse/dependence is less clear. It 

may be that nutritional factors play a part and that if the body receives more energy 

from, for example, alcohol, than from food then this sets up the body to feel food 

deprived, increasing foods reinforcing value for these women, and thus increasing 

their risk of 'misuse' of food. An alternative view is that the food deprivation effect 

may well be operating in much the same way as for bulimic women. However, use 

of the reinforcing drug may have become more problematic or more frequent than 

the bulimic behaviour and as such has been the primary disorder identified for 

treatment. 



1.5.3 Personality 

The area of personality has been traditionally fraught with difficulties. 

These range from the basic question of what is personality down to is it quantifiable, 

and if so by what means? In terms of assessing similarities between the presenting 

profiles of substance abusing/dependent women and eating disordered women, 

research into personality is growing in popularity. Although no set personality 

profile of these two groups and their possible inter-relationship has been posited a 

number of similarities in personality features and behaviours have been evidenced. 

The personality feature most often found in common between the two groups 

appears to be that of impulsivity. 

Lacey and Evans (1986) reviewed the literature on impulsivity in a 

number of disorders including substance abuse disorders and eating disorders. 

They suggest that within each of these clinical populations there is a significant 

number of patients who have a very poor prognosis and who are characterised not 

just by the specific presenting symptoms but by multiple impulsive behaviours. 

They suggest that such people may make up a tentative group known as the 

"multiple-impulsive personality" group. The authors believe that there are strong 

associations between binge eating and other forms of impulsivity. 

Providing support for the view of Lacey and Evans (1986) are Casper, 

Eckert, Halmi, Goldberg, and Davis (1980) who compared bulimics with abstaining 

subgroups of anorectics. They reported that the bulimics showed more 

'kleptomania' (which they believe to be an indicator of impulsivity) and scored 

significantly higher on the depression, hysteria, psychopathic deviate, paranoia, 

and psychaestenia subscales of the Minnesota Multiphasic Personality Inventory 

(MMPI). However, as there was no 'normal' control group it is difficult to tell if this 

tendency to impulsive behaviour experienced by bulimic patients is significantly 

different to that of the wider community. 



Comment on the variety of impulsive behaviours in the bulimic subgroup 

of their series was made by Garfinkle, Moldotsky, and Garner (1980). They found 

that the bulimic women abused alcohol, used street drugs more often, had stolen, 

mutilated themselves, and made other suicidal acts more frequently than the 

anorexia nervosa subgroup. Again there is no comparison made with a 'normal' 

control group. 

Similar findings to Garfinkle et al (1980) were reported by Lacey and 

Moureli (1986). 'Multi-impulse problems' were seen among 18% of normal weight 

bulimics presenting at their clinic; the nature of these problems was described as 

being very similar to those experienced by alcoholic women presenting with a 

present or past history of 'major binge eating'. These problems included 

manipulation of food, abuse of alcohol and street drugs, and, sometimes, sexual 

disinhibition. The authors' believed a pattern to be emerging whereby the patient 

begins with food abuse but finds it insufficient to deal with their needs and thus 

moves on to alcohol later as a part of a general maladaptive response to 

'entrenched personality difficulties' (p392). 

However, there are a number of possible ways of interpreting the 

relationship between the two disorders. As Lacey and Moureli (1986) suggest 'food 

abuse' may be the starting point, eventually leading to alcohol/drug abuse when 

food loses its 'effectiveness', although the authors fail to explain how the two 

disorders can occur together if one is being replaced by the other, nor does this 

view satisfactorily explain the apparently large numbers of women with eating 

disorders presenting with a past history of substance abuse or dependence. 

Another explanation posited earlier is that the two disorders are both 

expressions of the same, possibly genetically determined, predisposition to 



addictive behaviours or substance abuse/dependence more specifically. Although 

family history studies are providing some strong evidence for this view, at this stage 

it may be wiser to view the possible genetic link as being to addictive behaviours in 

general, given the numbers of subjects presenting with no history of substance 

abuse/dependence problems in first- or second-degree relatives. It may prove 

beneficial to look not just at family history of substance abuse/dependence, but also 

at family history of other 'impulse control' related behaviours particularly in those 

subjects with no family history of substance-related problems. 

Alternatively, just as there may be a genetic 'family history' component to 

the disorders there may be a personality component, which in turn may be 

genetically or chemically determined. That is, that vulnerability to the disorders may 

be a result of inherited personality traits or as a result of a 'quirk' in an individuals' 

brain chemistry that effects their personality development and expression. Research 

into this connection between brain chemistry and personality expression resulted in 

the development of The Tridimensional Personality Questionnaire (TPQ) 

(Cloninger, 1987) which was designed to measure three fundamental dimensions 

of personality (harm avoidance, novelty seeking, and reward dependence) 

suggested to correlate to specific neurotransmitter functions (serotonin, dopamine, 

and norepinephrine respectively). 

Brewerton, Hand, and Bishop (1993) administered the TPQ to 147 

patients with DSM-III-R defined eating disorders (110 BN, 27 AN, and 1 O BN+AN) 

and 350 female controls. All subtypes of eating disordered patients scored 

significantly higher on Harm Avoidance than the controls. As well, patients with 

bulimia nervosa ( +/- anorexia nervosa) had significantly higher degrees of Novelty 

Seeking, particularly on the 'impulsiveness' subscale, as per a number of the 

studies previously mentioned. These data were thought to support a theory of 



serotonin dysregulation in both types of eating disorders as well as suggesting that 

further work be done on the role of dopamine and norepinephrine in bulimia 

nervosa. One major problem with this study was that the data were collected at 

intake and may well be influenced by acute illness. The authors also note that the 

control group had a significantly greater age, which is problematic given that the 

three dimensions, especially Novelty Seeking, correlate with age. 

Cloninger has since gone on to develop the Temperament and Character 

Inventory (TCI) (Cloninger, 1991) which is an extension of the above questionnaire 

and is intended to be more comprehensive and to improve the diagnosis of 

personality disorder, by adding four new personality dimensions; persistence, self

directedness, co-operativeness, and self-transcendence (specific criticisms of the 

TCI appear in the Method section). It would be interesting to see what similarities or 

differences are found between eating disordered and substance 

abusing/dependent subjects using this more comprehensive measure, and as such, 

it has been employed in this thesis. 

1.6 Aims and Hypotheses 

The major aim of the current study is to generate descriptive data 

regarding the rate of eating disordered behaviour in women with a primary 

diagnosis of substance abuse/dependence. In particular, what form, if any, the 

eating disordered behaviour takes (e.g. bulimia nervosa, anorexia nervosa, eating 

disorder not otherwise specified, or some form of subclinical eating problem), and 

what similarities there are between substance abusing/dependent women and 

women with an eating disorder (particularly bulimia nervosa). 

Given the high rates of substance abuse/dependence in women with a 

primary diagnosis of an eating disorder clearly detailed in the literature, and the 

small but growing indication of a similar reversed tendency, the major hypothesis of 



this study is that it will find a high rate of eating disordered behaviour in women 

with a primary substance abuse/dependence diagnosis, either at a clinical or 

subclinical level. 



2.1 Subjects 

CHAPTER 2 

Method 

Seven outpatients attending Mahu Villa, Sunnyside Hospital, and eight 

inpatients attending the Queen Mary Centre, Hanmer Springs, served as subjects in 

this study. 

The first fifteen female subjects involved in an outpatient cognitive-behavioural 

treatment programme for bulimia, were used as a comparison group for this study. 

The mean age of the subjects was 30.60 years. All fifteen subjects had met current 

DSM-11I-R criteria for Bulimia Nervosa 

2. 1. 1 Inclusion criteria 

a) females aged between 18 and 45 years 

and b) who were involved in either inpatient or outpatient treatment for either a 

past (within the last four years) or current diagnosis of Alcohol and/or Psychoactive 

Substance Abuse/Dependence as defined by the DSM-I11-R (American Psychiatric 

Association, 1987) criteria. 

2. 1.2 Exclusion Criteria 

Individuals were excluded from this study if they were; 

a) male 

or b) currently suffering from any medical diagnosis that could effect weight or 

appetite (diabetes, coeliac sprue). 

The mean age of the subjects was 31.7 years. Twelve subjects had met the the 

Diagnostic and Statistical Manual of Mental Disorders, Third Edition, revised (DSM

III-R) (American Psychiatric Association, 1987) criteria for Alcohol Dependence (AD) 



within the past four years. One subject had met the DSM-III-R criteria for Alcohol 

Abuse (AA) within the past four years. Two subjects had met the DSM-I11-R for 

Psychoactive Drug Dependence (PD) within the past four years. Seven of the 12 

AD subjects concurrently met criteria for Drug Dependence and one AD subject met 

concurrent criteria for Drug Abuse. 

2.2 Instruments 

The assessment instruments in this study were chosen to examine the 

cognitive and behavioural characteristics of an eating disorder, current alcohol 

consumption and a variety of personality parameters. A structured interview was 

administered to the Alcohol/Drug group to determine diagnoses and to provide 

more detailed information about substance abuse, eating disorders and 

depression. Bulimic subjects underwent a comparable diagnostic interview and 

both groups completed an assessment battery including the Temperament and 

Character Inventory (Cloninger, Svrakic, & Pryzbeck, 1992), the Eating Disorders 

lnventory-2 (Garner, 1991 ), and the Three Factor Eating Questionnaire (Stunkard & 

Messik, 1985a). 

2.2.1 The Alcohol Use Disorders Identification Test (AUDIT; World Health 

Organisation) 

The AUDIT was developed by the World Health Organisation (WHO) as a 

simple screening tool for use in primary care settings. It aims to identify persons with 

hazardous or harmful alcohol consumption before dependence and serious harm 

have occurred. It is a 10-item scale, with the highest possible score for all 1 O items 

being 40. The WHO recommends a total score of 11 or more as suggestive of a 

drinking problem. Saunders et al (1993) report that in a sample of 1888 people 

attending representative primary health care facilities, among those diagnosed as 



having hazardous or harmful alcohol use, 92% had an AUDIT score of eight or 

more, and 94% of those with non-hazardous consumption had a score of less than 

eight. This test was included to give a measure of current alcohol use. 

2.2.2 The Three Factor Eating Questionnaire (TFEQ; Stunkard & Messik, 1985) 

The TFEQ (Stunkard & Messik, 1985) is a two-part, 51-item self-report scale 

designed to assess three major factors commonly associated with an eating 

disorder; 1) cognitive dietary restraint, 2) the tendency to disinhibition, and 3) 

susceptibility to hunger. High cognitive restraint is associated with a high level of 

conscious control of eating, whereas high disinhibition is associated with a 

tendency to lose control of intake during disruptive moods or events, and high 

hunger is associated with an increased sensitivity to feelings of hunger (ibid). 

Internal consistency of .90 and a test-retest reliability of .91 have been 

demonstrated for the TFEQ (Allison et al, 1992). 

2.2.3 The Eating Disorders lnventory-2 (EDl-2; Garner, 1991) 

The EDl-2 (Garner, 1991) is a 91-item, self-report measure that was 

developed to assess the cognitive and behavioural characteristics of patients with 

anorexia nervosa and bulimia. The EDl-2 provides eight clinically derived 

subscales, namely: 1) Drive for Thinness; 2) Bulimia; 3) Body Dissatisfaction; 4) 

Ineffectiveness; 5) Perfectionism; 6) Interpersonal Distrust; 7) lnteroceptive 

Awareness; and 8) Maturity Fears and three provisional scales currently under 

investigation, namely; 1) Asceticism; 2) Impulse Regulation; and 3) Social 

Insecurity. The subscales most commonly associated with anorexia nervosa and 

bulimia nervosa are Drive for Thinness, Bulimia, and Body Dissatisfaction. 

Reliability coefficients for the original EDI subscales were between .83 and .93 for 

the eating disordered sample. Estimates of internal consistency for the EDl-2 

provisional subscales are between .70 and .80, for the eating disordered sample. 



Updated item-total scale correlations for the eight original EDI subscales range from 

.30 to .78. Item-total correlations for the provisional subscale items range from .31 

to .70. 

2.2.4 The Temperament and Character Inventory (TC/; Cloninger, Svrakic, & 

Przybeck, 1992) 

The TCI (Cloninger, Svrakic, & Przybeck, 1992) is an unpublished 238-

item self-report instrument that was developed to measure a variety of 

temperament and character dimensions. The TCI measures four dimensions of 

temperament, namely; 1) Novelty Seeking, 2) Harm Avoidance, 3) Reward 

Dependence, and 4) Persistence; and three dimensions of character, namely; 1) 

Self-directedness, 2) Cooperativeness, and 3) Self-transcendence. These seven 

dimensions are then further differentiated to provide 12 temperament subscales 

and 13 character subscales. Internal consistency for the composite scales ranges 

from . 76 to .87 for the temperament scales and .84 to .89 for the character scales 

(Cloninger, Svrakic, & Przybeck, 1992). Although the the TCI has shown 

impressive potential as a predictor of personality disorder diagnoses it is important 

to be aware that in its present form there are a number of disadvantages to its use. 

As Spence (1992) notes, it is unclear whether the TCI provides a stable measure of 

personality or whether it is affected by current mental state. Other disadvantages 

are Cloniger et als (1991) lack of provision of any validity scales, which may 

compromise its usefulness in psychiatric populations, and the need to develop 

explicit means to determine cut-off points for high and low scores on the different 

dimensions (Spence, 1992). 

2.3 Diagnostic Interview 

Diagnoses for the clinical group were generated from a combination of 



sources. The Alcohol and Psychoactive Drug subscale of the Diagnostic Interview 

for Genetic Studies (DIGS) (Cloninger, 1991 a) was used to generate lifetime 

and/or current alcohol and/or psychoactive drug abuse/dependence diagnoses. 

The DIGS is a structured interview that leads to DSM-III-R (American Psychiatric 

Association, 1987) diagnoses. The DIGS was developed specifically for genetic 

studies on alcoholism and is the best available diagnostic instrument for drug and 

alcohol abuse/dependence. The Eating Disorders and Mood Syndromes sections 

of the Structured Clinical Interview for DSM-I11-R (SCIO) (Spitzer, Williams, Gibbon, 

& First, 1990) were used to generate lifetime and/or current eating disorder 

diagnoses and lifetime and/or current mood disorder diagnoses. Sections of the 

Habits Interview (Bulik, 1992), an unpublished instrument designed to give a 

comprehensive picture of the use or abuse of substances commonly associated 

with an eating disorder and how they interrelate with appetite and binge eating, 

were also used to provide a more complete view of individual eating behaviour. 

The sections used were; Cigarettes, Caffeine, Laxatives, Diuretics, Emetics, Over

the-Counter Diet Pills, and Other Methods of weight loss. This interview does not 

generate scales or scores but aims to provide a comprehensive understanding of 

the nature and extent of the substance abuse problem. The researcher was trained 

under supervision to give the relevant sections of the DIGS, SCIO, and Habits 

Interview. The interviews took approximately 1 1/2 hours per subject. Summary 

diagnostic sheets were generated for each subject, diagnoses from the first three of 

which were generated under supervision. 

2.4 Recruitment and Sampling 

The researcher obtained Canterbury Area Health Board ethical approval and 

Visitor status at both Sunnyside Hospital and The Princess Margaret Hospital to 

allow access to patient groups and to conduct interviews. Data were collected from 

June to October 1993. There were two methods of recruitment: 



2.4. 1 Mahu Villa (outpatient): the researcher presented an outline of the study to be 

undertaken to the unit staff and provided each with information sheets to be 

explained to potential subjects during their assessment sessions. Names and 

telephone numbers were taken from those who expressed an interest in being 

involved. These were passed on to the researcher who later telephoned to confirm 

interest and set an interview date. 

2.4.2 Queen Mary Centre (inpatient): the researcher presented an outline of the 

study to be undertaken and the requirements of the subjects involved to the staff 

and patients at a ward meeting. Those interested in being involved left their name 

and that of their therapist at the Centre with the researcher at the end of the ward 

meeting. After clearing the participation of each subject with their therapist, the 

researcher scheduled a time to interview each subject over a two-day period. 

2.5 Procedure 

After obtaining informed consent the study was conducted in two parts. The first 

part consisted of the individual diagnostic interview. Upon completion, subjects 

completed the four assessment inventories. All interviews were conducted by the 

researcher. Subjects received a $10.00 payment for their involvement in the study. 

The data analyses were performed on the Statview programme produced by 

Abacus Concepts. 



3.1 Introduction 

CHAPTER 3 

RESULTS 

This section will deal firstly with the Diagnostic Interview, presenting descriptive 

statistics of the various demographic variables and the diagnoses generated. The 

next section addresses the four psychometric tests employed in the study; the EDl-

2, the TCI, the TFEQ, and the AUDIT, . This section also contains a comparison of 

information obtained from the Habits Questionnaire between this study and that of 

Bulik, Sullivan, Epstein, McKee, Kaye, Dahl, and Weltzin, (1992). The final section 

provides two case outlines of participants in the study which are intended to provide 

both some sense of what the women involved in the study have experienced, plus 

an idea of the range of severity and diversity of features of both eating disorders 

and substance abuse/dependence that the participants presented with. 

3.2 Diagnostic Interview 

3.2. 1 Demographic data for the Substance Abuse/Dependence Group 

The average age of the fifteen women who agreed to participate was 31. 7 

years, (range 18 - 45 years). Of these, 9 identified as Pakeha/European, 1 as 

Maori, 1 as Maori/Pakeha, 2 as Maori/Pacific Islander, 1 as Pacific islander/ 

Pakeha, and 1 as European/North American Indian. The average current weight of 

the participants was 67.5kgs, and the average lowest weight since 13 years of age 

was 51.6kgs. These weights generated a mean current Body Mass Index figure of 

25.1 for the group and a mean lowest Body Mass Index figure of 19.1, since the age 

of 13. The current Body Mass Index scores for the group ranged from 18.9 to 38.0, 

while the lowest Body Mass Index scores ranged from 13.1 to 26.9. 



3.2.2 Demographic Data for the Bulimic Group 

The average age of the 15 randomly selected women with bulimia who made· 

up the comparison group was 30.6 years, (range 19 - 37 years). The mean current 

weight of the bulimic group was 63.0kgs and the mean lowest weight since age 13 

was 51.6kgs. These weights generated a mean current Body Mass Index figure of 

23.1 for the group, and a mean lowest Body Mass index figure of 18.7, since the 

age of 13. The current Body Mass Index scores for the group ranged from 19.3 to 

28.3, while the lowest Body Mass Index scores ranged from 15.7 to 23.7. 

The data on ethnicity provided interesting information on the ethnic 'makeup' of 

the two groups involved in the study, with a much greater number of non

european/pakeha subjects experiencing primary substance abuse/dependence 

problems. 

Table 3.1 Demographics for Substance Abuse/Dependance 
Group and Bulimic Group 

Substance AID Bulimia 

No. of Subjects: 15 15 

Age: 31.7 30.6 

Ethnicity: 
European/Pakeha 9 13 
Maori 1 0 
Maori/Pakeha 1 1 
Maori/Pacific Islander 2 0 
Pacific lslander/Pakeha 1 0 
Other 1 1 

Weight: Current: 67.5 63.0 
Lowest: 51.6 51.1 

Body Mass Index: 
Current: 25.1 23.1 
Lowest: 19.1 18.7 



Table 3.2 Body Mass Index Scores 

A. Current 

Group 

Substance A/D 
Bulimia 

B. Lowest 

Group 

Substance AID 
Bulimia 

Mean 

25.1 
23.1 

Mean 

19.1 
18.7 

Stand. Dev. 

+/- 7.2 
+/- 2.5 

Stand. Dev. 

+/- 3.9 
+/- 2.4 

3.2.3 DSM-111-R Diagnostic Criteria Met By The Substance 

Abuse/Dependence Group 

Range 

18.9 - 38.0 
19.3 - 28.2 

Range 

13.1 - 26.9 
15.7 - 23.7 

Twelve (80%) met the criteria for lifetime Alcohol Dependence, while 5 

(33.3%) met the criteria for current Alcohol Dependence. One (6.7%) participant 

met the criteria for lifetime Alcohol Abuse. Nine (60%) met the criteria for lifetime 

Drug Dependence, with 1 (6.7%) participant meeting the criteria for lifetime Drug 

Abuse. Four (26.7%) met the criteria for lifetime Anorexia Nervosa and 7 (46.7%) 

met the criteria for lifetime Bulimia Nervosa. Two (13.3%) currently met the criteria 

for Bulimia Nervosa. Lifetime Major Depression criteria was met by 12 (80%) of the 

participants, with 2 (13.3%) currently meeting the criteria. Lifetime Bipolar 

Depression was also found in 2 (13.3%) participants. 

3.2.4 DSM-111-R Criteria Met By The Bulimic Group 

Eight (53.2%) of the group met criteria for lifetime Alcohol Dependence, with 

3 (20%) meeting the criteria for current Alcohol Dependence. Criteria for lifetime 

Alcohol Abuse was met by 1 (6.7%). Lifetime Drug Dependence criteria were met 

by 4 (26.7%) of the group, with one (6.7%) member currently meeting the criteria. 



Four (26.7%) met lifetime criteria for Anorexia Nervosa. All 15 (100%) participants 

met criteria for both lifetime and current Bulimia Nervosa. Criteria for lifetime Major 

Depression were met by 7 (46.7%) of the group with 2 (13.3%) currently meeting 

the criteria. One (6.7%) participant had met criteria for lifetime Bipolar Depression. 

Table 3.3 DSM-111-R Categories met by Both Groups 

Diagnoses SAID BN 
N (%) N (%) 

Alcohol Dep. - lifetime 12 (80.0%) 8 (53.3%) 
- current 5 (33.3%) 3 (20.0%) 

Alcohol Abuse - lifetime 1 (6.7%) 1 (6.7%) 
- current 0 0 

Drug Dep. - lifetime 9 (60.0%) 4 (26.7%) 
- current 0 1 (6.7%) 

Drug Abuse - lifetime 1 (6.7%) 1 (6.7%) 
- current 0 0 

Anorexia N. - lifetime 4 (26.7%) 4 (26.7%) 
- current 0 0 

Bulimia N. - lifetime 7 (46.7%) 15 (100.0%) 
- current 2 (13.3%) 15 (100.0%) 

Major Dep. - lifetime 12 (80.0%) 7 (46.7%) 
- current 2 (13.3%) 2 (13.3%) 

Bipolar Dep. - lifetime 2 (13.3%) 1 (6.7%) 
- current 0 0 

3.3 Psychometrics 

Unpaired two group two tailed t-tests were used for all the psychometric tests 

employed in the study. 

3.3. 1 Eating Disorders lnventory-2 

Mean scores for the two groups on three of the eleven EDl-2 subscales were 



found to be significantly different. On the Drive For Thinness subscale the Bulimic 

group generated significantly higher scores than the Substance 

Abuse/Dependence group [t(28)=3.6, p<.05]. The Bulimic group also scored 

significantly higher on the Bulimia subscale [t=28)=3.4, p<.05]. 

· The remaining significant difference occurred on the provisional subscale, 

Impulse Regulation. Here the Substance Abuse/Dependence group scored 

significantly higher than the Bulimic group [t(28)=-2.4, p<.05]. 

The Bonferroni Correction factor was applied to prevent type two errors given 

the small number of subjects and the relatively large number of subscales being 

investigated. This resulted in none of the differences remaining significant. 

However, it is important to note that the Bonferroni tends to be too conservative and 

that this should be borne in mind when interpreting the results. 

Table 3.4 T-Test Results for EDl-2 Subscales 

Substance AID Bulimia 

Subscale m +/-sd ... .. m +/-sd .......... t.. ..... ...Q ....... 

Drive For Thinness 6.8 6.4 13.5 3.5 3.55 001 

Bulimia 4.4 4.3 9.8 4.5 3.36 002* 

Body Dissatisfaction 15.6 8.7 18.1 7.3 0.84 n/s 

Ineffectiveness 8.1 7.5 9.4 8.4 0.46 n/s 

Perfectionism 7.7 4.1 6.3 3.9 -0.95 n/s 

Interpersonal Distrust 5.1 4.2 5.3 4.6 0.12 n/s 

lnteroceptive Awareness 9.6 7.0 9.6 6.6 0.00 n/s 

Maturity Fears 5.2 4.0 3.2 3.8 -1.40 n/s 

Asceticism 6.5 4.1 6.9 2.8 0.26 n/s 

Impulse Regulation 10.5 6.8 5.2 5.0 -2.44 .021 * 

Social Insecurity 6.9 5.3 6.1 5.0 -0.43 n/s 

----------------------------------------------------------------------------------------------------------
P=<.05 * = significant at p<.05 



3.3.2 Temperament and Character Inventory 

No significant differences were found between the two groups on any of the 

four dimensions of temperament or their 12 subscales. On the three dimensions of 

character, significant differences between the two groups were found for two of the 

12 subscales and tor one of the dimensions in total. 

On the character dimension of Cooperativeness, there was a small but 

significant difference between the mean scores tor the two groups on the 

'Helpfulness Vs Unhelpfulness' subscale (CO3) [t(28)=2.092, p<.05]. 

On the character dimension of Self-transcendence subscale 'Transpersonal 

Identification Vs Self Isolation' (ST2) the substance Abuse/Dependence group 

scored significantly higher than the Bulimic group [t(28)=-2.547, p<.05]. 

Overall on the character dimension of Self-transcendence (STT) the Substance 

Abuse/Dependence group scored significantly higher than the Bulimic group 

[t(28)=-2.948, p<.05]. 

3.3.3 Three Factor Eating Questionnaire 

It is important to note that as participants in the Bulimia Treatment Study, from 

whom the comparison group was drawn, were only required to complete Part 1 of 

the TFEQ only the results from Part 1 tor the Substance Abuse/Dependence group 

have been included in the analysis. While this means that the results tor both 

groups can be compared within this study, any findings are unable to be 

generalised to other studies utilising both parts of the TFEQ. 

The only significant difference between the two groups was found on the factor 

'Disinhibition' [t(28)=3.017, p<.05]. It is impossible to tell from the available data 



what differences may have been noticeable with a fully completed TFEQ. 

Table 3.5 T-Test Results for TCI Subscales 

Bulimia Substance AID 
Subscale m +/-sd m +/-sd t p 

Temperament Scales 
Novelty Seeking 21.5 6.3 22.3 5.3 -0.4 .n/s 
- exploratory excitability vs rigidity 6.4 3.2 6.1 2.0 0.3 .n/s 
- impulsiveness vs reflection 4.8 2.4 4.5 2.3 0.4 .n/s 
- extravagance vs reserve 5.5 2.2 6.5 1.6 -1.4 .n/s 
- disorderliness vs regimentation 4.7 2.3 5.3 1.8 -0.8 .n/s 
Harm Avoidance 19.5 7.2 19.8 8.6 -0.1 .n/s 
- anticipatory worry vs optimism 5.6 2.8 5.3 3.6 0.3 .n/s 
- fear of uncertainty vs confidence 4.5 1.5 4.5 1.6 0.0 n/s 
- shyness vs gregariousness 4.9 2.0 5.1 2.5 -0.3 .n/s 
- fatiguability and asthenia vs vigour 4.6 3.1 4.9 2.7 -0.3 .n/s 
Reward Dependence 14.5 4.4 15.7 3.4 -0.8 .n/s 
- sentimentality vs insensitiveness 6.7 2.2 7.5 2.0 -1.1 n/s 
- attachment vs detachment 4.9 2.2 5.2 1.5 -0.4 n/s 
- dependence vs independence 4.1 2.8 5.1 2.8 -1.1 .n/s 
- Persistence vs irresoluteness 3.8 1.3 3.1 1.2 1.6 .n/s 
Character Scales 
Self-Directedness 22.4 10.5 23.7 12.6 -0.3 .n/s 
- responsibility vs blaming 5.5 2.4 4.1 2.4 1.5 .n/s 
- purposeful vs goal-undirected 3.3 2.2 4.5 2.6 -1.4 .n/s 
- resourcefulness vs apathy 2.7 1.7 2.9 2.0 -0.2 .n/s 
- self-acceptance vs self-striving 6.1 2.6 5.9 3.5 0.2 .n/s 
- congruent second nature 4.8 3.6 6.2 4.4 -1.0 .n/s 
Cooperativeness 32.9 8.1 29.5 7.4 1.2 .n/s 
- social acceptive vs intolerance 6.7 2.1 5.3 2.6 1.6 .n/s 
- empathy vs social distrust 5.1 1.9 4.9 2.0 0.3 .n/s 
- helpfulness vs unhelpfulness 7.0 1.3 6.0 1.3 2.1 .046* 
- compassion vs revengefulness 7.5 2.0 7.1 2.9 0.5 .n/s 
- purehearted vs self-serving 6.5 1.9 6.1 1.4 0.6 .n/s 
Self-Transcendence 13.5 6.7 20.2 5.6 -3.0 .006* 
- self-forgetful vs self-conscious 7.2 3.9 9.5 2.5 -2.0 .n/s 
- transpersonal identification 4.7 2.3 6.9 2.6 -2.6 .017* 
- spiritual acceptance vs materialism 2.3 1.5 3.7 2.4 -1.9 .n/s 

P=<.05 *=significant at p=<.05 
T=Total 



Table 3.6 T-Test Results for TFEQ Subscales 

Subscale 

Cognitive Restraint 

Disinhibition 

Hunger 

p=<.05 

Substance AID 
m +/-sd 

6.3 3.8 

8.2 3.9 

6.4 2.8 

*= significant at p=<.05 

Bulimia 

m +/-sd 

6.9 2.4 

11.5 1.6 

6.9 3.2 

3.3.4 Alcohol Use Disorder Identification Test 

t p 
0.5 .607 

3.0 .005* 

0.4 .675 

AUDIT scores were available only for the Substance Abuse/Dependence group 

and were included as a measure of current alcohol consumption. Alcohol 

consumption of a safe level was indicated by 7 (46.7%) of the group, while 2 

(13.3%) indicated drinking that is considered unsafe for ones' health with a 

reduction in consumption required. The remaining 6 (39.9%) participants had 

scores greater than 10, indicating a severe problem, with total abstinence 

recommended. 

Table 3.7 Audit Scores for Substance Abuse/Dependence Group 

Drinking levels 

Safe Drinking 
Unsafe Drinking 
Problem Drinking 

score 

<8 
8-10 
>10 

n 

7 
2 
6 

3.3.5 Habits Questionnaire Comparison 

X 

2.9 
9.0 

28.8 

+/- sd 

2.4 
1.4 
9.1 

range 

0-7 
8 - 10 

16- 38 

As Habits Questionnaire data were collected to document rate of substance 



misuse in the Substance Abuse/Dependencs group only, rates of use in this group 

are presented for descriptive purposes only. The findings of Bulik et al (1992) for 42 

women meeting DSM-I11-R criteria for bulimia nervosa only or comorbid anorexia 

and bulimia nervosa are included for comparison with an eating disorder sample. 

The diagnoses were generated by way of a semi-structured diagnostic interview 

and in-patient review by an attending psychiatrist. 

The groups were compared on regular licit drug use and the effects of licit 

substances on appetite. These substances were cigarettes, alcohol, caffeine, 

laxatives, and diuretics. The results can be seen in Tables 3.8 and 3.9. 

Table 3.8 Comparison of Women with Substance Abuse/Dependance 
(SAID) and Bulimia Nervosa (BN) on Regular Licit Drug Use 

Drug Used SAID (N=15) B (N=42) 
N (%) N (%) 

Cigarette 13 ( 86.7) 22 (52.4) 
Alcohol 9 ( 60.0) 19 (45.2) 
Caffeine 15 (100.0) 36 (85.7) 
Laxatives 3 ( 20.0) 26 (61.9) 
Diuretics 2 ( 13.3) 14 (33.3) 

Table 3.9 Effects of Licit Substances on Appetite 

Substance Group Increases No Effect Decreases 
N {%) N {%) N {%) 

Cigarettes SAID (N=13) 0 ( 0.0) 5 (38.5) 8 (61.5) 
BN (N=22) 1 ( 4.6) 7 (31.8) 14 (63.6) 

Alcohol SAID (N=15) 2 (13.3) 4 (26.7) 9 (60.0) 
BN (N=19) 9 (47.4) 4 (21.1) 6 (31.6) 

Caffeine SAID (N=15) 0 (0.0) 10 (66.7) 5 (33.3) 
BN (N=35) 4(11.4) 15 (42.9) 16 (45.7) 

Laxatives SAID (N= 3) 0 (0.0) 3 (100.0) 0 ( 0.0) 
BN (N=26) 2 (7.7) 16 ( 61.5) 8 (30.8) 



3.4 Case Descriptions 

The two cases outlined here were chosen to highlight the differences in the 

presentation and history of the women involved in the study. They also serve to 

provide a basis for the investigation of a possible cyclical nature to the co

occurrence of eating disorders and substance abuse/dependence within an 

individual. 

3.4. 1 Case 1: 

- Current Alcohol and Drug Dependence 

- Lifetime Anorexia Nervosa and Bulimia Nervosa (including simultaneous criteria 

for both) 

- Lifetime Major Depressive Disorder 

M was a 19 year old female currently involved in a treatment program for alcohol 

and drug dependence. She was 1.60m tall and weighed 76.4kgs. M described her 

ideal weight as 41.4kgs and reported that she had in fact weighed this at age 13 

and again at age 18. M had her first drink at age 9 and described drinking as 

becoming problematic for her at 13 years of age. At this time she was drinking more 

nights than not and reported getting drunk 2-3 times per week. M first used drugs 

at 14 when a friend gave her a marijuana joint, and by 15 was using everyday; 

"any pills I could get my hands on and dope". M reported that she stopped both 

her alcohol and drug use at 17 attempting to 'detox' on her own before seeking 

professional help. 

M first dieted at the age of 11 because "I was sick of people calling me fatty". 

During this time she discovered that alcohol reduced her appetite. By age 13 when 

alcohol had become problematic for her, M also met criteria for anorexia nervosa. 

She described being very afraid of becoming fat and angry at her doctor's 

suggestion that she put on weight. She described feeling "ve,y fat and slobby" 

although she weighed only 41.4kgs. M stopped menstruating for 7 months 

(although at this age her periods may not have been regularly established) and her 

periods remained irregular for the next two years. These full symptoms lasted 

approximately two years, during which time M alternated strict dieting with binging 

and fasting. 

At 15 M was regularly using drugs and described her dieting behaviour. as "not 

an issue, the pills kept me skinny and I thought I looked great". However, when M 

gave up her alcohol and drug use at 17, following a major depressive episode (she 



was currently being treated on Prozac, 20mg daily) she found herself "stuffing the 

food down, for the comfort I guess" and began gaining weight. At this point she 

made a conscious decision to lose weight. Initially she did not eat but felt unable to 

control her desire to eat and eventually became involved in a pattern of binging and 

fasting. By 18 this had developed into binging and vomiting, which she discovered 

after a particularly large binge. It was at this stage in her life that m met 

simultaneous criteria for anorexia nervosa and bulimia nervosa. She weighed 

41 kgs , had a fear of gaining weight, considered herself to be still too fat, her 

menstruation had again become very irregular, she was engaging in at least two 

objective binges per week, and engaging in regular vomiting and excessive 

exercise to counteract her binges. 

This pattern was brought to a sudden halt when M became pregnant and 

stopped vomiting and exercising. However, she continued to binge and blames her 

current weight of 76.4kgs on both the pregnancy and overeating. She currently 

smokes a packet of 25 cigarettes per day and said that smoking reduces her 

appetite. 

Although she said that she was not currently dieting she reported hating the 

way she looked and felt, "like a great fat cow", and said that while she had never 

used emetics, diuretics, or laxatives (because she did not know where to obtain 

them) she was currently "very keen to get hold of any of those things". 

3.4.2 Case 2: 

-Current Bulimia Nervosa 

- Lifetime Alcohol Abuse 

- Lifetime Major Depressive Episode 

P was a 30 year old woman currently involved in a treatment program for 

alcohol and drug dependence/abuse. Although she was attending at this time as 

the 'child of an alcoholic', she had previously received treatment for her own 

alcohol abuse. 

P had first dieted at the age of 16 when her then-boyfriend began to make 

negative comments about her body. P recalled weighing around 73.2kgs ( with a 

height of 1.73m) at the time. She reported that within a few months she had been 

able to reduce this to 54.1 kgs by strict dieting and excessive exercising. P said that 

at this time she still felt very negatively about her body and 'lived in fear of getting 

fat again'. By the age of 19 P had discovered through a friend that by vomiting she 



could still have food and not put on weight. She kept up the excessive exercise and 

experimented with diet pills and laxatives but never used them regularly. At 20 she 

met full criteria for bulimia nervosa. 

Between 21 and 29 years of age P used an average of one marijuana joint per 

week. Marijuana had a powerful effect on P and, she said, helped her escape 

from 'the out of control mess my binging and purging had become'. At 26 years of 

age P suffered a major depressive episode following the break-down of her long

term relationship, ostensibly because of her bulimia nervosa. At this time P began 

to drink more and more, describing herself as being 'blind drunk' three times per 

week for a year. At 27 she first sought help for alcohol abuse and had been sober 

for a year at the time of the interview. Throughout this time P continued to binge 

and purge, although not to the previous extent as she found alcohol reduced her 

appetite and lessened her desire to binge 

P had never sought treatment for her Bulimia although she reported that she 

now felt 'completely out of control of my life'. 

She revealed that she had sold 'virtually everything in the house not nailed down' 

to finance her binges and had been horrified to find herself recently resorting to 

shoplifting. She described feeling sickened by her behaviour but unable to stop 

herself; "all the while I'm stuff, stuff, stuffing this food down my throat I know it's all 

going to come back out again, and I feel scared and disgusted and high all at the 

same time. And when it's over I feel empty and angry at myself for having no 

control and knowing that it's just going to happen again and again ... / can't take 

much more". 



4.1 Introduction 

CHAPTER 4 

DISCUSSION 

This section will review the aims of the study, the results obtained and 

how they are relevant to what is known about eating disorders in women with 

substance abuse/dependence, the methodological limitations of this study, and 

directions for future research 

The main purpose of this study was to investigate the rate at which 

eating disorders occur in women who have been diagnosed with a primary 

substance abuse/dependence problem. Given that the literature indicates that a 

large proportion of women with a primary eating disorder diagnosis are also 

presenting with a past or present history of substance abuse/dependence it was 

hypothesised that a high rate of eating disordered behaviour, either at a clinical or 

sub-clinical level, would be present in the substance abusing/dependent women. 

4.2 Summary of Results 

4.2.1 Diagnostic Interview: 

The main purpose of the diagnostic interview was to generate 

diagnoses for the subjects, in order to test the hypothesis that eating disorders 

would occur at a high rate in women with a primary substance abuse/dependence 

diagnosis. Some general demographic data about both groups was also collected. 

This revealed that the two groups were of similar ages and weights, with 

the substance abuse/dependence (SAID) group weighing slightly more than the 

bulimic (BN) group. The mean lowest weight since age thirteen was virtually 

identical for both groups. Of particular interest was the Body Mass Index (BMI) data. 

The current mean BMI figures put both groups within the 'normal' weight range (20-

25) while the mean lowest BMI since age thirteen figures indicated that a large 

number of members of both groups had at one time been considered 'seriously 

underweight' ( <18). While this is most likely to be as a result of earlier periods of 

strict dieting in the bulimic subjects it is unclear whether the same reason is 

responsible for the finding in the SAID subjects. An alternative explanation for this 

group is that the earlier experience of low body weight was initiated and maintained 

by drug use and its appetitive effects. Some subjects had found this to be true, 

while others clearly remembered a distinct episode of dieting leading to their weight 



loss. Whichever reason was applicable, in talking with the women it became 

apparent that this previous experience of low body weight had had a considerable 

impact on their future views of their body and what was an acceptable and/or 

attractive weight for them, with a large number of the women choosing 'ideal' 

weights that fell below the 'normal weight' range of BMI scores. Even if they did not 

manifest a distinct eating disorder, the majority of the SAID group reported long 

histories of intermittent dieting. Only 3 of the 15 subjects claimed never to have 

been on a diet. It appears that for both groups previous experience of dieting 

and/or significant weight loss has gone on to produce unrealistic expectations 

about body size which appear in turn to have directly contributed to any current or 

past eating disordered behaviour. How this experience has affected any other 

diagnoses is unclear. 

Another interesting demographic finding related to the ethnic 'make-up' 

of the two groups. The BN group had only 2 non-european/pakeha subjects while 

the SAID group had 6. This may be due to several reasons. Firstly, the BN group 

was made up of women who self-presented to a hospital-based treatment study, in 

response to newspaper advertisements. It may be that europeans are more likely to 

respond to the educational aspect of the situation as well as being less concerned 

about the hospital environment as these institutions tend to figure quite prominently 

in european everyday experience. Whereas for non-europeans they may not have 

the same connotations. It is also possible that the larger numbers of non

europeans presenting as SAID may be due to differences in cultural and/or genetic 

determinants of the expression of addictive behaviours, making SAID the most 

likely expression of such for this group. It could also be that, while it has been 

posited that eating disorders may be the most socially acceptable expression of 

addictive behaviour/ substance abuse for the predominantly white eating 

disordered subject groups that have featured in the literature, SAID may be the 

more socially acceptable or even understandable expression in non-europeans. It 

must also be noted that one of the sources of subjects for the SAID group had a 

specialized Taha Maori treatment programme and four of the subjects were 

recruited from this. 

The diagnostic criteria met by the SAID group supported the hypothesis 

that high rates of eating disordered behaviour would be evident. Criteria for a 

lifetime diagnosis of BN was met by 7 (46.7%) of the women with 2 (13.3%) meeting 

criteria for current BN. Four (26.7%) of the women met criteria for lifetime AN, 

although two of these women had experienced simultaneous AN and BN. This 



brought the total number of women in the SAID group with lifetime or current 

experience of a clinical eating disorder to 9 (60%). Of great concern was the fact 

that none of these women had received specialist treatment for their eating 

disorder, other than suggestions by their GP that they gain weight during periods of 

low weight. They had, however, received numerous admissions to inpatient or 

outpatient treatment programmes for their SAID. This finding supports suggestions 

that presentation and treatment is complicated by co-occurring disorders and that 

the disorder left untreated may well be seriously compromising the successful 

treatment of the other disorder. This highlights the need for increased focus on co

occurring disorders and their treatment. If there is a suggestion of a lifetime 

experience of both disorders in one person, there appears to be a need to look 

seriously at how they interact and ways that both can be addressed at the same 

time regardless of which is the presenting problem, without compromising treatment 

of the presenting problem. 

The diagnostic criteria met by the BN group was similar to that of the 

SAID group but with reversed presentation. Eight (53.3%) of the women met 

lifetime criteria for Alcohol Dependence, with 3 (20.0%) meeting current criteria 

Lifetime criteria for Alcohol Dependence were met by 1 (6.7%) subject with four 

meeting the criteria for lifetime Drug Dependence (26.7%). One (6.7%) subject met 

criteria for current drug dependence and one for lifetime Drug Abuse. These 

findings are entirely consistent with those in the extensive literature reviewed 

earlier. It would have been useful here to know how many of the women in the 

group who had experienced lifetime drug or alcohol problems had received any 

specialised treatment. It may well prove that this group also had received no 

specialist treatment, with their eating disorder consistently considered to be their 

primary disorder. 

Another interesting finding was that 12 (80%) of the SAID women had 

met lifetime criteria for a major depressive episode, with 2 (13.3%) meeting the 

criteria for a current episode. Two (13.3%) of the women also satisfied criteria for 

lifetime Bipolar Disorder. High rates of major depression were also experienced by 

the BN group, with 7 (46.7%) experiencing lifetime criteria for a major depressive 

episode and 2 (13.3%) of these meeting current criteria. One (6.7%) woman also 

met lifetime criteria for Bipolar Disorder. These findings are consistent with those 

appearing in the literature indicating high rates in both groups (Bulik, 1987b; 

hatsukami, Mitchell, Eckert, & Pyle, 1986). This of course adds a further 



complication to those already outlined. Exactly what interactive role affective 

disorder plays in BN or SAID is largely unknown and as such warrants further 

investigation. There are strong suggestions of familial links in the transmission of 

the disorder and that this may bear some similarity to the proposed familial 

transmission of addictive behaviours. 

4.2.2 Psychometric Testing 

The results of the psychometric tests used were exciting not just for the 

differences they highlighted but for the overwhelming similarities that resulted 

between the two groups. 

Only three of the eleven EDl-2 subscales indicated differences between 

the two groups. Significantly higher scores were achieved by the BN group on the 

Drive for Thinness and Bulimia subscales. However, this is entirely consistent with 

the fact that all 15 BN subjects meet criteria for current BN. Drive for Thinness is 

intended to measure the intense drive to be thinner or fear of fatness which is 

essential for a diagnosis of AN or BN, and thus high scores by currently bulimic 

individuals are to be expected. This is true also for the Bulimia subscale which is 

intended to assess the tendency to think about and to engage in bouts of 

uncontrollable overeating, also essential for a diagnosis of BN. 

The third scale to indicate a significant difference was that of 

lmpulseRegulation , for which the SAID group scored higher than the BN group. 

This scale is intended to assess the tendency toward impulsivity, substance abuse, 

recklessness, hostility, destructiveness in interpersonal relationships, and self

destructiveness. While bearing in mind that this is one of the three newly added 

provisional subscales, it would seem plausible that the SAID group would indeed 

score higher on this scale given that it taps into substance abuse which was of 

current concern to the majority of the group. Also of note is the fact that this 

subscale is also intended to assess impulsivity which has previously been found in 

high rates in both groups (Casper, Eckert, Halmi, Goldberg, & Davis, 1980; Lacey & 

Evans, 1986; Lacey & moureli, 1986;) but here was found to a greater degree in the 

SAID group. This may be a quirk of the subscale, which is still in the development 

phase or it may be that with a more subtle analysis impulsivity is more evident in 

those whose primary presentation is of SAID. This could be a crucial personality 

factor helping to determine which disorder is the more prominent one in an 

individual, particularly if they are both expressions of addictive behaviour. 



The most interesting finding would seem to be the fact that there were 

no significant differences between the two groups on the nine remaining 

subscales. This could be interpreted in two main ways. One, that the two groups 

are very similar in terms of overall profile with key differences related specifically to 

the requirements for a certain disorder (e.g. Drive for Thinness and Bulimia for BN 

subjects) determined by which disorder is currently the most 'florid'. The second 

option is that with a community control group there would be no difference between 

the three groups except on the previously mentioned subscales, indicating that the 

finding of this study (i.e. that there were more similarities than differences between 

the two groups) had less to do with possibly similar etiologies for BN and SAID than 

to do with that which would be commonly reported by the general population. 

The TFEQ produced only one significantly different result, for the factor 

'Disinhibition'. Surpris_ingly it was the BN group who scored significantly higher on 

this factor. Given the finding of the EDl-2 that SAID women were more impulsive 

than their BN counterparts one may have expected them to be more disinhibited 

also. However, here high disinhibition scores are associated with a tendency to 

lose control of intake of food during disruptive moods or events. Thus this subscale 

is influenced by the effects of dietary restraint and food deprivation mentioned 

earlier. As was noted then, how this process may work for SAID women is not clear 

and so it seems plausible that the effect would be greater for the BN women. 

However, it is necessary to remember that only data for Part 1 of the 

TFEQ was gathered, thus compromising the interpretation of any findings, 

significant or otherwise. Although it is difficult to tell what findings complete data 

would have resulted in, from the information available the scores for the remaining 

two factors appeared to be remarkably consistent. Again however, with the 

inclusion of a community control group these apparent similarities may be negated. 

Results of the TCI were consistent with those of the scales already 

mentioned. No significant differences were found between the two groups on any 

of the four dimensions of temperament. 

The major difference between the two groups was found on the 

character dimension of 'self-transcendence' in total. Here the SAID group scored 

significantly higher than the BN group .. Self-transcendence refers generally to 

identification with everything conceived as essential and consequential parts of a 

unified whole (Cloninger et al, 1991 ). However, Cloninger et al (1991 ), report that 



in their clinical studies only schizoid personality were significantly low in self

transcendence, so it is not a common denominator of all traditional personality 

disorder diagnoses. Also, while the SAID group scored higher than the BN group, 

the score for the BN group in and of itself was not considered to be low. 

A small difference was found on the character dimension of 

'Cooperativeness' subscale 'helpfulness vs unhelpfulness' , with the BN group 

scoring slightly higher than the SAID group. Interpretation of this finding is difficult 

given that it is the only one of four subscales for this dimension that is significantly 

different. Cooperative individuals are described as socially tolerant, empathic, 

helpful, and compassionate, whereas uncooperative individuals are described as 

socially intolerant , disinterested in other people, unhelpful, and revengeful 

(Cloninger et al, 1991 ). The most likely interpretation is that BN subjects are slightly 

more helpful but what wider meaning this has is unclear. 

What these results are basically showing is that at this time no specific 

similarities in personality disorder diagnoses can be attributed to either group 

based on TCI profiles. Further statistical analysis may reveal some more obvious 

personality features for the two disorders. 

As no AUDIT scores were generated for the BN group they were used 

solely to provide a check on the current level of alcohol usage by the SAID group. 

While just under half the group reported 'safe drinking', the remaining scores 

indicated that problem drinking was still an issue for a number of subjects. 

However, this may have been due to the one month period into the past covered by 

the AUDIT skewing scores for those subjects who had only been involved in their 

treatment programme for three or less weeks. Future research would benefit from 

collecting scores for both groups as well as a more subtle analysis of the data. for 

example, further investigation may have revealed that those people still 

experiencing problems with their drinking were the same people experiencing 

eating disorder problems. 

4.2.3 Habits Comparison 

Comparing the Habits Questionnaire data for the SAID group with the 

42 eating disordered (ED) women in Bulik et al (1992) produced some interesting 

results. Cigarettes, alcohol, and caffeine were more often used regularly by the 

SAID group, while unsurprisingly laxatives and diuretics were used more often by 

the ED group. While not used as often as for the SAID group, caffeine, alcohol and 



cigarettes were still used regularly by many of the ED group, possibly lending 

support to the food deprivation theory of reinforcement of other drugs. For the SND 

group regular use of these drugs appeared to be related to appetite control, with the 

majority of subjects claiming reduced appetite resulting from use of all three. The 

ED group reported their appetites reduced most through use of cigarettes and 

caffeine, while in contrast to the SND group, were more likely to experience an 

increase in appetite through alcohol consumption. This seems likely to support the 

findings of studies such as that of Polivy and Herman (1976) in the sense that the 

drinking of the ED subject is probably more likely to be undertaken in a social 

setting were there are sufficient cues to generate disinhibition, whereas for the 

SND group their drinking is probably more likely to take place in private where the 

same socially determined cues to disinhibition are less likely to be present, thus an 

increase in appetite is not experienced as a result of the alcohol consumption. The 

decrease in appetite experienced may prove to be as a result of physical 

incapability of eating due to the amount of alcohol consumed rather than as an 

actual reduction in appetite. 

Interestingly all 3 SND subjects who had used laxatives reported no 

effect on appetite while 8 (30.8%) of the ED subjects reported an increase in 

appetite. This may have been due to either an actual physiological increase in 

appetite or to a subjective cognitive cue to replace the food that had been lost, 

possibly even in the form of a sense of being 'allowed' to eat because room had 

been made for replacement food. 

Overall, the major difference was in the appetitive effects of alcohol 

consumption , which can be explained by the theory of dietary restraint and 

disinhibition, and in the use of laxatives and diuretics , the much greater extent of 

use of which by eating disordered individuals has been well documented in the 

literature. 

4.2.4 Case studies 

The case studies outlined in the results were chosen as they were felt to 

most clearly show a cyclical nature to the subjects experience of both the eating 

disorder and the substance abuse/dependence problem All of the SND subjects 

who had experienced both disorders in their lifetime reported this apparently 

cyclical phenomenon. That is, that they had experienced distinct periods of one 

disorder being dominant over the other, although the non-dominant disorder tended 

to still be with them to some degree. Generally, the subjects reported that the 



change would occur when they were attempting to 'take control' of the disorder they 

considered to be most problematic at the time. For example, in Case 2 'P' was able 

to describe clearly how here BN escalated after she received treatment for her 

alcohol abuse. She said that as she did not wish to begin drinking again she could 

see no respite from her BN until she was able to present for assessment and 

treatment of it. In Case 1 'M' showed a similar pattern of cycling between the two 

disorders. Currently she was receiving treatment for her SAID problem but it 

became apparent throughout the interview that she was beginning to experience a 

number of the clinical features of either AN or BN (e.g. intense fear of gaining 

weight, distorted body image) and was actively seeking information on how to 

obtain weight control drugs such as laxatives and diuretics. 

The overall feeling generated by the actual interviews was that the 

experiences of those women who had met lifetime criteria for both disorders 

indicated that they were most probably expressions of the same predisposition to 

either addictive behaviours in general or more specifically, substance 

abuse/dependence. 

4.3 Methodological Issues 

4.3.1 Subjects; 

A major criticism of this study would be the small sample size. In order to 

get a better idea of the actual effect size and to avoid type-two errors a much larger 

number of subjects would be desirable. The most obvious problem with recruitment 

was not necessarily lack of women with substance abuse/dependence problems to 

investigate but rather the lack of women with these problems who were prepared to 

take part in the study. Anecdotally, the number of women declining to be involved 

in the study appears to be greater than the number agreeing to participate, however 

the nature of the recruitment process used was such that it was impossible to 

accurately record this information. Nor was it clear why this was so. There are 

several possible explanations. 

Firstly, the comment was made by recruiters at Mahu that many of the 

women coming through their unit were presenting for the first time and as such were 

in too 'fragile' a condition to be approached about research. 

Secondly, it was also commented that many of those women who had 

been in the 'system' for a number of years may have felt that they had already 



exhausted the subject of their disorder and declined to be involved for this reason. 

Another possibility is that women who felt that they had an eating 

problem may have been less likely to agree to participate for fear of revealing this 

problem and the consequences of doing so, although they had been assured of 

confidentiality. However, the reverse is also true, so that women who felt they had 

an eating problem may have been more likely to agree to participate and as such 

may even be overrepresented in the sample. 

Ideally, the interviewer needs to be responsible for the recruitment of 

each subject, sitting in on new assessments and explaining the study and 

requesting the persons participation at some point in this process. In the group 

treatment situation, such as that encountered at the Queen Mary Centre, it is 

necessary to address the group as a whole making it more difficult to assess who 

met the inclusion criteria but declined to be involved. The major suggestion for 

increasing the numbers of people agreeing to participate from group recruitment 

would be to insure that the group has adequate prior knowledge of the study, its 

aims, the inclusion criteria, and any benefits (financial or otherwise) of participation, 

before the interviewer makes their request for participation in person .. 

4.3.2 Sample 

A number of improvements could be made with regard to the 

sample investigated. Firstly, the sample clearly suffered from Berkson's bias, being 

recruited solely from clinic-based treatment settings. However, this was necessary 

to provide confirmation of diagnoses but could have been partially corrected by the 

inclusion of a community control group. 

Secondly, it would be beneficial to get more subjects with drug (other 

than alcohol) abuse/dependence problems involved in the research in an attempt to 

develop a clearer idea of drug effects on eating behaviour, what similarities and 

differences there are between the drug and alcohol subjects and the implications 

for these when considered in comparison with eating disordered subjects. 

Thirdly, the comparison group of women with bulimia consisted of 

women who had self-presented to a treatment study, whereby they completed an 

assessment process and if they met criteria for a current eating disorder were 

offered treatment as part of an ongoing involvement in the research programme. It 

may well be that women with eating disorders who have not self-referred to an 



assessment or treatment situation or who have been committed to an assessment/ 

treatment situation may present with different characteristics than those who self

present. This may also be true for the substance abuse/dependence subjects. 

Thus it would be beneficial to have either a mixed group of presentation types to 

avoid bias, or two separate groups of self and non-self referred subjects to highlight 

any dissimilarities between the two. 

4.3.3 Data collected 

Expanding the Diagnostic Interview to collect data on family history of 

psychiatric disorders and 'impulse control' problems would have increased the 

ability of the study to be compared with existing literature as well as providing useful 

information on further areas of potential similarity between the two disorders 

investigated. 

In terms of manipulation of the data collected, a more sophisticated 

statistical analysis of the findings would be desirable to highlight more subtle 

relationships between the two disorders, and to further clarify the meaning of the 

findings. 

AUDIT scores for the bulimic group would also have been useful for 

comparison purposes. 

4.4 Suggestions for Future Research 

The major suggestion for future research would be to establish a much 

larger sample group for both disorders and to include a community control group for 

comparison. More comprehensive analysis of the data collected would be 

desirable as would the collection of the same data from both groups, as far as 

possible. Expanding the information base to collect extra data on family history of 

both the disorders in question and 'impulse control' problems, as well as closer 

attention to the specific effects of both food and drug use on the individuals involved 

may help to provide useful information on any specific interaction between the two 

disorders. 

4.5 Conclusion 

Although the samples compared were small they provided an 

interesting preview of what may well be confirmed by larger sample sizes. 

Specifically that high rates of lifetime prevalence of eating disorders were found in 

women with substance abuse/dependence problems and vice versa for the eating 



disordered group. Both groups were very similar on the psychometric measures 

employed with the differences appearing to be related specifically to the expression 

of the current 'dominant' disorder. For example, the differences between the groups 

on the EDl-2 were found on the subscales relating to specific diagnostic criteria for 

the subjects primary diagnosis. The overwhelming similarities between the two 

groups lends weight to the argument that SAID and ED are both expressions of the 

same predisposition to addictive behaviours in general or possibly substance 

abuse/dependence in particular.. Given the lack of family history information 

available at this stage there is a possibility that it is differences in personality, 

particularly an individual's degree of impulsiveness, influencing which disorder is 

dominant. The results of this study tentatively suggest that the SAID group may be 

the more impulsive. 

Taking into account the selection bias involved (as well as the other 

methodological problems mentioned previously ) the information generated on the 

extent of lifetime prevalence of eating disorders in substance abusing/dependent 

women and vice versa provides useful information to the health professional 

addressing treatment issues in these groups. Awareness of the high rate at which 

these disorders coexist in an individual is crucial to the development of successful 

treatment programmes particularly in light of the suggestion that these disorders 

may be experienced in a cyclical fashion, with an attempt to treat only one of the 

disorders resulting in a subsequent exacerbation of the other. 

Clearly further research on the area of eating disorders in women with a 

primary psychoactive substance abuse or dependence disorder is indicated. The 

findings of this study provide a basic starting point for more indepth and 

widespread research in the future. 
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APPENDIX 1 

Consent Form 



Canterbury Area Health Board 

CONSENT FORM 

Pia::.v;;. i-ai~,g, ';cp,·- t1'•-n.;; :d!'U_j ,-.,;;j•-l t·,-1•-r1il.'l.· !-J p,·1·,:;;; ,"'r,,;;;,_,;;-,,.;. f,-,,-;;-l .~:::;;!-.;fu'1lv ·1·f .._,.-JU , ~,:-b:'.:J~ ~-f>--.¼- 7 .Jy ~ ,,:~ ½i-, , ~.,,_~y ¼ 1 .,.,,~~, _,,...,, ~v1,..,.....,. ,1,. .~, ;, l.,..., ..... , 'J" , l~ 

h~v~ ~ny qu~sti•n5, pl~~Si;> f~~i fr~~ to ~~k th~ff, novv, It ,s inwort~nt th~t you 
i.inderstand the nature of the study and the procedures u-1at will be involved. 

Sri~f description of the project: You are bi::ing offered the opportunity to 
take part in a study e~<amining eating behaviour in women with substance 

abuse/dependence. Often when a person approaches an agency for information 
or help rr.:gardlng a particular problem they may be experiencing (in this case 
substance abuse/dependence) a number of issues may be impactina on this 

, V 

probiem (for exampie, unemployment, relationships, general health) that are 
taken into consideration when planning treatment. This study has been 

designed to look at eating behaviour and what sirni lari ties to and impact on 

substance abuse/dependence it may have. The information that is obtained 

frorn you will then contribute to a growing pool of research that is aimed at 

improving the treatment for both substance abuse/dependence and eating 
disorders, both cornmonly experienced by women. 

Brief description of the procedure: The procedure consists of two parts. 

For the first part you will be intervie1,,41ed about your generai health history 
:::.1~,.J l-h'"f' ,~~o•-9 ~n-, .. 1·+1·--.-.11,, :.1hF•/1t ,;n•j~ ;i.,,4-inn h~h:.i-~ C,,,- 4-ll'' ·~·'r!"\nr! n~1-+ "OU 
,,..i\Ji.lil;dlll i~;:,t)f;!,. J l,,.<;li.'f""uVY~/Vl.li ,..J:l!.,i1ly11,;;i..,11~:;;,.1vi ~1e~C-Vl1\.l}Jd1~J 

. l t ! . ; ' ;:: • I ' . , ~ - .l. • • • - • Wi,i P.t requirea i:o i iii in severai sen-reoor~ que.suonnaIres iocusing on 
eating habits and (briefly) alcohoi use. This wili take approximately two and 

1J half t1ours and only needs to be done once. The interview may take place at 

the referral agency or in your own !1orne, whichever you prefer. There is a 
$10,00 pavrnent for participation. 

Rjsk.s assodated with participation: Tllere are very few risks associated 
'Nith participation in this study. It may at times feel uncomfortable talking 

about your substance abuse/dependence and eating behaviour but you are free 
to di5continue the interview at any stage. 

All names and information obtained are strlctiy confidential and notl1ing that 
you d l sc I ose w i 11 be made ava ii ab I e to your GP and/ or treatment team un I ess 
your written permission to do so is given. 



If you are interested I would be happy to send you details of the general 
resuits after ir1e study is completed. This will be approximately March 1994. 

Name of researcher: Kel I ie S. Pascoe 365-4397 
SUi,.H~fV i SOf Cynthia Bulik, University of Canterbury 

I agree to participate in the project described above. on the 
understanding that if at any time i wish to withdraw from the 
study I may, without prejudice do so. A II inf or mat ion w i II be 
confidential as wiil the identity of participants. 

Name: ___________ _ Date: ________ _ 

Signature; __________ _ 

"T'tfr,~ ~V•d" h~r b~Mi linmt""d C.,.,_n-r~dwr·•E A~~~ t.i~;siHh ~n~rd i=t.hi,~'S 
'ff.=- Y J---~-~-=-~t:.f¥-----=--==-g--=-='--Y-J ~i-=--''--=--=a-iJ"=" ==- •-=-d 

Committee approvaL 
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Structured Clinical Interview 



r) 
""1 • 
i) 

DEMOGRAPHIC DATA 

"To begin, let's go over a few background details ... " 

What is your date of birth? (eg, 23DEC51) . ••.•••.•• 
INTERY1EWER: Code age at last birthday ................... •• 
Your gender? ( l==Male, Z==Female) . . . . . . . . . . . . . . . . . . . . . ..... • 
Which of these categories best describes your cultural identification? 

1 European or pakeha 5 Pacific Islander 
2 Maori 6 Pacific Islander/pakeha 
3 Maori/ pakeha 7 Asian 
4 Maori/Pacific Islander 8 Other ( specify ________ ) • 

What is your current marital status? 
1 Never married 
2 Married/ de facto 

4 
s 

Divorced 
Widowed 

3 Separated .... .................... • 
What is your current religious affiliation? 

0 Church of England. S 
1 Roman Catholic 6 
2 
3 
4 

Presbyterian 
Methodist 
Baptist 

7 
8 
9 

Other Christian 
Agnostic 
Atheist 
Other (specify ____ _ 

Not affiliated 

What was your religion when you were a child? (use above codes) 

How many years of education have you had? 

At what age did you le,1ve school? ( code 99 if still in school.) 

What is your current employment situation? 
1 On benefit other than unemployment (circle: DPB SB ACC DB Other) 
2 Unemployed or on unemployment benefit 
3 Student 
4 
s 

Housewife 
Employed (specify_ . ______ ) . . . . . . . . . . 

Enter job code . . . . . . . . . . . . . . . . . . . . . 

wliat was the most responsible joh you'vE. ever held? 
Specify highest job _ _ . . . . ______ , Enter job code 

[] 

•• 
[70 



CJ . 

How many people live at home with you (including yourself)? . . . . . . . 

With whom do you live at present? 

l Alone 5 Parents or adult children 

6 Siblings or other relatives 2 
3 
4 

Partner/de facto/spouse 
Partner & children 7 Friends or flatmates 

Solo parent & children 8 Other (specify 

PREVIOUS PSYCHIATRIC.HISTORY 

--->Now I would like ~o ask you about any trea-tment you may 
have received for e111e;,t:1,enal difficulties you may have 
now or have had in the past. 

A. OUTPATIENT TREATMENT 

1.--->Have you ever ~•en anyone on an outpatient basis 
for emotional problems, your nerves, or the way 
you were feeling or acting? 

.• 

2.--->Whom dc.-/did ydu seEii7 Why? How often did you go • 
and for. ilPW long1 Did you see anyone else at 38 
any C'J°i.her time7 

l No treatment (code substance abuse treat-
mel .. t it,. qlle~t;i.on · 3 below) 

2 Outpat:i.etit"· treatme!lt/medication < 6 mos. 
3 Out:patieu'-: t1..-eatment/medication 6 mo. - 2yr. 
4 1 lu·i::\;o•ti,ent tl.eatment/medication > 2 years 

3.--->Have you receiv~d any treatment for problems 
with dTiig~ o~ alc~hol? ~£ so, how long were 
you iv trea"bleut? 

l No outpatient tr~atment for drugs or 
alcuhol abuse -

2 Outpa·U.er1t tr1=c:i.:ment/~edication < 6 mos. 
3 Ou"t.:i,1'a,'t:ient:., h eatment/medication 6 mo. - 2yr. 
4 Ou-t:pat:i.ent treatm8nt/medication > 2 years 

4.--->How o.ld. werE:. you when yon fi.rst went for 
outpatien·i: t::i. eatment'? 

AGE 

.__ _______ 14 0 - 4 l 



8. PSYCHIATRIC HOSPITALIZATION 

5.--->Have you ever been a patient in a psychiatric hospital 
or ward or in. a halfway house for any reason not related 
to drug or alcohol use? 

l No 
2 Yes 
3 Only for substance.abuse 

-·"::· ..... ·,,_ ··:-

6.--->How many times were you hcspitali:ed for OJ 
emotional problem.a not related to drug 

4
.

3
_

44 or alcohol· usg? 

7. --->How much time iu all (days, months, or years) • 
did you spend in p~ych.iatric hospitals for 

45 
emotional p~obless no~·ralated to drugs or 
alcohol? 

l None 
2 <5 days 
3 5 days to <3 months 
4 3 months to <6 months 
5 6 months to <l' year 
6 l year or more 

8.--->How many times were you hospitalized for drug OJ 
or alcohol-related problems?. 

46
_

47 

9 • --->How much time in all (days, months, or years) • 
did you spend ir psychiatric hospitals for • a 
emotional prob:J.el!j&. ·~•t;'ltlated to drugs or alcohol? 

l None 
2 <5 days 
3 5 days t~ <0 11\Cnths 
, 3 mont;""lS ~:o .• < 6 months 
5 6 mor!i:hs to < 1 vear 
6 l year.or mora~-

10. -->How old were you wht;1~:1. you -first went for help? 

11. --- >Were there other time:$ wh,:--,,:.t ·~c,-..,, o:.- someone els·e felt 
you needed help becau8e ~f ~~'ll.X' feelings or the·way 
you were acting, bl,.1: · yo-u; as.cm.'~. •~o for help? 

l No 

2 
3 

12. --->How old we~e 'i:::,0.· w,~.:ru anyone ( including 
yourself) firs~ -~t."'u,ef.b;t you needed help? 

Describe: --- -•..,. - l _ _.. __________ _ 

31 

.J 

AGE 
/ rn • 9- 50 

AGE 

D.]s~-53 



- .!...--' ., '"--""' ________ . ·- ,•~• 1 1....-t<-"--' lv\Jv 

43 

going to ask you a series of questions about alcohol a.nd drug use. I 
will use the word "often" in some of these quest.ions; by often, we mean thre~_, 
or mora tiines. Now, I would like to ask you some questions about alcoholic 
beverages like beer, wine, wine coolers, champagne, or hard liquor like vodka, 
gin, or whiskey. 

1. Have you ever had a drink of alcohol? 

1.a) (I? NO:) So, you have never had even one drink of 
alcohol? 

SITE OPTIONAL 

0 

0 

2. Let us begin with the last week. Did you have any drink Wo 
containing alcohol in the last week? U 

I SKIP TO Q.4. !<----------------------' 
We would like to know the number of alcoholic drinks you have 
had on each day in the last week. Let us begin with yesterday, 
that is ___________ (Name and record day of week). 

3. How many drinks of (Type of Beverage) did you have on (Day}? 
(Record in Col. I below.) 

3.a) How long in minutes did it take you to consume that amount? 
(Record in Col. II below.) 

l 

1 

1 

INTERVIEWER: Ask for all types of beverages and then go to next day. 
If "DON'T KNOW" or "CAN'T REMEMBER", Code "UU". 

BEER/LITE BEER WINE LIQUOR 
I. II. I. II. I. II. 

Day 
Last. 
Week Drinks Minutes Drinks Minutes Drinks Minutes 

MON 

TUE 

WED 

THUR 

FRI 

SAT 

SUN 

Would you say that your drinking/not drinking in the 
past week was typical of your drinking habits? 

--.- - _--· 

a 1 



- 15. Have you more tha.n once gone on binges or benders when 
you kept drinking for a couple of days or more without 
sobering up? 

SITE OPTIONAL 

15.a) (I? YES:) How old were you 'the first time? 

*16. Have you often started drinking when you promised 
yourself that you would not, or have you often drunk 
more than you intended to? 

*17. Has there ever been a period when you spent so much 
time drinking or recovering from the effects of 
alcohol that you had little time for anything else? 

18. Did your drinking cause you to: 

18.a) have problems at work or at school? 

18.b) get into physical fights while drinking? 

18.c) hear objections about your drinking from 
your family, friends, doctor, or clergyman? 

18.d) lose friends? 

*18.e) (I? ANY YES IN Q.18a-d ABOVE:) Did you continue 
to drink after you knew it caused you any of 
these problems? 

SITE OPTIONAL 

0 

18.f) (IF ANY YES:) How old were you the first time you had 
(Mention items coded YES in Q.18.a-d above)? 

19. Did you ever need to drink a lot more in order to get 
an effect, or find that you could no longer get high 
or drunk on the amount you used to drink? 

IN!C!:RVIEWER: Rand Alcohol Use Card to Subject. 

*19.a) (IF YES:) Would you say 50 percent more? 

20. Some people try to control their drinking by making rules 
like not drinking before five o'clock or never drinking alone. 
Have you ever made any rules to control your drinking? 

1 

ONS AGE 

OJ 

0 

0 

0 

0 

0 

0 

0 

ONS AGE 

OJ 

0 

0 

1 

l 

l 

l 

l 

1 

l 

1 

------------· 
a 

-



-21. Have you ever given up or greatly reduced important 
activities while drink.i.ng--like sports, work, or 
associating with friends or relatives? 

21.a) (IF YES:) Has this happened more than once? 

22. Have you ever had trouble driving, like having an accident, 
because of drinking? 

SITE OPTIONAL 

0 

0 

0 

l 

l 

l 

ONS AGE 

22.a) (IY YES:) How old were you the first time this happened? DJ 
I I 

23. Have you ever been arrested for drunk drivi..,~g? 0 l 

SITE OPTIONAL 
ONS AGE 

23.a) (IF YES:) How old were you the first time this happened? DJ 

24. Have you ever been arrested or detained by the police 
even for a few hours because of drunken behavior (o~her 
than drunk driving)? 

SITE OP~IONAL 

0 l 

ONS AGE 

24.a) (IF YES:) How old were you the first time this happened? DJ 

*25. Have you often been high from drinking in a 
situation where it increased your chances of getting 
hurt--for instance, when driving, using knives or 
machinery or guns, crossing against traffic, climbing, 
or swimming? 

*26. Has your drinking or being hung over often kept you from 
working or taking care of household responsibilities? 

0 l 

0 1 

SITE OP~IONAL ONS AGE 

26.a) (IF YES:) How old were you the first time this happened? CD 

47 



--\ . ..._, 

··---., cha.n once had blackouts, when you did not: 
~~~s out, but you drank enough so that the nex~ day you 
could not remember things you said or did? 0 l 

SITE OPTIONAL ONS AGE 

27.a) (IF YES:) How old were you the first ti.me this happened? OJ 

28. Did you ever drink unusual things such as rubbing alcohol, 
mouthwash, vanilla extract, cough syrup, or any other non
beverage substance containing alcohol? 

29. Did you ever have any of the following problems 
when you stopped or cut down on drinking? 

0 l 

OCCUR 
TOGETHER 

INTERVIEWER: Code in Column I. NO YES NO YES 

29. a) Were you unable to sleep? 0 

29.b) Did you feel anxious, depressed, or irritable? 0 

29.c) Did you sweat? 0 

29.d) Did your heart beat fast? 0 

29.e) Did you have nausea or vomiting? 0 

29.f) Did you feel weak? 0 

29.g) Did you have headaches? 0 

*29.h) Did you have the shakes (hands trembling)? 0 

29.i) Did you see things that were not really there? 0 

29.j) Did you have the DT's, that is, where you were 
out of your head, extremely shaky, or felt very 
frightened or nervous? 0 

29.k) Did you have fits, seizures, or convulsions, 
where you lost consciousness, fell to the floor, 
and had difficulty remembering what happened? 0 

INTERVIEWER: IF ALL HO IN Q.29.a-k ABOVE, SKIP TO Q.30. 
IF ONLY ONE YES; SKIP TO Q.29.n. 

*29.l) Was there ever a time when two or more of these 
symptoms occurred together? 

29.m) (IP' YES:) Which ones? (Code in Column II.) 

*29.n) On three or more differe~t occasions have you taken 
a drink to keep from having any of these symptoms or 
to make them go away? 

1 

1 

l 

l 

1 

1 

1 

1 

l 

1 

1 

0 

0 

a 

0 

0 

0 

0 

0 

0 

a 

0 

0 

0 

l 

1 

1 

1 

1 

1 

l 

1 

1 

1 

1 

1 

1 



._tO.N 1.0 

,.-,---oV-91 

30. There are several other health problems that can result 
from long stretches of heavy drinking. Did drinking ever: 

30.a) cause you to have liver disease or yellow jaundice? 

30.b) give you stomach disease or make you vomit blood? 

30.c) cause your feet to tingle/feel numb for many hours? 

30.d) give you memory problems even when you were not 
drinking (not blackouts)? 

30.e) give you pancreatitis? 

30.f) damage your heart (cardiomyopathy)? 

30.g) cause other problems? 
( IP' OTl!ER:) Specify: 

*30.h) Did you continue to drink knowing that drinking 
caused you to have health problems? 

*31. Have you ever continued to drink when you knew you had any 
(other) serious physical illness that might be made worse by 
drinking? 

(IF YES:) What illness? _______________ _ 

32. While drinking, did you ever have any psychological 
problems start or get worse such as feeling depressed., 
feeling paranoid, trouble thinking clearly, hearing, 
smelling or seeing things, or feeling jumpy? 

(IP' YES:) Specify which problems, read appropriate 
subquestion to confirm response and code. 

Specify: ________________________ _ 

32.a) feeling depressed or uninterested in things for 
more than 24 hours to the point that it 
interfered with your functioning? 

32.b) feeling paranoid or suspicious of people for more 
than 24 hours to the point that it interfered 
with your relationships? 

32.c) having such trouble thinking clearly that it 
interfered with your functioning? 

32. d) hearing, smelling;· or seeing things that were not 
there? 

32.e) feeling jumpy or easily startled or nervous to 
the point that it interfered with your functioning? 

*32.f) (IP' ANY YES IN Q.32.a-e ABOVE:) Did you continue to 
drink after you knew it caused you any of these 
problems? 

0 

a 

0 

0 

a 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

1 

1 

1 

l 

1 

l 

1 

1 

l 

l 

l 

l 

1 

1 

1 
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43 

going to ask you a series of questions about alcohol and drug use. I 
will use the word "often" in some of these questions; by often, we mean three 
or mora times. Now, I would like to ask you some questions about alcoholic 
beverages like beer, wine, wine coolers, champagne, or hard liquor like vodka, 
gin, or whiskey. 

1. Have you ever had a drink of alcohol? 

1.a) (IF NO:) S0 1 you have never had even one drink of 
alcohol? 

SITE OPTIONAL 

2. Let us begin with the last week. Did you have any drink 
containing alcohol in the last week? 

I SKIP TO Q.4. I< 

0 

0 

We would like to know the number of alcoholic drinks you have 
had on each day in the last week. Let us begin with yesterday, 
that is ___________ (Name and record day of week). 

3. How many drinks of (Type of Beverage) did you have on (Day)? 
(Record in Col. I below.) 

3.a) How long in minutes did it take you to consume that amount? 
(Record in Col. II below,) 

1 

1 

INTERVIEWER: Ask for all types of beverages and then go to next day. 
If "DON'T KNOW" or "CAN'T REMEMBER", Code "UU". 

BEER/LITE BEER LIQUOR 
I. II. I. II. I. Ir'. 

Day 
Last. 
Week Drinks Minutes Drinks Minutes Drinks Minutes 

MON 

TUE 

WED 

THUR 

FRI 

SAT 

mN 

Would you say that your drinking/not drinking in the 
past week was typical of your drinking habits? 0 l 

I 
~ 



s. 

7. 

Did you ever drink regularly--that is, at least 
once a week, for six months or more? 

jsxrP TO Q.7. j < 

SITE OPTIONAL 

S.a) (IF YES:) How old were you the first time 
you drank that regularly? 

(IF Q.4 IS NO--PAST WEEK NOT TYPICAL): We would like to know 
the number of drinks containing alcohol you would have in a 
typical week i.n the past six months when you drink. 

6. During a typical week, on (Day) how many drinks of (Type of 
beverage} do you have? (Record in Col. I below.) 

ONS AGE 

DJ 

6.a) How long in minutes does it take you to consume that amount? 
(Record in Col. II below.) 

INTERVIEWER: Ask for all types of beverages and then go to next day. 

Day 
of 
Week 

MON 

TUE 

WED 

THUR 

FRI 

SAT 

SUN 

If "DON'T KNOW" or "CAN'T REMEMBER", Code "UU", 

BEER/LITE BEER LIQUOR 
I. II. I. II. I. II. 

Drinks Minutes Drinks Minutes Drinks Minutes 

Did you ever get drunk--that is, when your speech was _j 
s~l_u_r_r_e_d_o_r_y_o_u_w_e_r_e_u_n_s_t_e_a_d_y_o_n_y_o_u_r_f_e_e_t_? _________ ~< 0 

IF NO TO BOTH Q,5 AND Q.7, SKIP TO DRUG ABUSE (PAGE 51), 

l 



is the largest number of drinks you have ever had 
24-hour period? 

Record response: __________________ _ 

HARD LIQUOR DRINK EQUIVALENTS: 1 SHOT GLASS/HIGHBALL= 01 

WINE DRINK EQUIVALENTS: 

BEER DRINK EQUIVALENTS: 

1/2 PINT= 06 
1 PINT = 12 
1 FIFTH= 20 
1 QUART= 24 

GLASS= 1 
BOTTLE= 6 
WINE COOLER~ 1 

BOTTLE/CAN= 1 
CASE= 24 

DRINKS 

IF 3 DRINKS OR FEWER, SKIP TO DRUG ABUSE (PAGE 51), <-------' 

9. Did you ever feel you should cut down on your drinking? 

SITE OPTIONAL 

9,a} (IF YES:) How old were you the first time you felt 
you should cut down on your drinking? 

10. Have people annoyed you by criticizing your drinking? 

11. Have you ever felt bad or guilty about drinking? 

12. Did you ever have a drink first thing in the morning to 
steady your nerves or get rid of a hangover (eye-opener)? 

INTERVIEWER: IF Q.9-12 ARE ALL NO, SKIP TO DRUG ABUSE (PAGE 51), 

*13. Have you often tried to stop or cut down on drinking? 

SITE OPTIONAL 

13.a) (IF YES:) How old were you the first time? 

*14. Did you ever try to stop or cut down on drinking and find 
you could not? 

0 1 

ONS AGE 

DJ 

0 1 

0 1 

0 1 

0 1 

ONS AGE 

DJ 

0 1 
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15. Have you more than once gone on bL~gas or benders when 
you kept drinking for a couple of days or more without 
sobering up? 

SITE OPTIONAL 

15.a) (IF YES:) How old were you the first time? 

*16. Have you often started drinking when you promised 
yourself that you would not, or have you often drunk 
more than you intended to? 

*17. Has there ever been a period when you spent so much 
time drinking or recovering from the effects of 
alcohol that you had little time for anything else? 

18. Did your drinking cause you to: 

18.a) have problems at work or at school? 

18.b) get into physical fights while drinking? 

18. c). hear objections about your drinking from 
your family, friends, doctor, or clergyman? 

18.d) lose friends? 

*18.e) (IF ANY YES IN Q,lSa-d ABOVE:) Did you continue 
to drink after you knew it caused you any of 
these problems? 

SITE OPTIONAL 

.::.::::-:::::j 

0 

18.f) (IF ANY YES:) How old were you the first time you had 
(Mention items coded YES in Q.18,a-d above)? 

19. Did you ever need to drink a lot more in order to get 
an effect, or find that you could no longer get high 
or drunk on the amount you used to drink? 

INTERVIEWER: Hand Alcohol Use Card to Subject. 

*19.a) (IF YES:) Would you say SO percent more? 

20, Some people try to control their drinking by making rules 
like not drinking before five o'clock or never drinking alone. 
Have you ever made any rules to control your drinking? 

1 

CNS AGE 

OJ 

0 

0 

0 

0 

0 

0 

0 

ONS AGE 

[D 

0 

0 

----~----~----

;:. 

1 

1 

1 

l 

1 

1 

1 

1 

1 

~ 
' ' ' 

\.\ 
. · \Ii ·, . 



*21• Have you ever given up or greatly reduced important 
activities while drinking--like sports, work, or 
associating with friends or relatives, 

21.a) (IF YES:) Has this happened more than once, 

22. Have you ever had trouble driving, like having an accident, 
because of drinking? 

SITE OPTIONAL 

0 

0 

0 

1 

1 

1 

ONS AGE 

22.a) (IF YES:) How old were you the first time this happened? IT] 

23. Have you ever been arrested for drunk driving? 0 1 

SITE OPTIONAL 
ONS AGE 

23.a) (IF YES:) How old were you the first time this happened, IT] 

24. Have you ever been arrested or detained by the police 
even for a few hours because of drunken behavior (other 
than drunk driving), 

SITE OPTIONAL 

0 1 

ONS AGE 

24.a) (IF YES:) How old were you the first time this happened, IT] 

*25. Have you often been high from drinking in a 
situation where it increased your chances of getting 
hurt--for instance, when driving, using knives or 
machinery or guns, crossing against traffic, climbing, 
or swimming, 

*26. Has your drinking or being hung over often kept you from 
working or taking care of household responsibilities, 

0 1 

0 1 

SITE OPTIONAL ONS AGE 

26.a) (IF YES:) How old were you the first time this happened, IT] 
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;,,..:,.,. ~ Chan once had blackouts, when you did not 
~~~s out, but you drank enough so that the next day you 
could not remember things you 9-aid or did? 0 

' 
SITE OPTIONAL ONS AGE 

27.a) (IF YESt) How old were you the first time this happened? rn 
28. Did you ever drink unusual things such as rubbing alcohol, 

mouthwash, vanilla extract, cough syrup, or any other non
beverage substance containing alcohol? 

29. Did you ever have any of the following problems 
when you stopped or cut down on drinking? EVER 

0 1 

OCCUR 
TOGETHER 

INTERVIEWER: Code in Column I. NO YES NO YES 

29.a} Were you unable to sleep? 0 

29.b) Did you feel anxious, depressed, or irritable? 0 

29.c) Did you sweat? 0 

29.d) Did your heart beat fast? 0 

29.e) Did you have nausea or vomiting? 0 

29.f) Did you feel weak? 0 

29.g) Did you have headaches? 0 

*29.h) Did you have the shakes (hands trembling)? 0 

29.i) Did you see things that were not really there? 0 

29.j) Did you have the DT's, that is, where you were 
out of your head, extremely shaky, or felt very 
frightened or nervous? 0 

29.k) Did you have fits, seizures, or convulsions, 
where you lost consciousness, fell to the floor, 
and had difficulty remembering what happened? 0 

INTERVIEWER: IF ALL NO IN Q.29.a-k ABOVE, SKIP ro Q.30. 
IF ONLY ONE YES, SKIP ro Q.29.n. 

*29.l) Was there ever a time when two or more of these 
symptoms occurred together? 

29.m) (IF YES:) Which ones? (Code in Column II.) 

*29.n) on three or more different occasions have you taken 
a drink to keep from having any of these symptoms or 
to make them go away? 

l 

l 

1 

1 

1 

1 

1 

1 

1 

1 

1 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

1 

l 

l 

1 

1 

l 

1 

l 

l 

l 

l 

1 

1 



30. There are several other health problems that can result 
from long stretches of heavy drinking. Did drinking ever: 

30.a) cause you to have liver disease or yellow jaundice? 

30.b) give you stomach disease or make you vomit blood? 

30.c) cause your feet to tingle/feel numb for many hours? 

30.d) give you memory problems even when you were not 
drinking (not blackouts)? 

30.e) give you pancreatitis? 

30.f) damage your heart (cardiomyopathy)? 

30.g) cause other problems? 
(IF OTl!ER:) Specify: 

*30.h) Did you continue to drink knowing that drinking 
caused you to have health problems? 

*31. Have you ever continued to drink when you knew you had any 
(other) serious physical illness that might be made worse by 
drinking? 

(IF YES:) What illness? -----------------
32. While drinking, did you ever have any psychological 

problems start or get worse such as feeling depressed., 
feeling paranoid, trouble thinking clearly, hearing, 
smelling or seeing things, or feeling jumpy? 

(IF YES:) Specify which problems, read appropriate 
subquestion to confirm response and code, 

Specify: _______________________ _ 

32.a) feeling depressed or uninterested in things for 
more than 24 hours to the point that it 
interfered with your functioning? 

32.b) feeling paranoid or suspicious of people for more 
than 24 hours to the point that it interfered 
with your relationships? 

32.c) having such trouble thinking clearly that it 
interfered with your functioning? 

32.d) hearing, smelling, or seeing things that were not 
there? 

32.e) feeling jumpy or easily startled or nervous to 
the point that it interfered with your functioning? 

*32.f) (IF ANY YES IN Q,32.a-e ABOVE:) Did you continue to 
drink after you knew it caused you any of these 
problems? 

=:::::::=.....--. -~---~----· 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 
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33. Have you ever had :rgatment for a drinking problem? 

(IF YES:) Was this :raatment ••. 

33.a) discussion wi:h a professional? 

33.b) AA or other self-help? 

33.c) outpatient alc~hol program? 

33.d) in.patient alcohol program? 

33.e) other? Specify: 

INTERVIEWER: CHECK RESPONSES TO Q.19-33, IF ALL CODED NO, 
SKIP TO Q.36, 

34. INTERVIEWER: Code YES if at least two symptoms of the 
disturbance have persisted for at least one month or 
have occurred over a longer period of time. 

~~-;(IF UNCLEAR, ASK:} You told me you had these experiences 
. such as (Review starred(*) positive symptoms in Q,13-32) 

While you were drinking, was there ever at least a month 
during which at least two of these occurred persistently? 
(IF NO:) Was there ever a longer period of time during which 
at least two of these occurred repeatedly? 

( IF YES:) 

34.a) How old were you the first time at least two of 
these experiences occurred persistently? 

34.b) How old were you the last time at least two of 
these experiences occ;;;;d persistently? 

SITE OPTIONAL 

35. How old were you the first (second/third) time you had 
any of these problems related to alcohol? What was the 
first (second/third) problem you experienced? 

35.a) First: 

35 .b) Second: 

35.c) Third: 

0 

0 

0 

0 

0 

0 

0 

l 

1 

1 

1 

1 

1 

ONS AGE 

rn 
REC AGE 

rn 

ONS AGE 

rn 
rn 
rn 

36. When was the last time you ha~ a drink 
(containing alcohol)? . ITJ-1 '------'--I __,___,I I-ITJ 

D D M O N y y 

-- . -- -·. ,---.-



Have you ever used marijuana? 

I SKIP TO Q.15. I< 
l.a) (IF YES:) Have you used marijuana at least 21 

times in a single year? 

SKIP TO Q. 15 , I < 

What was the longest period that you used marijuana 
almost every day? 

51 

1 

DAYS 

I I I I 
2.a) (IF MORE THAN 30 DAYS:) When was that? LJ-1.___..__ I __.__.I l-[I] 

D D 

Has there ever been a period of a month or more when 
a great deal of yo•zr time was spent using marijuana, 
getting marijuana, or getting over its effects? 

While using marijuana did you ever have any psychological 
problems, such as feeling depressed, feeling paranoid, 
having trouble thinking clearly, hearing or seeing or 
smelling things, or feeling jumpy? 

(IF YES:) Specify which problems, read appropriate 
subquestions to confirm response and code. 

M O N 

Specify: _________________________ _ 

4.a) feeling depressed or uninterested in things 
for more than 24 hours to the point that it 
interfered with your functioning? 

4.b) feeling paranoid or suspicious of people for more 
than 24 hours to the point that it interfered 
with your relationships? 

4.c) trouble concentrating or having such trouble 
thinking clearly for more than 24 hours that 
it interfered with your functioning? 

4.d) hearing, seeing, or smelling things that were 
not there? 

4.e) feeling jumpy or easily startled or nervous to the 
point that it interfered with your functioning? 

4.f) (IF YES TO ANY Q.4.a-e:) Did you continue to use 
marijuana after you knew it caused these problems? 

Have you often wanted to or tried to cut down 
on marijuana? 

y y 

a 1 

a 1 

a 1 

a 1 

a 1 

a 1· 

a 1 

a 1 
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6. 

7. 

8. 

9. 

Did you ever try to cut down on marijuana and 
f.i.nd you could not? 

Have you often used marijuana more frequently or in 
larger amounts than you intended to? 

Did you ever need larger amounts of marijuana to 
get an effect, or did you ever find that you could 
no longer get high on the amount you used to use? 
INTERVIEWER: Code YES if at least 50% more use. 

Did stopping or cutting down ever cause you to 
feel bad physically? (Co-occurrence of symptoms 
such as nervousness, insomnia, sweating, nausea, 
diarrhea.) 

(IP' YES:) 

Specify: -------------------------
9.a) Have you often used marijuana to make any of 

these withdrawal symptoms go away or to keep 
from having them? 

10. Have you often been under the effects of marijuana 
in a situation where it increased your chances of 
getting hurt--for instance, when driving, using 
knives or machinery or guns, crossing against traffic, 
climbing, or swimming? 

11. Did anyone ever object to your marijuana use? 

11.a) (IF YES:) Did you continue to use marijuana 
after you realized it was causing this problem? 

12. Have you often given up or greatly reduced important 
activities with friends or relatives or at work 
while using marijuana? 

13. Have you often been high on mariJuana or suffering 
its after-effects while in school, working, or taking 
care of household responsibilities? 

INTERVIEWER: IF Q.3-13 ARE ALL NO, SKIP TO Q.15,1 

.4. INTERVIEWER: Code YES if at least two symptoms (Q,3-13) 
of the disturbance have persisted for at least one month 
or have occurred repeatedly over a longer period of time, 

(IF UNCLEAR, ASK:) You told me you had these experiences 
such as (Review positive symptoms in Q,3-13). While you 
were using marijuana, was there ever at least a month during 
which at least two of these occurred persistently? 
(IF NO:) Was there ever a longer period of time during 
which at least two of these occurred repeatedly? 
(IF YES:) 

14.a) How old were you the first time at least two of 
these experiences occurred persistently? 

0 

0 

0 

a 

0 

0 

0 

0 

a 

0 

1 

1 

1 

1 

l 

1 

1 

1 

1 

ONS AGE 

DJ 
REC AGE 

14.b) 

14.c) 

How old were you the last time at least two of 
these experiences occurred persistently? DJ 

ITJ-~I I ~' I-DJ When was the last time you used 
marijuana? 

D D M O N y y 



TERVIEWER: Band Drug Use Card to subject. 

Have you ever used any of these drugs to feel good or high, 
or to feel more active or alert, or when they were not 
prescribed for you? Or have you ever used a prescribed drug 
in larger quantities or for longer than prescribed? 

15.a} (IP' YES:) Which ones? 
;.t(~; 

NO 

YES 

A 
coc 

0 

1 

0 

1 

C 
SEO 

0 

1 

,', 
. ! 

D 
OP 

0 

1 

0 0 

1 1 

0 

1 

,,,, ..... 

i) - -: ', 

H 
0TH 

0 

1 

I 
COMB 

0 

1 

53 

IP' ALL HO, SKIP TO PSYCHOSI.S (PAGE 58'). ,<.--------------

15.b) INTERVIEWER: For each drug ask: How many times 
have you used (Drug) in your life? 

(IP' UHKNOWN, ASK:) Would you say more than 10 times? 

A 
coc 

C 
SEO 

D 
OP 

F 
HAL 

H 
0TH 

I 
COMB 

# OF TIMES [I] [I] [I] [I] [I] [I] [I] [I] [I] 

15.c) (FOR COCAINE AND PCP USERS ONLY:) How old were you 
the first time you used (Drug)? 

15.d) Have you ever injected a drug? 

:NTERVIEWER: IF ALL DRUGS IN Q.15.b .WERE USED LESS TRAN 11 TIMES, 
SKIP TO PSYCHOSIS ,(PAGE 58) ;~ 

0 1 

drugs used 11 or more ti.mes, rank order according to number of ti.mes used 
ask about at least the two most frequently used. 

A 
coc 

C 
SED 

D 
OP 

What is the longest period 
you used (Drug) almost 
every day? 

DAYS [IlJ [IlJ [IlJ [IlJ [IlJ 
INTERVIEWER: If never used daily, code 000. 
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17. Has there ever been a period of a 
month or more when a great deal of 
your time was spent using (Drug), 
getting (Drug), or getting over 
effects? 

18. Have you often wanted to or tried to 
cut down on (Drug)? 

19. Did you ever find you could not stop 
or cut; down? 

20. Did you ever need larger amounts of 
(Drug) to get an effect, or fi,~d 
that you could no longer get high 
on the amount you used to use? 

INTERVIEWER: Code YES if at 
least 50% lllOre use. 

NO 
YES 

NO 
YES 

NO 
YES 

NO 
YES 

21, Have you often given up or greatly NO 
reduced important activities with YES 
friends or relatives or at work in 
order to use (Drug)? 

22. Have you often used (Drug) more days or NO 
in larger amounts than you intended to? YES 

INTERVIEWER: Refer to back of Drug Use Card, 

23. Has stopping, cutting down on, or 
quitting (Drug) ever caused you any 
of these problems? 

23.a) feel depressed? 

23.b) feel nervous, tense, 
restless, or irritable? 

23.c) feel tired, sleepy, or weak? 

23,d) have trouble sleeping? 

23.e) have an increase or 
decrease in appetite? 

23.f) tremble or twitching? 

23.g) sweat or have a fever? 

23.h) have nausea or vomiting? 

23,i) have diarrhea or stomach 
aches? 

23.j) have your eyes water 
or nose run? 

23,k) have muscle pains? 

NO 
YES 

NO 
YES 

NO 
YES 

NO 
YES 

NO 
YES 

NO 
YES 

NO 
YES 

NO 
YES 

NO 
YES 

NO 
YES 

NO 
YES 

0 
1 

0 
1 

0 
1 

0 
1 

0 
1 

0 
l 

o· 
1 

0 
l 

0 
l 

0 
l 

0 
l 

B 
STIM 

0 
1 

0 
1 

0 
1 

0 
1 

0 
1 

0 
1 

0 
l 

0 
1 

0 
l 

0 
1 

0 
1 

C 
g_!2 

0 
1 

0 
1 

0 
1 

0 
l 

0 
l 

0 
l 

0 
l 

0 
1 

0 
1 

0 
l 

0 
l 

0 
1 

0 
1 

0 
l 

0 
l 

0 
1 

0 
l 

0 
l 

0 
l 

0 
l 

0 
1 

0 
l 

0 
l 

0 
l 

0 
1 

0 
l 

0 
l 

0 
l 

0 
l 

0 
l 

0 
1 

0 
l 

0 
l 

0 
l 

0 
l 

0 
l 

0 
1 

0 
l 

0 
l 

0 
1 

0 
l 

0 
l 

0 
l 

0 
l 

0 
1 



23.l) yawn? NO 
YES 

23 .m) have your heart race? NO 
YES 

23.n) have seizures? NO 
YES 

(IF YES:) How many times? 
# OF TIMES 

rERVIE"rlER: IF Q.23.a-n ARE ALL NO, SKIP ro Q.26. 

Was there a time when two or more 
of these symptoms occurred together 
because you were not using (Drug)? 

Have you often used (Drug) to make 
these withdrawal symptoms go away 
or to keep from having them? 

Did using (Drug) cause you to have 
any other physical health problems 
(other than withdrawal)? 

(IF YES:) 

Specify: _____________ _ 

26. a) Did you continue to use (Drug) 
after you knew it caused this 
problem? 

Did you ever experience objections 
from family, friends, clergyman, 
boss or people at work or school 
because of your (Drug) use? 

27. a) ( IF YES:) Did you continue 
to use (Drug) after you 
realized it was causing 
a problem? 

Have you often been high on (Drug) or 
suffering its after-effects while 
in school, working, or taking care of 
household responsibilities? 

NO 
YES 

NO 
YES 

NO 
YES 

NO 
YES 

NO 
YES 

NO 
YES 

NO 
YES 

A 
coc 

A 
coc 

0 
1 

0 
1 

0 
1 

0 
1 

0 
1 

0 
1 

0 
1 

B 
STIM 

C 
SEO 

0 
1 

0 
1 

DJ 

B 
STIM 

0 
1 

0 
1 

0 
1 

0 
1 

0 
1 

0 
1 

0 
1 

C 

film 

0 
1 

0 
1 

0 
1 

0 
1 

0 
1 

0 
1 

0 
1 
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0 0 
1 1 

0 
1 

0 
1 

[I] 

D 
OP 

0 
1 

0 
1 

0 
1 

0 
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1 

0 
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29. While using (Drug), did you ever have 
any psychological problems start or 
get worse, such as feeling depressed, 
feeling paranoid, trouble thinking 
clearly, hearing, smelling, or seeing 
things, or feeling jumpy? 

(IP' YES:) Specify which problems, read 
appropriate subquestions to confirm 
response and code, 

Specify: 

29.a) feeling depressed or 
uninterested in things for 
more than 24 hours to the 
point where it interfered 
with your functioning? 

29.b) feeling paranoid or 
suspicious of people for 
more than 24 hours to the 
point that it interfered 
with your relationships? 

29.c) having such trouble thinking 
clearly that it interfered 
with your functioning? 

29,d) hearing, seeing, or smelling 
things that were not really 
there? 

29.e) feeling jumpy or easily 
startled or nervous for 
more than 24 hours to the 
point that it interfered 
with your functioning? 

29,f) (IF ANY YES IN Q.29.a-e:) 
Did you continue to use (Drug) 
after you knew it caused any 
of these problems? 

A B C D E 
coc §!IB SED OP MISC 

NO 0 0 0 0 0 
YES l 1 1 1 1 

NO a 0 0 0 0 
YES 1 1 1 1 l 

NO a 0 0 0 0 
YES 1 1 l 1 1 

NO 0 0 0 0 0 
YES l 1 1 1 1 

NO a 0 0 0 0 
YES l l l 1 1 

NO 0 0 0 0 0 
YES 1 1 l 1 l 

INTERVIEWER: IN Q.17-29 THERE MUST BE AT LEAST TWO ITEMS CODED YES IN A 
DRUG CATEGORY TO CONTINUE IN THAT CATEGORY, IF NO CATEGORY 
MEETS THIS CRITERION, SKIP TO PSYCHOSIS (PAGE 58), 

O. Have you often been under the 
effects of (Drug) in a situation 
where it increased your chances of 
getting hurt--for instance, when 
driving, using knives or machinery 
or guns, crossing against traffic, 
climbing, or swimming? 

NO 
YES 

A 
coc 

0 
1 

B 
§!IB 

0 
l 

C 
SED 

0 
1 

D 
OP 

0 
1 

E 
MISC 

a 
l 



INTERVIEWER: Code YES if at least 
two symptoms of the disturbance 
have persisted for at least one 
month or have occurred repeatedly 
over a longer period of time. 

(IP' UNCLEAR, ASK:) You told me you 
had these experiences such as (Review 
positive symptoms in Q.17-30). While 
you were using drugs, was there ever 
at least a month during which at least 
two of these occurred persistently? 
(IF NO:) Was there ever a longer 
period of time during which at least 
two of these occurred repeatedly? 

( IP' YES;) 

NO 
YES 

A 
coc 

0 
1 

0 
1 

C 
SEO 

0 
1 

D 
OP 

0 
1 

57 

0 
1 

31.a) How old were you the first 
time at least two of 
these experiences 
occurred persistently? 

ONS AGE [D [D [D [D [D 

31.b) How old were you the last 
time at least two of these 
experiences occurred 
persistently? 

REC AGE [D [D [D [D [D 

32. Have you ever been treated for a 
drug problem? 

(IF YES;) Was this treatment: 

32.a) discussion with a professional? 

32.b) NA or other self-help? 

32.c) outpatient drug-free program? 

32.d) inpatient drug-free program? 

0 1 

32.e) other? (IF YES;) Specify: __________ _ 

0 

0 

0 

0 

0 

1 

1 

1 

1 

1 

33. When was the last time you used: 

33.a) Cocaine? 

33.b) Stimulants? 

OJ-I I I I-OJ 
D D M O N y y 

OJ-I._____.__ I ____..____.I I -ITJ 
D D M O N y y 

33.c) Sedatives, hypnotics, or tranquilizers? OJ-I I I I-OJ 
D D M O N y y 

33.d) Opiates? OJ-I I I 1-ITJ 
D D M O N y y 

33.e) Other drugs? OJ-I I I 1-ITJ 
D D M O N y y 

-
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33. Have you aver had ~=9~t:ment for a drinking problem? 

(IF YES:) Was this ~raat:ment ... 

33.a) discussion wi~ a professional? 

33.b) AA or other self-help? 

33.c) outpatient alcohol program? 

33.d) inpatient alcohol program? 

33.e} other? Specify: 

INTERVIEWER: CRECX RESPONSES TO Q.19-33. IF ALL CODED NO, 
SKIP TO Q.36. 

34. INTERVIEWER: Code YES if at least two symptoms of the 
disturbance have persist8d for at least one month or 
have occurred over a longer period of time. 

'- ·. . 
---:.:_,/ (IF UNCLEAR, ASK:) You told me you had these experiences 

~--·· such as (Review starred (*) positive symptoms in Q .13-32) 
While you were drinking, was there ever at least a month 
during which at least two of these occurred persistently? 
(IF NO:) Was there ever a longer period of time during which 
at least two of these occurred repeatedly? 

( IF YES:) 

34.a) How old were you the first time at least two of 
these experiences occurred persistently? 

34.b) How old were you the last time at least two of 
these experiences occ-;;;;;;d persistently? 

SITE OP'?!ONAL 

35. How old were you the first (second/third) time you had 
any of these problems related co alcohol? What was the 
first (second/third) problem you experienced? 

35.a) First: 

35.b) Second: 

35.c) Third: 

0 

0 

0 

a 

a 

0 

1 

1 

1 

1 

1 

1 

ONS AGE 

IT] 
REC AGE 

IT] 

ONS AGE 

IT] 
IT] 
IT] 

36. When was the lase time you had a drink 
(containing alcohol)? ITJ-1.____.__I __ I 1-ITJ 

D D M O N y y 

, -· , . • ? 

. •. 30. How doeS alcohol affect your ~ppetite. Increases 

.•·<·.f~~· 



EATING DISORDERS OVERVIEW 

Next, I'd like to ask some specific questions about your weight. 

How tall are you NOW? (meters) . . . . . 

How much do you weigh NOW? (kilograms) 

Ideally, how much would you LIKE to weigh? (kilograms) . 

What was the LEAST you weighed since reaching this height? 

(not including physical illness) (kilograms) . . . . . . . . . 

How old were you at this weight? 

What led to this? 

What was the MOST you weighed since reaching this height? 

(not including pregnancy) (kilograms) . . . . . . . . . . . 

How old were you at this weight? 

What led to this? 

Have you ever gained or lost more than ONE STONE (=14 pounds, =6.4 kg) 

in a period of less than six months? (1=No, 2=Yes) . . . . . . ..... 

(IF YES) How many times? 

(Exclude pregnancy & physical illness.) 

AA.1 

•.•• 
••• 
••• 
••• . .. •• 

••• . .. •• 

... • 
•• 



EATING DISORDERS OVERVIEW AA.2 

INTERVIEWER: Obtain an overview and rough chronology of disordered eating and 

eating-related problems through an open-ended interview. 

PROBES: 

"I'd next like to ask about problems you have had with eating. Thinking back, when did your problems with 

eating begin?" "What was it that you first noticed?" "What happened next?" "How old were you then?" (etc) 



EATING DISORDERS OVERVIEW 

Have you ever DIETED, that is, restricted food intake because of weight concerns? 

(1=NO, 3=YES) ............................ . 

(IF YES) At what age did you FIRST diet? 

Circumstances 

At what age did you LAST diet? . . . . . . . . . . . . . . . . . 

How many times have you gone for at least 3 months without dieting? 

(99 if too many to count) . . . . . . . . . . . . . . . . . . 

(IF EVER) How old were you the first time you quit dieting? 

(IF EVER) How old were you the last time you quit dieting? 

Have you ever had an eating BINGE, that is, when you ate an unusually large 

amount of food in a short period of time? (1=N0, 3=YES) ....... . 

(IF YES) At what age did you FIRST have a binge? 

Circumstances 

AA.3 

• •• 
•• 
•• 
•• 
•• 
... • 
•• 

At what age did you begin to binge REGULARLY? 

(ie, at least twice a week for 3 months) 

Circumstances 

................ •• 
Think :

0
:eo~d ::~:\:~r~~:;:e.n ~o~ ~e.re. bi.n~in~ ~h~ ~o~t.:. . . . . . . . . . . . • • 

How many binges did you have each week then? ........... ••• 
At what age did you LAST binge regularly? . . . . . . . . . . . . . . . . . . . . D D 
How many times have you gone for at least 3 months without binging? 

(99 if too many to count) . . . . . . . . . . . . . . . . . . 

(IF EVER) How old were you when you first quit binging? . 

(IF EVER) How old were you when you last quit binging? . 

•• •• •• 



EATING DISORDERS OVERVIEW 

Have you ever made yourself VOMIT to get rid of food you had eaten? 

(1=N0, 3=YES) .................... . 

(IF YES) At what age did you FIRST vomit for this reason? 

Circumstances 

AA.4 

• •• 
At what age did you begin to vomit REGULARLY? 

(ie, at least once a week for 3 months) 

Circumstances 

................ •• 

How many times did you vomit each week then? . 

At what age did you LAST make yourself vomit regularly? 

How many times have you gone for at least 3 months without vomiting? 

(99 if too many to count) . . . . . . . . . . . . . . . . . . 

(IF EVER) How old were you when you first quit vomiting? 

(IF EVER) How old were you when you last quit vomiting? 

Have you ever EXERCISED to control weight, to burn off calories, or to change 

your body's shape?? (1=N0, 3=YES) ................. . 

(IF YES) At what age did you FIRST exercise for this reason? 

Circumstances 

•• •• •• 
... • 
•• 

At what age did you begin to exercise REGULARLY? 

(ie, more days than not for 3 months) ·········· ..... •• 
Circumstances 

Think of the 3 month period when you were exercising the most... 

How old were you then? . . . . . . . . . . . . 

How many times did you exercise each week then? 

At what age did you LAST exercise regularly? 

... •• 
••• ... •• 



EATING DISORDERS OVERVIEW 

Have you ever used LAXATIVES to control weight, get rid of food you had 

eaten, or to change your body's shape? (1=NO, 3=YES) ..... . 

(IF YES) At what age did you FIRST use laxatives for this reason? 

Circumstances 

AA.5 

• •• 
At what age did you begin to use laxatives REGULARLY? 

(ie, at least once a week for 3 months) ·············•• 
Circumstances 

How many times did you use laxatives each week then? 

At what age did you LAST use laxatives regularly? . . . . . . 

How many times have you gone for at least 3 months without using 

laxatives? (99 if too many to count) . . . . . . . . . . . . . . 

(IF EVER) How old were you when you first quit using laxatives? 

(IF EVER) How old were you when you last quit using laxatives? . 

Habits (q.52) Has there been a change in the number of laxatives you need to achieve the 

desired effect? YES .......... NO .......... . 

Please describe: ............................................................................................. . 

Habits (q.53) What effect do laxatives have on your appetite? INCREASES 

DECREASES ........... . 

NOEFFECT ........... . 

Have you ever used DIET PILLS for weight loss or appetite control? 

(1=N0, 3=YES) ...................... . 

(IF YES) At what age did you begin to use diet pills REGULARLY? 

(ie, at least once a week for 3 months; code 00 if never) . . . . . 

•• •• •• 

... • 
•• 



At what age did you LAST use diet pills regularly? . . . . . . . . 

How many times have you gone for at least 3 months without using 

diet pills? (99 if too many to count) . . . . . . . . . . . . . . 

(IF EVER) How old were you when you first quit using diet pills? 

(IF EVER) How old were you when you last quit using diet pills? 

Habits (q. 87) What effect do diet pills have on your appetite? INCREASES 

DECREASES .......... . 

NOEFFECT .......... . 

•• 
•• •• •• 



Have you ever used DIURETICS or water pills for weight loss? 

(1=NO, 3=YES) ................... . 

(IF YES) At what age did you begin to use diuretics REGULARLY? 

(ie, at least once a week for 3 months; code 00 if never) 

At what age did you LAST use diuretics regularly? . . . 

Habits (q. 64) Has there been a change in the number of diuretics you need to achieve the 

desired effect? YES ......... NO ......... . 

... • 
•• •• 

Please describe: ............................................................................................................. . 

Habits (q. 65) What effect do diuretics have on your appetite? INCREASES 

DECREASES ......... . 

NOEFFECT ........ .. 

Have you ever used EMETICS to make yourself vomit? (1 =NO, 3=YES) . 

(IF YES) At what age did you begin to use emetics REGULARLY? 

(ie, at least once a week for 3 months; code 00 if never) 

At what age did you LAST use emetics regularly? . . . 

Habits (q. 75) Has there been a change in the amount of emetic you need to achieve the 

desired effect? YES .... ........ NO ......... . 

. .. • 
•• •• 

Please describe: ................................................................................................................ . 

Habits (q. 76) What effect do emetics have on your appetite? INCREASES 

DECREASES .......... . 

NOEFFECT .......... . 

HABITS INTERVIEW 

During this interview, I will ask you several questions about habits and use of a variety of drugs. Please 

consider each question carefully and anser it to the best of your ability. There may be some questions tha do 

no apply to you, just let me know that these questions do not apply to you. 

Cigarettes 

1. Do you currently smoke cigarettes? YES .......... NO .......... . 

2. Have you ever smoked cigarettes in the past? YES .......... NO .......... . 

3. How many cigarettes do you smoke per day? 



4. Has there ever been a time when you smoked more that this? YES .. .. ...... NO .......... 

If so, when: ............... how many: ............... for how long: .............. .. 

5. What percentage of the time do you inhale? 

NA <i0% ii-20% 2i-30% 3i-40% 4i-50% 5i-60% 6i-70% 7i-80% 8i-90% 9i-i00% 

6. At what time do you have your first cigarette during the day? .......................... .. 

7. Have you ever tried to quit smoking? YES ........... NO .......... . 

8. If you have tried to quit smoking, which of the following symptoms did you notice on the first few days after 

cutting down? 

Urges to smoke cigarettes 

lrritablity 

Nervousness 

Restlessness 

Difficulty concentrating 

Headaches 

Drowsiness 

Upset stomach 

Urges to eat (more than usual) 

Carbohydrate cravings 

9. How does smoking affect your appetite? 

Caffeine 

INCREASES ............ .. 

DECREASES ............ .. 

NOEFFECT ............ .. 

36. Do you drink caffeinated beverages? YES ........... NO ........ .. 

If NO, has there ever been a time in the past when you did? YES .......... NO ........ .. 

37. How many cups of caffienated coffee or tea do you drink per day? .................. . 

38. How many glasses of other caffienated beverages do you drink in an average day 

(include sodas, hot chocolate, etc.)? ...................... . 

39. How does caffeine affect your appetite? INCREASES ............ . 

DECREASES 

NO EFFECT 

40. Which of the following symptoms have you experienced while drinking coffee? (circle 

all that apply) 



... ........ Feeling speeded up 

Palpitations (racing heart) 

Headache 

Sweatiness 

Irritability 

Difficulty concentrating 

........... Improved concentration 

Energetic 

........... Panic 

41. Have you ever tried to cut down or quit drinking caffeine? YES ........... NO ......... .. 

42. If YES, which of the foiiowing symptoms did you notice the first days after trying to cut 

down? 

............ Headaches 

............ Tiredness 

............ Irritability 

.. .......... Difficulty concerntrating 

.. .. .. .. .. .. Restlessness 

.. .... .. .. .. Increased appetite 

. . . . . . . . . . . . Decreased appetite 

............ Urges for caffeine 

91. Finally, are there any other drugs that you have used to curb your appetite, induce 

weight loss, or for the purposes of purging? 

Describe: ..................................................................................................................... . 

The following are additional means that people sometimes use. Have you tried any of 

the following: 1. Enemas YES ............ NO ........... .. 

2. Sorbitol (in sugarless gum) YES ............ NO ............ . 

3. Saunas 

4. Excessive bran 

5. Thyroid hormone 

6. Other medications 

7. Other 

ANOREXIA NERVOSA 

YES............ NO ............ . 

YES............ NO ............ . 

YES............ NO ............ . 

YES............ NO ............ . 

YES............ NO ........... .. 

Have you ever had a time when you weighed much less than other people thought you should 

weigh? (Refer to height and weight data above.) 

CRITERION A: Refusal to maintain body weight over a minimal normal 
weight for height and age; for example, weight loss leading to 
maintenance of body weight 15% below that expected, or failure to make 

AA.6 



expected weight gain during period of growth, leading to body weight 
15% below that expected. 
?=no info, 1 =false, 2=subthreshold, 3=true . . . . . . . . . ......... • 

(skip to Bulimia Nervosa if 1) 

At that time, were you very afraid that you could become fat? How would you have felt if you 

gained a kilogram? 

CRITERION 8: Intense fear of gaining weight or becoming fat, even 
though underweight. 
?=no info, 1 =false, 2=subthreshold, 3=true ......... • 

(skip to Bulimia Nervosa if 1) 

At your lowest weight, how did you think you looked? Did you sti!! fee! too fat or that any part of 

your body was too fat? 

CRITERION C: Disturbance in the way in which one's body weight, size, 
or shape is experienced; for example, the person claims to "feel fat" even 
when emaciated, believes that one area of the body is "too fat" even 

;::; i~~;~o~=!~ls~~d;:::~~~:~shold, 3=true . . . . . . . . . . . . . . . . . . D 
(skip to Bulimia Nervosa if 1) 

Before this time, were you having menstrual periods? Did they stop? For how long? Were you 

taking birth control pills or hormones? (Did this regulate your periods?) 

CRITERION D: Absence of at least 3 consecutive menstrual cycles when 
otherwise expected to occur (primary or secondary amenorrhea). A 
woman is considered amenorrheic if her periods occur only following 
hormone administration. 
?=no info, 1 =false, 2=subthreshold, 3=true 

CRITERIA A, 8, C, & D ARE CODED "3" 

• • (skip to Bulimia Nervosa if 1) 
(continue, meets criteria for Anorexia Nervosa if 3) 



ANOREXIA NERVOSA AA.7 

How old were you when you first began to have (full AN sxs)? . I 11 I 
At the worst, for how many months did you have (full AN sxs)? ········••• 
During the past month, have you had (full AN sxs)? (1=false, 3=true) . . . . . . . . . . . . . . D 
How old were you when you last had (full AN sxs)? ···················•• 
When you had (full AN sxs), did thin, light coloured hair grow on your face, • 
head, or other parts of your body? (1 =false, 3=true) . . . . . . . . . . . . . . . . . . . . . . 

Did you seek heip from anyone? (1=no, 3=yes) . . . . . . . . . . . . . . . . . . . . . . D 
(IF YES) From whom? 

Did you take medication or food supplements? (1=no, 3=yes) . . . . . . . . . . . . . . . . . D 
(IF YES) Give details. 

When you had (full AN sxs), did you do things to avoid gaining weight, like ... 

-- make yourself vomit? 

-- use laxatives? 

-- use diuretics or water pills? 

-- use emetics? . 

-- use diet pills? . 

-- maintain a strict diet? 

-- exercise? D 
-- fast? 

-- use any other methods? (specify) . 

• • • • • • 
• • (1=N0, 2=POSSIBLE, 3=YES) 

During the past five years, how much of the time have you 

had (full AN sxs)? . . . . . . . . . . . . . . . . . . 
1 =Not at all (0%), 2=Rarely (5-10%), 3=Significant minority (20-30%), 
4=About half (50%), 5=Significant majority (70-80%), 6=Almost all (90-100%) 

·······• 



BULIMIA NERVOSA (PAST MONTH) 

In the past 3 months, have you had eating binges during which you ate a lot of food in a short 

period of time? (Probe for accurate description of amount and frequency.) 

(INTERVIEWER: Work with the subject to define "subjective" and "objective" binges. A 
subjective binge is calling a small or normal amount of food a "binge" (eg, a cookie or or a 
sandwich). An objective binge is eating an amount of food that is clearly in excess of 

normal.) 

AA.8 

Over the last 3 months, what is the average number of objective 
binges you have had each week? . . . . . . . . . . . . . ••• 
(IF LESS THAN TWICE PER WEEK) In the last 6 months, has there been a 
period of at least 3 months when you've had on average at least 2 objective 
binges each week? (1=NO, 2=POSSIBLE, 3=YES) .......... . 

Over the last 3 months, what is the average number of subjective 
binges you have had each week? . . . . . . . . . . . . . . 

...... • 
••• 

CRITERION A: Recurrent episodes of binge eating (rapid consumption of 
a large amount of food in a discrete period of time). Consider as true if 
currently has objective binges OR if had objective binges in last 6 months 
and has subjective binges now. 
?=no info, 1=false, 2=subthreshold, 3=true ... 

CRITERION D: EITHER >=2 objective binges/week for the previous 3 
months OR current subjective binges and >=2 objective binges/week for 

.. • 
3 months at some point in the last 6 months. • 
?=no info, 1 =false, 2=subthreshold, 3=true . . . . . . . . . . . . . . . . . . 

During these binges, did you feel that your eating was out of control? 

CRITERION B: A feeling of lack of control over eating behaviour during 
the eating binges. Consider subjective and objective binges. • 
?=no info, 1 =false, 2=subthreshold, 3=true . . . . . . . . . . . . . . . . . . 



BULIMIA NERVOSA 

In the past 3 months, did you do things to counteract the binges? Like making yourself vomit, 

taking laxatives, strict dieting, fasting, or excersing? 

AA.9 

>= ONCE PER WEEK 
IN PAST 3 MONTHS 

-- make yourself vomit? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . D 
-- use laxatives? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . D 
-- use diuretics or water pills? 

-- use emetics? . 

-- use diet pills? . 

-- maintain a strict diet? 

-- exercise? D 
-- go on a fast? . . 

-- any other methods? (Specify) 

• 
• 
• 
• 
• 
• 

(1=N0, 2=POSSIBLE, 3=YES) 

CRITERION C: The person regularly engages in either self-induced 
vomiting, use of laxatives or diuretics, strict dieting or fasting, or 
vigorous excercise in order to 

prevent weight gain. • 
?=no info, 1=false, 2=subthreshold, 3=true . . . . . . . . . . . . . . . . . . 

Over the past 3 months, were you a lot more concerned about your weight and body shape than 

most people? How would you feel if you had gained a kilogram? 

CRITERION E: Persistent overconcern with body shape and weight. • 
?=no info, 1=false, 2=subthreshold, 3=true . . . . . . . . . . . . . . . 

CRITERIA A, B, C, D, & E ARE CODED "3" . . ................. • 
(skip to next module if 1) 

(continue, meets criteria for Bulimia Nervosa if 3) 



BULIMIA NERVOSA 

How old were you when you first began to have (full BN sxs)? . 

At the worst, for how many months did you have (full BN sxs)? 

Have you ever sought help from anyone for BN? (1 ==false, 3==true) 

(IF TRUE) - saw GP? (1==false, 3==true) . . . . . . . . . 

AA.10 

•• ••• ...... • 

(IF TRUE) - took medication? (1==false, 3==true) Specify _______ .......... . 

• 
I I 

(IF TRUE) - counselling or therapy specifically for BN? (1==false, 3==true) 

(IF TRUE) - hospitalized? (1==false, 3==true) 

(IF TRUE) - other? (1==false, 3==true) Specify _____ _ 

During the past five years, how much of the time have you had 

(full BN sxs)? . . . . . . . . . . . . . . . . . . . . . . 

1==Not at all (0%), 2==Rarely (5-10%), 3==Significant minority (20-30%), 

4==About half (50%), 5==Significant majority (70-80%), 6==Almost all (90-100%) 

• • • 
• 

(INTERVIEWER: Has the person met criteria for both Anorexia Nervosa and Bulimia Nervosa at the same 

time? Ask further questions if necessary and record details.) 

Met criteria for simultaneous AN and BN in lifetime 

(1 ==false, 2==possible, 3=true) . . . . . . . . . 

Met criteria for simultaneous AN and BN in past month 

(1 ==false, 2==possible, 3==true) . . . . . . . . . . 

Age when first met criteria for simultaneous AN and BN 

Age when last met criteria for simultaneous AN and BN 

COMPLETE CBSI. 

THEN GO TO MOOD SYNDROMES, A.1. 

• 
...• 
•• •• 



DO THIS PRIOR TO A.8 (current manic syndrome) 

Complete HAMILTON DEPRESSION RATING SCALE (referring to past week) 

SUICIDAL IDEATION / TENDENCIES 

INTERVIEWER: Suicidal tendencies, including preoccupation with thoughts of death or suicide. (Do not 

inciude mere fears of dying. Rate at ,vorst in past and in last month.) PROBES: 

Have you ever wished you were dead or thought about dying or killing yourself? 

Have you thought about how you would do it? 

Have you actually done anything? 

Ever? 

1 Not at all. 

2 Slight. For example, occasional thoughts of death (without suicidal thoughts). "I would be better off 

dead" or "I wish I were dead.") 

3 Mild. For example, frequent thoughts that would be better off dead or occasional thoughts of suicide 

but has no method. 

4 Moderate. For example, often thinks of suicide or has thought of a specific method. 

5 Severe. Often thinks of suicide and has thought of or mentally rehearsed a specific plan or has made 

suicidal gestures. 

In the past month 

At worst in life . . . . . . . . . . . . . . . . . . . . . . . 

Have you ever tried to kill yourself or done anything that could have 

killed you? (1=No, 3=Yes) ................. . 

• 
• 
• (skip to Mood Syndromes, A.B, if 1) 

How many times have you tried to kill yourself? . . . . . . . . . . . . . . . . . . . . . D D 
How old were you the first time? . . . . . . . . . . . . . . . . . . . . . . . . . . . D D 
Were you treated for a suicide attempt? (1 =No, 3=Yes) .................. • 
Were you hospitalized for a suicide attempt? (1=No, 3=Yes) • 
(IF YES) Duration of hospitalization in weeks . . . . . . . . . . . . . . . . . . . . . . D D 



SUICIDAL INTENT at time of most serious attempt. Determine circumstances and 

rate seriousness of intent for the most serious attempt. Consider such factors 

as likelihood of being rescued, precautions against discovery, acting to gain 

help during or after attempt, degree of planning of attempt, and the apparent 

purpose of attempt (manipulative versus killing self) 

1 Obviously no intent, purely manipulative gesture 

2 Not sure or only minimal intent 

3 Definite but very ambivalent 

4 Serious 

5 

6 

Very serious 

Extreme (careful planning and every expectation of death). ......... • 
ACTUAL MEDICAL THREAT to life or physical condition following the most 

serious gesture or attempt. Consider the method (gun more serious than knife 

wound), impaired consciousness at time of rescue, seriousness of lesion, toxicity 

of ingested materials, reversibility (time expected to complete recovery), and 

amount of treatment required. 

No danger (eg, held pills in hand) 

Minimal (eg, scratch on wrist) 

Mild (eg, took 1 O aspirins with mild gastritis) 

Moderate (eg, took 1 O seconals, briefly unconscious) 

1 

2 

3 

4 

5 

6 

Severe (eg, cut throat) • 
Extreme (eg, respiratory arrest or prolonged coma) . . . . : . . . . . . . . . . . . . . 

SUMMARY OF SUICIDAL BEHAVIOR. Suicidal behavior occurred during episodes of illness in the 

following diagnostic categories: 

Any anxiety disorder. 

Depression. . . . . 

Drug abuse or dependence. 

Eating disorder (specify). 

Other (specify). . . . . . 

Note any psychosocial stressors leading to suicidal ideation of attempt. 

• • 
• 
• • 



APPENDIX 3 

Eating Disorders lnventory-2 



·. " 

E.D.I. 2 

ID# 

Please read each question carefully and place in the square the answer which 
applies best to you There are no right or wrong answers, so try very hard to be 
completely honest in your answers Results are completely confidential. 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12. 

13. 

1 = ALWAYS 
2 = USUALLY 
3 = OFTEN 

4 = SOMETIMES 
5 = RARELY 
6 = NEVER 

1 = ALWAYS 
2 = USUALLY 
3 = OFTEN 

4 = SOMETIMES 
5 = RARELY 
6 = NEVER 

I eat sweets and carbohydrates without feeling nervous . . . . . . ... 

I think that my stomach is too big 

I wish that I could return to the security of childhood . . . . . . . . . . 

I eat when I am upset 

I stuff myself with food 

I wish that I could be younger . 

I think about dieting . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

I get frightened when my feelings are too strong . . . . . . . . . . . . 

I think that my thighs are too large . . . . . . . . . . . . . . . . . . . . 

I feel ineffective as a person 

I feel extremely guilty after overeating . 

I think that my stomach is just the right size . . 

Only outstanding performance is good enough in my family 

• 4 

• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
D16 



14. 

15. 

16. 

17. 

18. 

19. 

20. 

21. 

22. 

23. 

24. 

25. 

26. 

27. 

28. 

29. 

30. 

31. 

1 = ALWAYS 
2 = USUALLY 
3 = OFTEN 

4 = SOMETIMES 
5 = RARELY 
6 = NEVER 

The happiest time in life is when you are a child . 

I am open about my feelings . . . 

I am terrified of gaining weight . . . . . . . . . . . . . . . . . . . . . . 

I trust others . . . , . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

I feel alone in the world . . . . . . . . . . . . . . . . . . . . . . . . . . 

I feel satisfied with the shape of my body 

I feel generally in control of things in my life . 

I get confused about what emotion I am feeling 

I would rather be an adult than a child . . . . . . . . . . . . . . . . . . 

I can communicate with others easily. 

I wish I were someone else . . . . . . . . . . . . . . . . . . . . . . . . . 

I exaggerate or magnify the importance of weight . 

I can clearly identify what emotion I am feeling . . . . . . . . . . . . . 

I· feel inadequate 

I have gone on eating binges where I felt that I could not stop 

As a child, I tried very hard to avoid disappointing my parents 
and teachers . . . . . . . . . . . . . . . . . . . . . . . . . 

I have close relationships . . . 

I like the shape of my buttocks . . . . . . . . . . . . . . . . . . . . . . 

D17 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• • 34 



32. 

33. 

34. 

35. 

36. 

37. 

38. 

39. 

40. 

41. 

42. 

43. 

44. 

45. 

46. 

47. 

48. 

49. 

1 = ALWAYS 
2 = USUALLY 
3 = OFTEN 

4 = SOMETIMES 
S = RARELY 
6 = NEVER 

I am preoccupied with the desire to be thinner . . . . . . . . . . . . . . 

I don't know what's going on inside me . . . . . . . . . . . . . . . . . . 

I have trouble expressing my emotions to others . . . . . . . . . . . . . 

The demands of adulthood are too great 

I hate being less than best at things . . . . . . . . . . . . . . . . . . . . 

I feel secure about myself . . . . . . 

I think about binging (over-eating) 

I feel happy that I am not a c~ild anymore . . . 

I get confused as to whether or not I am hungry 

I have a low opinion of myself . . . . . 

I feel that I can achieve my standards .. 

My parents have expected excellence of me . . . . . . . . . . . . . . . . 

I worry that my feelings will get out of control ............. . 

I think my hips are too big. 

I eat moderately in front of others and stuff myself when 
they're gone . . . . . . . . . . 

I feel bloated after eating a normal meal . . . . . . . . . . . . . . . . . 

I feel that people are happiest when they are children ........ . 

If I gain a pound, I worry that I will keep gaining 
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50. 

51. 

52. 

53. 

54. 

55. 

56. 

57. 

58. 

59. 

60. 

61. 

62. 

63. 

64. 

65. 

66. 

67. 

68. 

1 = ALWAYS 
2 = USUALLY 
3 = OFTEN 

4 = SOMETIMES 
5 = RARELY 
6 = NEVER 

I feel that I am a worthwhile person . . . 

When I am upset, I don't know if I am sad, frightened 
or angry . . . . . ................. . 

I feel that I must do things perfectly or not do them at all . . . . . . . . 

I have the thought of trying to vomit in order to lose weight . 

I need to keep people at a certain distance (feel uncomfortable 
if someone tries to get too close) . . . . . . . . . . . . . . . . . 

I think that my thighs are just the right size 

I feel empty inside (emotionally) . 

I can talk about personal thoughts or feelings . 

The best years of your life are when you become an adult 

I think my buttocks are too large . . . . . . . . . . . . . . . . . . . . . 

I have feelings I can't quite identify . . . . . . . . . . . . . . . . . . . 

I eat or drink in secrecy . 

I think that my hips are just the right size 

I have extremely high goals . 

When I am upset, I worry that I will start eating 

People I really like end up disappointing me . . . . . . . . . . . . . . . 

I am ashamed of my human weaknesses . . . . . . . . . . . . . . . . . . 

Other people would say that I am emotionally unstable . 

I would like to be in total control of my bodily urges . . . . . . . . . . . 
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1 = ALWAYS 
2 = USUALLY 
3 = OFTEN 

4 = SOMETIMES 
5 = RARELY 
6 = NEVER 

69. I feel relaxed in most group situations 

70. I say things impulsively that I regret having said . . . . . . . . . . . . 

7 l. I go out of my way to experience pleasure 

72. I have to be careful of my tendency to abuse drugs . . . . . . . . .... 

73. I am outgoing with most people 

74. I feel trapped in relationships . .· ........ • ............ . 

75. . Self-denial makes· me feel stronger spiritually 

· 76. People understand my real proplems .. 

77. I can't get strange thoughts out of my .head. . 

78. Eating for pleasure is a sign of moral weakness 

I am prone to outbursts of anger or rage . . . 

80. I feel that people give me the credit I deserve . . . . . . . . . . . . . . 

81. I have to be careful of my tendency to abuse alcohol . . . . . . . . . . . 

82. I believe that relaxing is simply a waste of time . . . ......... . 

83. Others would say that I get irritated easily 

84. I feel like I am losing out everywhere 

85. I experience marked mood shifts . . . . . . . . . . . . . . . . . . . . . 

86 .. I am embarrassed by my bodily urges ........ . 

8 7. I would rather spend time by myself than with others . . . . . . . . . . 
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1 = ALWAYS 
2 = USUALLY 
3 = OFTEN 

4 = SOMETIMES 
5 = RARELY 
6 = NEVER 

88. Suffering makes you a better person . . . . . . . . . . . . . . . . . . . 

89. I know that people love me. . . . . . . . . . . . . . . . . . . . . . . . . 

90. I feel like I must hurt myself or others . . . . . . . . . . . . . . . . . . 

91. I feel that I really know who I am . . . . . . . . . . . . . . . . . . . . . 

Test Number . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 



SCID-P (W/PSY SCREEN) (Version 1.0) 

A. MOOD SYNDROMES 

IS 
Current Major Depressive Syndrome Mood Syndromes A.1 

IN THIS SECTION, MAJOR DEPRESSIVE, MANIC, HYPOMANIC SYNDROMES, AND DYSTHYMIA ARE EVALUATED. 
THE DIAGNOSES ARE MADE IN D. MOOD DISORDERS (EXCEPT FOR DYSTHYMIA, WHICH IS DIAGNOSED IN 
THIS MODULE). 

CURRENT MAJOR DEPRESSIVE 
SYNDROME 

Now I am going to ask you some more 
questions about your mood. 

In the last month ... 

... has there been a period of time when 
you were feeling depressed or down most 
of the day nearly every day? (What was 
that like?) 

IF YES: How long did it last? (As long as 
two weeks?) 

... what about being a lot less interested 
in most things or unable to enjoy the 
things you used to enjoy? (What was that 
like?) 

IF YES: Was it nearly every day? How 
long did it last? (As long as two weeks?) 

During this time ... 

... did you lose or gain any weight? (How 
much?) (Were you trying to lose weight?) 

IF NO: How was your appetite? (What 
about compared to your usual 
appetite?) (Did you have to force 
yourself to eat?) (Eat [less/morel than 
usual?) 

(Was that nearly every day?) 

MOS CRITERIA 

A. At least 5 of the following symptoms 
have each been present during the same 
two-week period (and represent a change 
from previous functioning); at least one of 
the symptoms was either (1) depressed 
mood, or (2) loss of interest or pleasure. 

(1) depressed mood most of the day, 
neariy every day, as indicated either by 
subjective account or observation by 
others 

(2) markedly diminished interest or 
pleasure in all, or almost all, activities 
most of the day, nearly every day (as 
indicated either by subjective account 
or observation by others of apathy most 
of the time) 

NOTE: DO NOT INCLUDE SXS THAT ARE 
CLEARLY DUE TO A PHYSICAL 
CONDITION, MOOD-INCONGRUENT 
DELUSIONS OR HALLUCINATIONS, 
INCOHERENCE OR MARKED LOOSENING 
OF ASSOCIATIONS, OR THAT ARE 
CLEARLY PART OF THE RESIDUAL OR 
PRODROMAL PHASES OF 
SCHIZOPHRENIA. 

(3) significant weight loss or weight 
gain when not dieting (e.g., more than 
5% of body weight in a month) or 
decrease or increase in appetite nearly 
every day 

? = inadequate information 1 = absent or false 2 = subthreshold 

? 

? 

03 duplicate b 
1-2 3-14 15 

1 2 3 

>< 

2 3 

If neither item (1) nor ilem (2) is 
coded "3," go to 'Past Major 
Depressive Syndrome,' A.4 

? 2 3 

3 = threshold or true 
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SCID-P (W/PSY SCREEN) (Version 1.0) Current Major Depressive Syndrome Mood Syndromes A.2 

During this time ... 

.. how were you sleeping? (Trouble falling ( 4) insomnia or hypersomnia nearly ? 2 3 19 

asleep, waking frequently, trouble staying every day 
asleep, waking too early, OR sleeping too 
much? How many hours a night compared 
to usual?' Was that nearly every night?) 

.. were you so fidgety or restless that you (5) psychomotor agitation or retardation ? 1 2 3 20 

were unable to sit still? (Was it so bad that nearly every day (observable by others 
other people noticed it? Was that nearly and not merely subjective feelings of 
every day?) restlessness or being slowed down) 

IF NO: What about the opposite- NOTE: CONSIDER BEHAVIOR DURING 
talking or moving more slowly than is THE INTERVIEW 
normal for you? (Was it so bad that 
other people noticed it? Was that nearly 
every day?) 

.. what was your energy like? (Tired all the (6) fatigue or loss of energy nearly ? 1 2 3 21 

time? Nearly every day?) every day 

.. how did you feel about yourself? (7) feelings of worthlessness or ? 1 2 3 22 

(Worthless?) (Nearly every day?) excessive or inappropriate guilt (which 
may be delusional) nearly every day 

IF NO: What about feeling guilty about (not merely self-reproach or guilt about 
things you had done or not done? being sick) 
(Nearly every day?) 

NOTE: CODE "1" OR "2" IF ONLY LOW 
SELF-ESTEEM 

.. did you have trouble thinking or (8) diminished ability to think or ? 2 3 23 

concentrating? (What kinds of things did it concentrate, or indecisiveness, nearly 
interfere with?) (Nearly every day?) every day (either by subjective account 

or as observed by others) 
IF NO: Was it hard to make decisions 
about everyday things? (Nearly every 
day?) 

.. were things so bad that you were (9) recurrent thoughts of death (not ? 1 2 3 24 

thinking a lot about death or that you just fear of dying), recurrent suicidal 
would be better off dead? What about ideation without a specific plan, or a 
thinking of hurting yourself? suicide attempt or a specific plan for 

committing suicide 
IF YES: Did you do anything to hurt 
yourself? NOTE: CODE "I" IF ONLY SELF-

MUTILATION W/O SUICIDAL INTENT 

AT LEAST FIVE OF THE ABOVE SXS 1 3 25 

IA (1-9) I ARE CODED "3" AND AT LEAST I 
ONE OF THESE IS ITEM (I) OR (2) Golo 

'Past 
Major 
Depres-
slve 
Syn-
drome,' 
A.4 

? = inadequate information 1 = absent or false 2 = subthreshold' 3 = threshold or true 



1'1 
SCID-P (W/PSY SCREEN) (Version 1.0) Current Major Depressive Syndrome 

ETIOLOGIC ROLE OF AN ORGANIC 
FACTOR IN FULL DEPRESSIVE SYNDROME 

Just before this began, were you physically 
ill? (What did the doctor say?) 

Were you taking any street drugs or 
medicines? (Any change in the amount 
you were taking?) 

IF YES TO ANY OF THESE QUESTIONS, 
DETERMINE IF THE DEPRESSIVE EPISODE 
WAS INITIATED AND MAINTAINED BY AN 
ORGANIC FACTOR. 

(Did this begin soon after someone close 
to you died?) 

How many separate times have you been 
(depressed/OWN EQUIVALENT) nearly 
every day for at least two weeks and had 
several of the symptoms that you 
described, like (SXS OF CURRENT 
EPISODE)? 

How old were you when you first had a lot 
of these symptoms for at least two weeks? 

B.(l) It cannot be established that an 
organic factor initiated and maintained the 
disturbance. 

IF ORGANIC FACTOR, DESCRIBE: 

Established organic factors include: 
hypothyroidism, hyper- and 
hypoadrenocorticolism, substances such 
as reserpine, methyldopa, PCP, and other 
hallucinogens. 

B. (2) The disturbance is not a normal 
reaction to the death of a loved one 
(Uncomplicated Bereavement). (NOTE: 
Morbid preoccupation with worthlessness, 
suicidal ideation, marked functional 
impairment or psychomotor retardation, or 
prolonged duration suggest bereavement 
complicated by Major Depression.) 

MAJOR DEPRESSIVE SYNDROME CRITERIA 
A AND BARE CODED "3" 

Total number of episodes of major 
depressive syndrome, including current 
(CODE 99 IF TOO NUMEROUS OR 
INDISTINCT TO COUNT) 

Age at onset of first unequivocal major 
depressive syndrome (CODE 99 IF 
UNKNOWN) 

? = inadequate information 1 = absent or false 

Mood Syndromes A.3 

? 1 
I 

R'O Organic Mood 
Syndrome 

Go lo 'Past Major 
Depressive 
Syndrome,• A.4 

? 1 
I 

RIO 
Uncomplicated 
Bereavement 

Go lo 'Past Mafor 
Depressive 
Syndrome,• A4 

Go to 'Past Major 
Depressive 
Syndrome,• A. 4 

Go to 'Current Manic 
Syndrome,• A.8 

3 
I 

No 
organic 
eliology 

Continue 

3 
I 

Current 
episode 
not due 
to 
Uncom
plicaled 
Bereave
ment 

3 
I 

Current 
Major 
Depressive 
Syrdrcrre 

3 = threshold or true 

21 



SCID-P (W/PSY SCREEN) (Version 1.0) Past Major Depressive Syndrome 

* Past Major Depressive Syndrome* 

IF NOT CURRENTLY DEPRESSED: Have you 
ever had a period when you were feeling 
depressed or down most of the day nearly 
every day? (What was that like?) 

IF CURRENTLY DEPRESSED BUT FAILED 
TO MEET FULL CRITERIA, SCREEN FOR 
PAST MOS: Has there ever been another 
time when you were depressed or down 
most of the day nearly every day? (What 
was thai iike?) 

IF YES: When was that? How long did it 
last? (As long as two weeks?) 

IF PAST DEPRESSED MOOD: During that 
time, were you a lot less interested in most 
things or unable to enjoy the things you 
used to enjoy? (What was that like?) 

IF NO PAST DEPRESSED MOOD: What 
about a time when you were a lot less 
interested in most things or unable to 
enjoy the things you used to enjoy? (What 
was that like?) 

IF YES: When was that? Was it nearly every 
day? How long did it last? (As long as two 
weeks?) 

Have you had more than one time like 
that? (Which time was the worst?) 

NOTE: IF THERE WAS AN EPISODE IN 
THE PAST YEAR, ASK ABOUT THAT 
EPISODE EVEN IF IT WAS NOT "THE 
WORST." 

MOS CRITERIA 

· A. At least 5 of the following symptoms 
have each been present during the same 
two-week period (and represent a change 
from previous functioning); at least one of 
the symptoms was either (1) depressed 
mood, or (2) loss of interest or pleasure. 

(1) depressed mood most of the day, 
nearly every day, as indicated either by 
subjective account or observation by 
others 

(2) markedly diminished interest or 
pleasure in all, or almost all, activities 
most of the day, nearly every day (as 
indicated either by subjective account 
or observation by others of apathy most 
of the time) 

NOTE: IN EVALUATING DEPRESSIVE 
SXS, DO NOT INCLUDE SXS THAT ARE 
CLEARLY DUE TO A PHYSICAL 
CONDITION, MOOD-INCONGRUENT 
DELUSIONS OR HALLUCINATIONS, 
INCOHERENCE OR MARKED 
LOOSENING OF ASSOCIATIONS, OR 
SIMPLY PRODROMAL OR RESIDUAL 
SYMPTOMS OF SCHIZOPHRENIA. 

? = inadequate information 1 = absent or false 2 = subthreshold 

Mood Syndromes A.4 

? 2 3 

>< 

? 2 3 

If nellher ilem ( 1) nor (2) is 
coded "3," go lo 'Current Manic 
Syndrome,• A.8 

3 = threshold or true 

33 

34 
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SCID-P (W/PSY SCREEN) (Version 1.0) Past Major Depressive Syndrome Mood Syndromes A.5 

FOCUS ON THE WORST EPISODE THAT 
THE SUBJECT CAN REMEMBER (OR ON 
ONE IN PAST YEAR) 

During that time ... 

... did you lose or gain any weight? (How (3) significant weight loss or weight ? 1 2 3 o, 

much?) (Were you trying to lose weight?) gain when not dieting (e.g., more than 
5% of body weight in a month) or 

IF NO: How was your appetite? (What decrease or increase in appetite nearly 
about compared to your usual every day 
appetite?) (Did you have to force 
yourself to eat?) (Eat I less/more] than 
usual?) (Was that nearly every day?) 

.. how were you sleeping? (Trouble falling (4) insomnia or hypersomnia nearly ? 2 3 
asleep, waking frequently, trouble staying every day 
asleep, waking too early, OR sleeping too 
much? How many hours a night compared 
to usual? Was that nearly every night?) 

.. were you so fidgety or restless that you (5) psychomotor agitation or retardation ? 1 2 3 
were unable to sit still? (Was it so bad that nearly every day (observable by others 
other people noticed it? Was that nearly and not merely subjective feelings of 
every day?) restlessness or being slowed down) 

IF NO: What about the opposite-
talking or moving more slowly than is 
normal for you? (Was it so bad that 
other people noticed it? Was that nearly 
every day?) 

.. what was your energy like? (Tired all the (6) fatigue or loss of energy nearly ? 1 2 3 
time? Nearly every day?) every day 

.. how did you feel about yourself? (7) feelings of worthlessness or ? 1 2 3 
(Worthless?) (Nearly every day?) excessive or inappropriate guilt (which 

may be delusional) nearly every day 
IF NO: What about feeling guilty about (not merely self-reproach or guilt about 
things you had done or not done? being sick) 
(Nearly every day?) 

NOTE: CODE "1" OR "2" FOR 
LOW SELF-ESTEEM BUT NOT 
WORTHLESSNESS 

.. did you have trouble thinking or (8) diminished ability to think or ? 1 2 3 
concentrating? (What kinds of things did it concentrate, or indecisiveness, nearly 
interfere with?) (Nearly every day?) every day (either by subjective account 

or as observed by others) 
IF NO: Was it hard to make decisions 
about everyday things? (Nearly every 
day?) 

? = inadequate information 1 = absent or false 2 = subthreshold 3 = threshold or true 



SCID-P (W/PSY SCREEN) (Version 1. 0) Past Major Depressive Syndrome 

During that time ... 

.. were things so bad that you were 
thinking a lot about death or that you 
would be better off dead? What about 
thinking of hurting yourself? 

IF YES: Did you do anything to hurt 
yourself? 

I 
IF NOT ALREADY ASKED: Has there been any 
other time when you were (depressed/OWN 
EQUIVALENT) and had even more of the 
symptoms that I just asked you about? 

[ IF NO: GO TO 'Current Manic 
Syndrome,• A.8. 

IF YES: RETURN TO *Past Major 
Depressive Syndrome,• A.4, AND 
INQUIRE ABOUT WORST EPISODE. 

ETIOLOGIC ROLE OF AN ORGANIC 
FACTOR IN FULL DEPRESSIVE SYNDROME 

Just before this began, were you physically 
ill? (What did the doctor say?) 

Were you taking any medicines or street 
drugs? (Any change in the amount you 
were taking?) 

IF YES TO ANY OF THESE QUESTIONS, 
DETERMINE IF THE DEPRESSIVE 
EPISODE WAS INITIATED AND 
MAINTAINED BY AN ORGANIC FACTOR 

DETERMINE IF THERE WAS A PERIOD OF 
DEPRESSED MOOD THAT WAS NOT 
INITIATED AND MAINTAIN°ED BY AN 
ORGANIC FACTOR. IF SO, RETURN TO 
*Past Major Depressive Syndrome,• 
A.4, AND ASK ABOUT THAT EPISODE. 

IF NOT, GO TO *Current Manic 
Syndrome,• A.8. 

(9) recurrent thoughts of death (not 
just fear of dying), recurrent suicidal 
ideation without a specific plan, or a 
suicide attempt or a specific plan for 
committing suicide 

NOTE: CODE "1" IF ONLY SELF-
MUTILATION W/O SUICIDAL INTENT 

AT LEAST FIVE OF THE ABOVE SXS 
[A(1-9)] ARE CODED "3" AND AT LEAST 
ONE OF THESE IS ITEM (I) OR (2) 

8.(1) It cannot be established that an 
organic factor initiated and maintained the 
disturbance. 

IF ORGANIC FACTOR, DESCRIBE: 

Established organic factors include: 
hypothyroidism, hyper- and 
hypoadrenocorticolism, substances such 
as reserpine, methyldopa, PCP and other 
hallucinogens. 

? = inadequate information 1 = absent or false 2 = subthreshold 

Mood Syndromes A.6 

? 2 3 41 

1 3 42 

I 

Conlinue 

? 3 43 

RIO Organic Mood No 
Syndrome organic 

eliology 

Conlinue 

3 = threshold or true 
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SCID-P (W/PSY SCREEN) (Version 1.0) Past Major Depressive Syndrome 

(Did this begin soon after someone close 
to you died?) 

DETERMINE IF THERE WAS A PERIOD OF 
DEPRESSED MOOD THAT WAS NOT DUE 
TO UNCOMPLICATED BEREAVEMENT. IF 
SO, RETURN TO •Past Major Depressive 
Syndrome• A.4, AND ASK ABOUT THAT 
EPISODE. 

IF NOT, GO TO •current Manic 
Episode,• A.8. 

How many separate times have you been 
(depressed/OWN EQUIVALENT) nearly 
every day for at least two weeks and had 
several of the symptoms that you 
described, like (SXS OF WORST EPISODE)? 

How old were you when you first had a lot 
of these symptoms for at least two weeks? 

B.(2) The disturbance is not a normal 
reaction to the death of a loved one 
(Uncomplicated Bereavement). (NOTE: 
Morbid preoccupation with worthlessness, 
suicidal ideation, marked functional 
impairment or psychomotor retardation, or 
prolonged duration suggest bereavement 
complicated by Major Depression.) 

MAJOR DEPRESSIVE SYNDROME CRITERIA 
A AND B ARE CODED "3" 

Total number of episodes of Major 
Depressive Syndrome (CODE 99 IF TOO 
NUMEROUS OR INDISTINCT TO COUNT) 

Age at onset of first unequivocal Major 
Depressive Syndrome (CODE 99 IF 
UNKNOWN) 

? = inadequate information 1 = absent or false 2 = subthreshold 

Mood Syndromes A. 7 

? 1 3 I J I I 
I R10 At least 

Uncomphcated one ep1-
Bereavement sode nol 

due lo 
Uncom-
plicaled 
Bereave-
men! 

Continue 

1 3 
I I 

Golo Past 
'Current Manic Major 
Syndrome,' Depressive 
AS SyndrOO'e 

3 = threshold or true 



SCID-P (W/PSY SCREEN) (Version 1.0) Current Manic Syndrome Mood Syndromes A.8 

• Current Manic Syndrome• MANIC SYNDROME CRITERIA 

IF THOROUGH OVERVIEW OF PRESENT 
ILLNESS PROVIDES NO BASIS FOR 
SUSPECTING A CURRENT MANIC 
SYNDROME, CHECK HERE __ AND GO 
TO • Past Manic Syndrome,• A. I I. 50 

In the last month, has there been a period 
of time when you were feeling so good or 
hyper that other people thought you were 
not your normal self, or you were so hyper 
that you got into trouble? (Did anyone say 
you were manic?) (Was that more than just 
feeling good?) 

IF NO: What about a period of time A. A distinct period of abnormally and ? 1 2 3 51 

when you were so irritable that you persistently elevated, expansive, or 
Go to 'Past Manic 

would shout at people or start fights irritable mood. Syndrome,• A. 11 

or arguments? 

(Did you find yourself yelling at people 
you didn't really know?) DATE: 

What was that like? 

How long did that last? IF IRRITABLE MOOD ONLY, CHECK HERE 
AFTER CODING "3" ABOVE __ 52 

When were you the most (OWN 
EQUIVALENT FOR EUPHORIA OR 
IRRITABILITY)? 

FOR THE WORST PERIOD OF CURRENT B. During the period of mood disturbance, 
EPISODE, ASK ABOUT ASSOCIATED SXS at least three of the following symptoms 

have persisted (four if the mood is only 
irritable) and have been present to a 

During this time ... significant degree: 

.. how did you feel about yourself? (I) inflated self-esteem or grandiosity . ? 1 2 3 53 

(More self-confident than usual?) 

(Any special powers or abilities?) 

.. did you need less sleep than usual? (2) decreased need for sleep, e.g., feels ? 1 2 3 54 

rested after only three hours of sleep 
IF YES: Did you not feel tired? 

.. were you more talkative than usual? (3) more talkative than usual or ? 2 3 55 

(Did people have trouble stopping you or pressure to keep talking 
understanding you? Did people have 
trouble getting a word in edgewise?) 

.. were your thoughts racing through your (4) flight of ideas or subjective ? 1 2 3 56 

head? experience that thoughts are racing 

? = inadequate information 1 = absent or false 2 = subthreshold 3 = threshold or true 



SCID-P (W/PSY SCREEN) (Version 1.0) 

.. did you have trouble concentrating 
because any little thing going on around 
you could get you off the track? 

.. how did you spend your time? (Work, 
friends, hobbies?) (Were you so active that 
your friends or family were conc~rned 
about you?) 

IF NO INCREASED ACTIVITY: Were you 
physically restless? (How bad was it?) 

.. did you do anything that could have 
caused trouble for you or your family? 
(Buying things you didn't need?) (Anything 
sexual that was unusual for you?) 
(Reckless diiving?) 

IF NOT KNOWN: At that time, did you have 
serious problems at home or at work 
(school) because you were (SYMPTOMS) 
or did you have to be admitted to the 
hospital? 

2.3 
Current Manic Syndrome Mood Syndromes A. 9 

(5) distractibility, i.e., attention too 
easily drawn to unimportant or 
irreievant externai stimuii 

(6) increase in goal-directed activity 
(either socially, at work or school, or 
sexually) or psychomotor agitation 

(7) excessive involvement in 
pleasurable activities which have a high 
potential for painful consequences that 
the person does not recognize, e.g., the 
person engages in unrestrained buying 
sprees, sexual indiscretions, or foolish 
business investments 

NOTE: BECAUSE OF THE DIFFICULTY 
OF DISTINGUISHING NORMAL PERIODS 
OF GOOD MOOD FROM HYPOMANIA, 
REVIEW ALL ITEMS CODED "3" IN 
CRITERIA "A" AND "B" AND RECODE 
ANY EQUIVOCAL JUDGMENTS 

AT LEAST THREE "B" SXS ARE CODED 
"3" (FOUR IF MOOD ONLY IRRITABLE) 

? 2 3 

? 2 3 

? 1 2 3 

1 3 

Go to 'Past Manic 
Syndrome,' A.11 

C. Mood disturbance sufficiently severe to 1 3 
cause marked impairment in occupational 
functioning or in usual social activities or Unequivocal Manic 

relationships with others, or to necessitate Hypomanic 

hospitalization to prevent harm to self or 
others. Conlinue 

DESCRIBE: 

on next 
page 

? = inadequate information 1 = absent or false 2 = subthreshold 3 = threshold or true 
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DETERMINE POSSIBLE ETIOLOGIC ROLE 
OF AN ORGANIC FACTOR IN MANIC OR 
HYPOMANIC SYNDROME 

Just before this began, were you taking any 
street drugs or medicines? (Any change in 
the amount you were taking?) Were you 
physically ill? 

IF YES TO ANY OF THESE QUESTIONS, 
DETERMINE IF THE MANIC EPISODE 
WAS INITIATED AND MAINTAINED BY 
AN ORGANIC FACTOR. 

How many separate times were you 
(high/OWN EQUIVALENT) and had 
[ACKNOWLEDGED MANIC SYMPTOMS! for 
a period of time (or were hospitalized)? 

How old were you when you first had 
serious problems or had to go to the 
hospital because you were (manic/high/ 
OWN EQUIVALENT)? 

Current Manic Syndrome 

D. It cannot be established that an organic 
factor initiated and maintained the 
disturbance. NOTE: Somatic antidepressant 
treatment (e.g., drugs, ECT) that apparently 
precipitates a mood disturbance should 
not be considered an etiologic organic 
factor. 

IF ORGANIC FACTOR, DESCRIBE: 

Established organic factors include: 
hyperthyroidism, substances such as 
stimulants and cocaine. 

MANIC SYNDROME CRITERIA A, B, C, 
AND D ARE CODED "3" 

Mood Syndromes A.10 

? l 
RIO Organic Mood 
Syndrome 

Go to 'Past Manic 
Syndrome,• A 11 

3 

No 
organic 
e11ology 

Continue 

3 

NOTE: CODE "1" IF CURRENT 
HYPOMANIC SYNDROME ONLY 

Go to 'Past Manic 
Syndrome,• A.11 

Current 
Manic 
Syndrome 

Number of episodes of manic syndrome, 
including current (CODE 99 IF TOO 
INDISTINCT OR NUMEROUS TO COUNT) 

Age at onset of first manic syndrome 
(CODE 99 IF UNKNOWN) 

Go to 'Psychotic Symptoms,• 
8.1 

? = inadequate information 1 = absent or false 3 = threshold or true 

62 

63 

64. 
65 

66-
67 
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• Past Manic Syndrome• MANIC SYNDROME CRITERIA 

NOTE: IF CURRENTLY ELEVATED MOOD 
BUT FAILS TO MEET FULL CRITERIA FOR 
A MANIC SYNDROME, SUBSTITUTE THE 
PHRASE "Has there ever been another 
time ... " FOR EACH OF THE SCREENING 
QUESTIONS BELOW. 

Have you ever had a time when you were 
feeling so good or hyper that other people 
thought you were not your normal self, or 
you were so hyper that you got into 
trouble? 

(Did anyone say you were manic?) (Was 
that more than just feeling good?) 

IF NO: What about a period of time 
when you were so irritable that you 
would shout at people or start fights or 
arguments? (Did you find yourself 
yelling at people you didn't really 
know?) 

When was that? 

What was it like? 

How long did it last? 

Have you had more than one time like 
that? 

IF YES: Which time were you the most 
(high/OWN EQUIVALENT)? 

During that time ... 

.. how did you feel about yourself? 

(More self-confident than usual?) 

(Any special powers or abilities?) 

A. A distinct period of abnormally and 
persistently elevated, expansive, or 
irritable mood. 

DATE: 

IF IRRITABLE MOOD ONLY, CHECK HERE 
AFTER CODING "3" ABOVE_ 

B. During the period of mood disturbance, 
at least three of the following symptoms 
have persisted (four if the mood was only 
irritable) and were present to a significant 
degree: 

(I) inflated self-esteem or grandiosity 

Mood Syndromes A.11 

? 1 

? 

Goto 
'Dyslhymla,' 
A 14 

2 

2 

04 dup11ca1e b 
~ 3-14 15 

3 16 

17 

3 18 

.. did you need less sleep than usual? (2) decreased need for sleep, e.g., feels ? 2 3 19 

IF YES: Did you not feel tired? 

.. were you more talkative than usual? 
(Did people have trouble stopping you or 
understanding you? Did people have 
trouble getting a word in edgewise?) 

rested after only three hours of sleep 

(3) more talkative than usual or 
pressure to keep talking 

?= inadequate information 1 = absent or false 2 = subthreshold 

? 2 3 20 

3 = threshold or true 
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[ 

.. were your thoughts racing through your 
head? 

.. did you have trouble concentrating 
because any little thing going on around 
you could get you off the track? 

.. how did you spend your time? (Work, 
friends, hobbies?) (Were you so active that 
your friends or family were concerned 
about you?) 

IF NO INCREASED ACTIVITY: Were you 
physically restless? (How bad was it?) 

.. did you do anything that could have 
caused trouble for you or your family? 
(Buying things you didn't need?) (Anything 
sexual that was unusual for you?) 
(Reckless driving?) 

IF NOT ALREADY ASKED: Has there been 
any other time when you were (hyper/ 
irritable/OWN EQUIVALENT) and had even 
more of the symptoms that I just asked you 
about? 

IF NO: GO TO •Dysthymia, • A.14. 

IF YES: RETURN TO •Past Manic 
Syndrome,• A. I I, AND INQUIRE 
ABOUT WORST EPISODE. 

Past Manic Syndrome 

(4) flight of ideas or subjective 
experience that thoughts are racing 

(5) distractibility, i.e., attention too 
easily drawn to unimportant or 
irrelevant external stimuli 

(6) increase in goal-directed activity 
(either socially, at work or school, or 
sexually) or psychomotor agitation 

(7) excessive involvement in 
pleasurable activities which have a high 
potential for painful consequences that 
the person does not recognize, e.g., the 
person engages in unrestrained buying 
sprees, sexual indiscretions, or foolish 
business investments 

NOTE: BECAUSE OF THE DIFFICULTY 
OF DISTINGUISHING NORMAL PERIODS 
OF GOOD MOOD FROM HYPOMANIA, 
REVIEW ALL ITEMS CODED "3" IN 
CRITERIA A AND B AND RECODE ANY 
EQUIVOCAL JUDGMENTS. 

AT LEAST THREE "B" SXS ARE CODED "3" 
(FOUR IF MOOD ONLY IRRITABLE) 

? = inadequate information 1 = absent or false 2 = subthreshold 

Mood Syndromes A.12 

? 1 2 3 21 

? 1 2 3 22 

? 1 2 3 23 

? 2 3 24 

3 25 

3 = threshold or true 
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IF NOT KNOWN: At that time, did you have C. Mood disturbance sufficiently severe to 1 3 26 

serious problems at home or at work cause marked impairment in occupational I 
1 1 Marnl I (school) because you were (SYMPTOMS) functioning or in usuai social activities or 1 

Unequ1vocai 

or did you have to be admitted to the relationships with others, or to necessitate Hypomanic 

hospital? hospitalization to prevent harm to self or 
others. 

IF NOT ALREADY ASKED: Has there been 
any other time when you were (high/OWN 
EQUIVALENT) and had (ACKNOWLEDGED 
MANIC SYMPTOMS) and you got into 
trouble with people or were hospitalized? 

[ IF YES: RECODE CRITERION C as "3" 

IF NO: CONTINUE WITH NEXT ITEM 

just before this began, were you taking any D. It cannot be estabiished thai an organic ? 27 

street drugs or medicines? (Any change in factor initiated and maintained the 
the amount you were taking?) Were you disturbance. NOTE: Somatic antidepressant RIO 

physically ill? treatment (e.g., drugs, ECT) that apparently 
Organic 
Mood 

precipitates a mood disturbance should Syndrooie 

IF YES TO ANY OF THESE QUESTIONS, not be considered an etiologic organic 
DETERMINE IF THERE WAS AT LEAST factor. 
ONE MANIC EPISODE THAT WAS NOT 
INITIATED AND MAINTAINED BY AN IF ORGANIC FACTOR, DESCRIBE: 
ORGANIC FACTOR. 

Established organic factors include: 
hyperthyroidism, substances such as 
stimulants and cocaine. 

DETERMINE IF THERE WAS A PERIOD OF 
ELEVATED OR IRRITABLE MOOD THAT 
WAS NOT INITIATED OR MAINTAINED BY 
AN ORGANIC FACTOR. IF SO, RETURN TO 
•Past Manic Syndrome,• A. I I, AND 
INQUIRE ABOUT THAT EPISODE. 

IF NOT, GO TO •Dysthymia, • A. 14. Continue 

MANIC SYNDROME CRITERIA A, B, C, 1 3 28 

AND DARE CODED "3" 
Goto Past 
'Psy- Manic 

NOTE: CODE "1" IF PAST HYPOMANIC chottc Syndl0018 

SYNDROMES ONLY. 
SXS,' 
B.1 

How many separate times were you (high/ Total number of episodes of manic - - 29. 

OWN EQUIVALENT) and had several of syndrome (CODE 99 IF TOO INDISTINCT 30 

these problems for a period of time (or OR .NUMEROUS TO COUNT) 
were hospitalized)? 

How old were you when you first had Age at onset of manic syndrome (CODE 99 - - 31-

serious problems or had to go to the IF UNKNOWN) 32 

hospital because you were (manic/high/ 
OWN EQUIVALENT)? I Go 10 'Psychotic sxs,• B.1 

?= inadequate information 1 = absent or false 3 = threshold or true 
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* Oysthymia * 

Oysthymia 

OYSTHYMIA CRITERIA 

Mood Syndromes A.14 

(CURRENT ONLY) 

IF: THE OVERVIEW INDICATES THAT A CHRONIC PSYCHOTIC DISORDER IS LIKELY, OR THERE HAVE 
BEEN ONE OR MORE MAJOR DEPRESSIVE SYNDROMES PRESENT FOR MORE THAN 50% OF THE 
PAST TWO YEARS, OR A HYPOMANIC OR MANIC EPISODE HAS EVER BEEN PRESENT, CHECK __ 
AND GO TO • Psychotic Symptoms,• B. l. 

IF NO MAJOR DEPRESSIVE SYNDROME IN 
PAST TWO YEARS: For the past couple of 
years, have you been bothered by 
depressed mood most of the day, more 
days than not? (More than half the time?) 

A. Depressed mood for most of the day, 
more days than not, as indicated either by 
subjective account or observation by 
others, for at ieast the past two years {or 
the two years preceding the most recent 
Major Depressive episode plus the time 
since the Major Depressive episode ended I 

? 2 

IF YES: What was that like? 

IF CURRENT MAJOR DEPRESSIVE 
SYNDROME: Let's review when you first 
had most of the symptoms of (CURRENT 
MAJOR DEPRESSIVE SYNDROME). For the 
two years prior to (BEGINNING DATE), 
were you bothered by depressed mood, 
most of the day, more days than not? 
(More than half the time?) 

FOR A PAST MAJOR DEPRESSIVE 
SYNDROME DURING THE PAST TWO 
YEARS: Let's review when you first had 
most of the symptoms of (PAST MAJOR 
DEPRESSIVE SYNDROME) and the point at 
which you no longer had most of the 
symptoms. Since (DATE OF NO LONGER 
MEETING CRITERIA), have you still been 
bothered by depressed mood, so that you 
have been depressed for most of the day, 
more days than not? 

IF YES: For the two years prior to (DATE 
OF BEGINNING OF PAST MAJOR 
DEPRESSIVE SYNDROME), were you 
bothered by depressed mood, most of 
the day, more days than not? (More 
than half the time?) 

During these periods of (OWN 
EQUIVALENT FOR CHRONIC 
DEPRESSION), do you often ... 

.. lose your appetite? (What about 
overeating?) 

.. have trouble sleeping or sleep too 
much? 

.. have little energy to do things or feel 
tired a lot? 

RECORD DATE WHEN FIRST MET 
CRITERIA FOR CURRENT MAJOR 
DEPRESSIVE SYNDROME: ------

RECORD DATE WHEN FIRST MET 
CRITERIA FOR PAST MAJOR DEPRESSIVE 
SYNDROME: ----------

RECORD DATE WHEN NO LONGER MET 
CRITERIA FOR PAST MAJOR DEPRESSIVE 
SYNDROME: ----------

B. Presence, while depressed, of at least 
two of the following: 

(I) poor appetite or overeating 

(2) insomnia or hypersomnia 

(3) low energy or fatigue 

Go to 'Psychotic SXS,' B.1 

? 1 2 

? 2· 

? 2 

3 

3 

3 

3 

? = inadequate information 1 = absent or false 2 = subthreshold 3 = threshold or true 

33 

34 

35 

36 

37 
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Dysthymia Mood Syndromes A.15 

.. feel down on yourself? (Feel worthless, ( 4) low self-esteem ? 1 2 3 38 

or a failure?) 

.. have trouble concentrating or making (5) poor concentration or difficulty ? 2 3 39 

decisions? making decisions 

.. feel hopeless? (6) feelings of hopelessness ? 1 2 3 40 

AT LEAST lWO "B" SYMPTOMS ARE 3 41 

CODED "3" 
Go lo 'Psychotic 
SXS,' 8.1 

What is the longest period of time, during C. [For the two-year period of chronic ? 2 3 42 

this period of long-lasting depression, that depressed mood I, never without these 
you felt OK? (NO DYSTHYMIC SYMPTOMS) symptoms for more than two months at a Go lo 'Psychotic 

time. SXS,' 8.1 

CODE ''i'' iF NORMAL MOOD FOR AT 
LEAST lWO MONTHS AT A TIME. 

How long have you been feeling this way? D. (I) No clear evidence of a Major ? 2 3 43 

(When did this begin?) Depressive Episode during first two years 
of the disturbance. Go to 'Psychotic 

COMPARE ONSET OF DYSTHYMIC SXS 
sxs,• a.1 

WITH DATES OF PAST MAJOR NOTE: CODE "3" IF NO PAST MAJOR 
DEPRESSIVE SYNDROMES TO DETERMINE DEPRESSIVE EPISODES OR IF MAJOR 
IF THERE WERE ANY MAJOR DEPRESSIVE DEPRESSIVE EPISODES ARE NOT PRESENT 
SYNDROMES DURING FIRST lWO YEARS DURING FIRST lWO YEARS. 
OF DYSTHYMIA. 

Age at onset of current Dysthymia (CODE - - 44-

99 IF UNKNOWN) 45 

IF A MAJOR DEPRESSIVE SYNDROME D. (2) [If a Major Depressive syndrome ? 1 2 3 46 

PRECEDED DYSTHYMIC SXS: Now I want precedes the two-year period of Dysthymia, 
to know whether you got completely back then there must be an intervening period Go lo 'Psychotic 

to your usual self after that (MAJOR of at least six months of full remission, SXS,' 8.1 

DEPRESSIVE SYNDROME) you had (DATE), i.e., no significant signs or symptoms! 
before this long period of being mildly 
depressed? (Were you back to your usual NOTE: CODE "3" IF NO PRECEDING PAST 
self for at least six months?) MAJOR DEPRESSIVE EPISODES OR IF 

THERE WAS AT LEAST A SIX-MONTH 
PERIOD WITHOUT SYMPTOMS PRECEDING 
THE ONSET OF THE DYSTHYMIC 
SYMPTOMS. 

47 

IF NOT ALREADY CLEAR: RETURN TO E. Not superimposed on a chronic ? 3 
THIS ITEM AFTER COMPLETING THE psychotic disorder (e.g., Schizophrenia 
PSYCHOTIC DISORDERS SECTION. or Delusional Disorder). Go 10 'Psychotic Nol 

SXS,' 8.1 super-
imposed 

NOTE: CODE "3" IF NO CHRONIC conlinue 
PSYCHOTIC DISORDER OR IF NOT on nex1 

SUPERIMPOSED ON A CHRONIC page 

PSYCHOTIC DISORDER. 

? = inadequate information 1 = absent or false 2 = subthreshold 3 = threshold or true 
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EXPLORE POSSIBLE ETIOLOGIC ROLE OF 
ORGANIC FACTORS 

Dysthymia Mood Syndromes A.16 

Have you been taking any street drugs or 
medicines during this time (the past two 
years)? 

(Have you had a chronic physical illness 
during this time?) 

F. It cannot be established that an organic 
factor initiated and maintained the 
disturbance. 

IF ORGANIC FACTOR, DESCRIBE: 

Established organic factors include: 
prolonged administration of reserpine or 
methyldopa, chronic hallucinogen abuse, 
recurrent withdrawal states, and chronic 
hypothyroidism. 

DYSTHYMIA CRITERIA A, B, C, D, E, 
AND F ARE CODED "3" 

Indicate Type (revise at end of interview if necessary): 

? 1 

RIO 
Organic 
Mood 
Syndcc:me 

Goto 
'Psy-
chotlc 
SXS,' 
8.1 

Go to •Psychotic 
SXS,' 8.1 

Primary (the mood disturbance is not related to a preexisting, chronic, 
non-mood Axis I or Axis Ill disorder, e.g., Anorexia Nervosa, Somatization 
Disorder, a Psychoactive Substance Use Disorder, an Anxiety Disorder, or 
rheumatoid arthritis) 

2 Secondary (the mood disturbance is apparently related to a preexisting, 
chronic, non-mood Axis I or Axis Ill disorder) 

3 

No 
organic 
euology 

continue 

3 

? = inadequate information 1 = absent or false 3 = threshold or true 
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D. • Mood Disorders• (OTHER THAN DYSTHYMIA) 

[DYSTHYMIA HAS ALREADY BEEN CODED IN MODULE A. IF NO OTHER MOOD 
SYNDROMES, SKIP TO NEXT MODULE.) 

~duplicate..!:_ 
1·2 3-14 15 

IF: THERE HAS NEVER BEEN A MAJOR DEPRESSIVE EPISODE (A.3 OR A.7). OR A MANIC 
OR HYPO MANIC EPISODE (A. IO OR A.13), CHECK HERE __ 
AND SKIP TO NEXT MODULE. 

IF: NO MANIC OR UNEQUIVOCAL HYPOMANIC EPISODE EVER, CHECK HERE __ AND 
SKIP TO •Major Depressive Syndrome,• 0.2. 

AT LEAST ONE PURE MANIC EPISODE (I.E., NOT SUPERIMPOSED ON ? 1 
SCHIZOPHRENIA, SCHIZOPHRENIFORM DISORDER, DELUSIONAL DISORDER, OR LJ 
PSY~c_H_o_T_1c_o_1s_o_R_D_ER_N_o_s)_._N_o_TE_:_c_1R_c_L_E_"_l"_I_F_o_N_~_HY_P_o_M_A_N_1c_EP_Is_o_D_E_s_. __ 

Subtype of Most Recent Episode 

1 Manic 
2 Depressed 
3 Mixed [i.e., meets full criteria for both Manic and Major Depressive Episodes 

(except for the duration requirement of two weeks for depressive symptoms), 
intermixed or rapidly alternating every few days, and prominent depressive 
symptoms lasting at least a full day I 

GO TO *Mood Chronology,• D. 3 

OTHER BIPOLAR DISORDER (Indicate type by circling choice below) 

1-Manic Episode superimposed on Delusional Disorder, residual Schizophrenia or Psychotic 
Disorder NOS 

2-Hypomanic Episode(s) with Major Depressive Episode(s) ("Bipolar 11") 
3-lntermittent hypomanic episodes 
4-Cyclothymia 
5-Other (describe): _________________________ _ 

CHECK HERE __ IF PRESENT IN LAST 
MONTH; GO TO *Past Five Years,• D.5 

3 

? = inadequate information 1 = absent or false 3 = threshold or true 

16 

17 

18 

19 

20 

21 
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* Major Depressive Syndrome* 

T LEAST ONE PURE MAJOR DEPRESSIVE EPISODE (I.E., NOT SUPERIMPOSED ON A 
s 
p 
CHIZOPHRENIA, SCHIZOPHRENIFORM DISORDER, DELUSIONAL DISORDER, OR 
SYCHOTIC DISORDER NOS) 

DEPRESSIVE DISORDER SUPERIMPOSED ON CHRONIC PSYCHOTIC DISORDER 
(for Major Depressive Episodes superimposed on chronic or intermittent psychotic 
conditions). Note: Other conditions that in DSM-111-R would be classified as Depressive 
Disorder NOS, e.g., intermittent dysthymic symptoms, should· be noted on the SCIO 
scoresheet as "Other DSM-111-R Axis I Disorder." 

I 
CHECK HERE __ IF PRESENT IN LAST 
MONTH; GO TO •Past Five Years,• D.5 

? = inadequate information 1 = absent or false 

? 

Mood Disorders D.2 

3 

Go lo 'Mo 

3 = threshold or true 
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*Mood Chronology* 

iF UNCLEAR: During the past month, have 
you had (DEPRESSIVE OR MANIC SXS 
CODED "3")? 

3'1 

Has met symptomatic criteria for manic 
syndrome (criteria A and B) or depressive 
syndrome in the past month. 

NOTE: lf there has been a previous major 
Mood Disorder (i.e., Major Depression or 
Bipolar Disorder), then the current episode 
need not meet full criteria. 

Mood Disorders D .3 

? 3 

When did you last have (EITHER 
DEPRESSED MOOD, OR EUPHORIC OR 
IRRITABLE MOOD) (i.e., most recent 
episode)? 

Number of months prior to interview when - - -
last had persistently depressed, or 
euphoric or irritable mood 

SUBCLASSIFICATION Of CURRENT PARTIAL OR FULL REMISSION: 

IF BIPOLAR DISORDER: 

6 In Partial Remission: Full criteria were previously, but are not currently, met; some 
signs or symptoms of the disturbance have persisted. 

7 In Full Remission: During the past six months no significant signs or symptoms of the 
disturbance. 

IF MAJOR DEPRESSION: 

6 In Partial Remission: Intermediate between "In Full Remission" and "Mild," AND no 
previous Dysthymia. [If Major Depressive Episode was superimposed on Dysthymia, 
the diagnosis of Dysthymia alone is given once the condition has returned to baseline 
Dysthymia. J 

7 In Full Remission: During the past six months no significant signs or symptoms of the 
disturbance. I Note~ Symptoms of Dysthymia may be present. l 

GO TO •Past five Years,• D. 5. 

CONTINUE ON NEXT PAGE. 

? = inadequate information 1 = absent or false 3 = threshold or true 

25 
27 

28 
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SUBCLASSIFICATION OF CURRENT EPISODE {WORST WEEK PAST MONTH): 
(Additional questions regarding impairment may be necessary.) 

IF MOST RECENT EPISODE IS HYPOMANIC, MANIC OR MIXED: 

Mild: Meets minimum symptom criteria for a manic or hypomanic episode (or a new 
episode that almost meets symptom criteria if has had a previous manic episode). 

2 Moderate: Extreme increase in activity or impairment in judgment. 

3 Severe, but without psychotic features: Almost coniinual supervision is required in 
order to prevent physical harm to self or others. 

4 Mood-congruent psychotic features: Delusions or hallucinations whose content is 
entirely consistent with the typical manic themes of inflated worth, power, knowledge, 
identity, or special relationship to a deity or famous person. 

5 Mood-incongruent psychotic features: Either (a) or (b): 

(a) Delusions or hallucinations whose content does not involve the typical manic 
themes of inflated worth, power, knowledge, identity, or special relationship to a deity 
or famous person. Included are such symptoms as persecutory delusions, thought 
insertion, and delusions of being controlled. 

(b) Any catatonic symptoms, e.g., stupor, mutism, negativism, or posturing. 

IF MOST RECENT EPISODE IS DEPRESSED: 

Mild: Few, if any, symptoms in excess of those required to make the diagnosis AND 
symptoms result in only minor impairment in occupational functioning or in usual 
social activities or relationships with others I OR (see SCID-P)]. 

2 Moderate: Symptoms or functional impairment intermediate between "mild" and 
"severe." 

3 Severe, but without psychotic features: Several symptoms in excess of those required 
to make the diagnosis AND symptoms markedly interfere with occupational 
functioning or with usual social activities or relationships with others. 

4 Mood-congruent psychotic features: Delusions or hallucinations whose content is 
entirely consistent with the typical depressive themes of personal inadequacy, guilt, 
disease, death, nihilism, or deserved punishment. 

5 Mood-incongruent psychotic features: Delusions or hallucinations whose content does 
not involve typical depressive themes of personal inadequacy, guilt, disease, death, 
nihilism, or deserved punishment. Included here are such symptoms as persecutory 
delusions, thought insertion, thought broadcasting, and delusions of control. 

Mood Disorders D .4 

30 
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During the past five years, how much of 
the time have you been unusually 
(EUPHORIC/IRRITABLE AND/OR 
DEPRESSED/NOT INTERESTED IN 
THINGS)? 

Would you say ... [CODE 
DESCRIPTIONS j? 

Approxirr1ale percentage of time during 
past five years that euphoridirritable AND/ 
OR depressed mood AND/OR loss of 
interest were present. 

1 Not at all (0%) 

2 Rarely (e.g., 5-10%) 

3 A significant minority of the time (e.g., 
20-30%) 

4 About half the time 

5 A signiiicant majoriiy of the time (e.g., 
70-80%) 

6 Almost all the time (e.g., 90-100%) 

9 Unknown 

Mood Disorders D.5 

31 
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E. * Psychoactive Substance Use Disorders• 

ALCOHOL DEPENDENCE OR ABUSE (LIFETIME) 

What are your drinking habits like? (How 
much do you drink?) 

Was there ever a period in your life when 
you drank too much? (Has alcohol ever 
caused problems for you?) 

IF YES: What probiems did it cause? 

Has anyone ever objected to your drinking? 

IF YES: Why? 

IF NO SUGGESTION THAT EVER DRANK 
ALCOHOL EXCESSIVELY OR HAD 
ALCOHOL-RELATED PROBLEMS, CHECK HERE __ 
AND SKIP TO •Non-Alcohol PSUD, • E.6. 

[ 

IF HAS ACKNOWLEDGED HAVING 
PROBLEMS: When in your life were you 
having the most problems because of your 
drinking? (How long did that period last?) 

IF HAS NOT ACKNOWLEDGED HAVING 
PROBLEMS BUT DRANK EXCESSIVELY: 
When in your life were you drinking the 
most? (How long did that period last?) 

Now I am going to ask you several 
questions about that time. 

How often were you drinking (then)? What 
were you drinking? How much? 

Did you often find that when you started 
drinking you ended up drinking much 
more than you were planning to? 

IF NO: What about drinking for a much 
longer period of time than you were 
planning to? 

Did you try to cut down or stop drinking 
alcohol? 

IF YES: Did you ever actually stop 
drinking altogether? 

(How many times did you try to cut 
down or stop altogether?) 

ALCOHOL DEPENDENCE CRITERIA 

A. At least three of the following: 

(I) Alcohol often taken in larger 
amounts OR over a longer period than 
the person intended 

(2) Persistent desire OR one or more 
unsuccessful efforts to cut down or 
control alcohol use 

? = inadequate information 1 = absent or false 2 = subthreshold 

? 

? 

2 

08 duplicate c 
~ 3-t4 , 

3 

2 . 3 

3 = threshold or true 
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APPENDIX 4 

Temperament and Character Inventory 



TCI 

ID# 

Read each statement carefully, but don't spend too much time deciding on the answer. 

Please answer every statement by placing the appropriate number in the box after 
each question, even if you are not completely sure of the answer. Use 1 for False 
and 2 for True. 

Remember there are no right or wrong answers - just describe your own personal 
opinions and feelings. 

l=False 2=True 

j .. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

I often try new things just for fun and thrills, even if most people 
think it is a waste of time . . . . . . . . . 

I usually am confident that everything will go well even in situations 
that worry most people . . . . . . . . . . . . ..... . 

I am often moved deeply by a fine speech or poetry . . . . . . . . . . . 

I often feel that I am the victim of circumstances 

I can usually accept other people as they are, even when they 
are very different from me . . . . . . . . . . . . . . . . 

I believe that miracles happen 

I enjoy getting revenge on people who hurt me 

Often when I am concentrating on something, I lose awareness 
of the passage of time . . . . . . . . . . . . . . . . . . . . . . . 

Often I feel that my life has little purpose or meaning 

LJ 4 
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10. I like to help find a solution to problems so that everyone comes out ahead D 
11. I could probably accomplish more than I do, but I don't see the point 

in pushing myself harder than is necessary to get by . . . . . . . 

12. I often feel tense and worried in unfamiliar situations, even when 
others feel there is little to worry about . . . . . . . . . . . . . . . 

13. I often do things based on how I feel at the moment without thinking 
about how they were done in the past . . . . . . . . . . 

14. I usually do things my own way, rather than giving in to the wishes of 
other people . . . . . . . . . . . . . . . . . . . . . . . . . . . 

15. I often feel so connected to the people around me that it is like there 
is no separation between us . . . . . . . . . . . . . . . . . . . . 

• 
• 
• 
• • 18 



l=False 2=True 

16. I generally don't like people who have different ideas from me . 

17. In most situations my natural responses are based on good habits that 
I have developed 

18. I would do almost anything legal in order to become rich and 
famous, even if I would lose the trust of many old friends. . 

19. I am much more reserved and controlled than most people 

20. I often have to stop what I am doing because I start worrying about 
what might go wrong 

21. I like to discuss my experiences and feelings openly with friends 
instead of keeping them to myself . 

22. I have less energy and get tired more quickly than most people . 

23. I am often called "absent-minded" because I get so wrapped up in what 
I am doing that I lose track of everything else 

24. I seldom feel free to choose what I want to do . 

25. I often consider another person's feelings as much as my own 

26. Most of the time I would prefer to do something a little risky (like 
riding in a fast automobile over steep hills and sharp turns) rather 
than having to stay quiet and inactive for a few hours . 

27. I often avoid meeting strangers because I lack confidence with people 
I do not know . 

28. I like to please other people as much as I can . 

29. I like old "tried and true" ways of doing things much better than 
trying "new and improved" ways 

30. Usually I am not able to do things according to their priority of 
importance to me because of lack of time 

31. I often do things to help protect animals and plants from extinction 

32. I often wish that I was smarter than everyone else . 

33. It gives me pleasure to see my enemies suffer 

34. I like to be very organized and set up rules for people whenever I can 

3 5. It is difficult for me to keep the same interests for a long time 
because my attention often shifts to something else 
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l=False 2=True 

36. Repeated practice has given me good habits that are stronger than 
most momentary impulses or persuasion . . 

3 7. I am usually so determined that I continue to work long after other 

38. 

people have given up . . . . . . . . . . . . . . 

I am fascinated by the many things in life that cannot be 
scientifically explained . . . . . . . . . . . . . . . . 

39. I have many bad habits that I wish I could break ............ . 

40. I often wait for someone else to provide a solution to my problems 

41. I often spend money until I run out of cash or get into debt from 
using too much credit . . . . . . . . . . . . . . . . . . . . . . 

42. I think I will have very good luck in the future . . . . . . . . . . . . . 

43. I recover more slowly than most people from minor illnesses or stress . 

44. It wouldn't bother me to be alone all the time . 

45. Often I have unexpected flashes of insight or understanding while 
relaxing . . . . . . . . . ........ . 

46. I don't care very much whether other people like me or the way I do 
things. . . . . . . . ............ . 

4 7. I usually try to get just what I want for myself because it is not possible 
to satisfy everyone anyway . . . . . . . . . . . . . . . . . . . . . . . . 

48. I have no patience with people who don't accept my views 

49. I don't seem to understand most people very well . . . . . . . . . . . . . 

50. You don't have to be dishonest to succeed in business 

51. I sometimes feel so connected to nature that everything seems to be 
part of one living organism . . . . . . . . . . . . . . . . . . . . . 

52. 

53. 

54. 

In conversations I am much better as a listener than as a talker 

I lose my temper more quickly than most people . . . . . . . . 

When I have to meet a group of strangers, I am more shy than 
most people . . . . . . . . . . . . . . . . . . . . . . . . 

• 
• 
• 
• 
II 
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55. 

56. 

57. 

58. 

59. 

60. 

6L 

62. 

63. 

64. 

65. 

66. 

67. 

68. 

69. 

70. 

71. 

72. 

73. 

74. 

l=False 2=True 

I am more sentimental than most people . . 

I seem to have a "sixth sense" that sometimes allows me to know what 
is going to happen . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

When someone hurts me in any way, I usually try to get even . . . . . . 

My attitudes are determined largely by influences outside my control . 

Each day I try to take another step toward my goals 

I often wish I was stronger than everyone else . . . . . . . . . . . . . . 

I like to think about things for a long time before I make a decision .. 

I am more hard-working than most people . . . . . . . . . . . . . . . . 

I often need naps or extra rest periods because I get tired so easily . . . 

I like to be of service to others . . . 

Regardless of any temporary problem that I have to overcome, I 
always think it will turn out well . . . . . . . . . . . . 

It is hard for me to enjoy spending money on myself, even when I 
have saved plenty of money . . . . . . . . . . . . . . . . . . . . . 

I usually stay calm and secure in situations that most people would 
find physically dangerous . . . . . . . . . . . . . . . . . . . . . . 

I like to keep my problems to myself . . . . . . . . . . . . . . . . . . . 

I am often troubled by the difficulties I have dealing with others . . . . 

I like to stay at home better than to travel or explore new places . . . . 

I do not think it is smart to help weak people who cannot help themselves 

I cannot have any peace of mind if I treat other people unfairly, even 
if they are unfair to me . . . . . . . . . . . . . . . . . . 

People will usually tell me how they feel . . . . . . . . . . . . . . . . . 

I often wish I could stay young forever . . . . . . . . . . . . . . . . . . 
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l=False 2=True 

7 5. Sometimes I get upset 

76. Sometimes I have felt like I was part of something with no limits or 
boundaries in time or space 

77. I sometimes feel a spiritual connection to other people that I cannot 
explain in words 

78. I try to be considerate of other people's feelings, even when they have 
been unfair to me in the past 

79. I like it when people can do whatever they want without strict rules 
and regulations . 

80. I would probably stay relaxed and outgoing when meeting a group of 
strangers, even if I were told they are unfriendly 

81. Usually I am more worried than most people that something might go 
wrong in the future 

82. I usually think about all the facts in detail before I make a decision. 

83. I feel it is more important to be sympathetic and understanding of 
other people than to be practical and tough-minded .. 

84. I often feel a strong sense of unity with all the things around me . 

85. I often wish I had special powers like Superman . 

86. Other people control me too much . 

8 7. I like to share what I have learned with other people 

88. Religious experiences have helped me to understand the real 
purpose of my life 

89. I often learn a lot from people . 

90. Repeated practice has allowed me to become good at many things 
that help me to be successful 

91. I am usually able to get other people to believe me, even when I know 
that what I am saying is exaggerated or untrue . 

92. I need much extra rest, support, or reassurance to recover from minor 
illnesses or stress . 

93. I know there are principles for living that no one can violate without 
suffering in the long run 

94. I don't want to be richer than everyone else 
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l=False 

95. I would gladly risk my own life to make the world a better place 

96. Even after thinking about something a long time, I have learned to trust 
my feelings more than my logical reasons . . . . . . 

97. Sometimes I have felt my life was being directed by a spiritual force 
greater than any human being ................... . 

98. I usually enjoy being mean to anyone who has been mean to me 

99. I have a reputation as someone who is very practical and does not act 
on emotion . . . . . . . . . . . . . . . .......... . 

100. It is easy for me to organize my thoughts while talking to someone ... 

101. I haven't got as far as I'd like to in life because of the kind of person I am 

102. I am strongly moved by sentimental appeals (like when asked to help 
crippled children) . . . . . . . . . . . 

103. I usually push myself harder than most people do because I want to do 
as well as I possibly can . . . . . . . . . . . . . . . . . . . . . 

104. I have so many faults that I don't like myself very much 

105. I have too little time to look for long-term solutions for my problems . . 

.106. I often cannot deal with problems because I just don't know what to do . 

107. I often wish I could stop the passage of time 

108. I hate to make decisions based only on my first impressions 

109. I prefer spending money rather than saving it 

110. I can usually do a good job of stretching the truth to tell a funnier 
story or to play a joke on someone . . . . . . . . . . . . . . . . . . 

111. Occasionally I talk about people behind their backs . . . . . . . . . . . 

112. If I am embarrassed or humiliated, I get over it very quickly ... 

113. It is extremely difficult for me to adjust to changes in my usual way of 
doing things because I get so tense, tired, or worried . . . . . . . . 

114. I usually demand very good practical reasons before I am willing to 
change my old ways of doing things ............... . 

2=True 
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l=False 

115. I need a lot of help from other people to train me to have good habits .. 

116. I think that extra-sensory perception (ESP like telepathy or 
precognition) is really possible . . . . . . . . . . . . . 

117. I would like to have warm and close friends with me most of the time . . 

118. A nuclear war may not be such a bad idea . . . . . . . 

119. I nearly always stay relaxed and carefree, even when nearly 
everyone else is fearful . . . . . . . . . . . . . . . . . . . . 

120. I find sad songs and movies pretty boring 

121. Circumstances often force me to do things against my will ....... . 

122. It is hard for me to tolerate people who are different from me . . . . . . 

123. I think that most things that are called miracles are just chance . . . . 

124. I would rather be kind than get revenge when someone hurts me 

125. I often become so fascinated with what I'm doing that I get lost in the 
moment -- like I'm detached from time and place . . . . . . 

126. I do not think I have a real sense of purpose for my life ........ . 

127. I try to cooperate with others as much as possible . . . . . . . . . . . . 

128. I am satisfied with my accomplishments, and have little desire to do better 

129. I often feel tense and worried in unfamiliar situations, even when others 
feel there is no danger at all . . . . . . . . . . . . . . . . . 

130. I often follow my instincts, hunches, or intuition without thinking 
through all the details . . . . . . . . . . . . . . . . . . . . . 

131. Other people often think that I am too independent because I won't 
do what they want . . . . . . . . . . . . . . . . . . . . . . . . . 

132. I often feel a strong spiritual or emotional connection with all the 
people around me . . . . . ............ . 

133. It is usually easy for me to like those people who have different values 
from me. . . . . . . . . . . . ................ . 

134. Other people often seem bothered by the things I do or say . . . . . . . 

2=True 
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l=False 

135. Good habits have become "second nature" to me -- they are automatic 
and spontaneous actions nearly all the time . . . . . 

136. I don't mind the fact that other people often know more than I do 
about something . . . . ..... . 

137. I usually try to imagine myself "in other people's shoes", so I can 
really understand them . . . . . . . . . . . . 

138. Principles like fairness and honesty have little role in some aspects 
of my life . . . . . . . . . . . . . . . . . . . . . . . ... 

139. I am better at saving money than most people . . . . . . . . . . . . . . 

140. I have never told a lie 

141. Even when most people feel it is not important, I often insist on things 
being done in a strict and orderly way . . . . . . . . . . . . . . . . . 

142. I feel very confident and sure of myself in almost all social situations 

143. My friends find it hard to know my feelings because I seldom tell 
them about my private thoughts . . . . . . . . . . . . . . . . . . 

144. I hate to change the way I do things, even if many people tell me 
there is a new and better way to do it . . . . . . . . . . . . . . . 

145. I think it is unwise to believe in things that cannot be explained 
scientifically ........................... . 

146. I like to imagine my enemies suffering . . . . . . ........... . 

14 7. I am more energetic and tire less quickly than most people . . . . . . . 

148. I like to pay close attention to details in everything I do 

149. I often stop what I am doing because I get worried, even when my 
friends tell me everything will go well . . . . . . . . . . . . 

150. I often wish I were more powerful than everyone else ......... . 

151. I usually am free to choose what I will do . . . . . . . . . . . . . 

152. Often I become so involved in what I am doing that I forget where I 
am for a while 

153. Members of a team rarely get their fair share ...... . 

154. Most of the time I would prefer to do something risky (like 
hang-gliding or parachute jumping), rather than having to 
stay quiet and inactive for a few hours . . . . . . . . . . . 

2=True 
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l=False 2=True 

155. Because I so often spend too much money on impulse, it is hard for 
me to save money, even for special plans like a vacation ..... . 

156. I don't go out of my way to please other people . . . . . . . . . . . . . . 

157. I am not shy with strangers at all .................... . 

158. I often give in to the wishes of friends ........... . 

159. I spend most of my time doing things that seem necessary but not 
really important to me . . ............... . 

160. I don't think that religious or ethical principles about what is right 
and wrong should have much influence in business decisions 

161. I often try to put aside my own judgments so that I can better 
understand what other people are experiencing . . . . . . 

162. Many of my habits make it hard for me to accomplish worthwhile goals 

163. I have made real personal sacrifices in order to make the world a 
better place -- like trying to prevent war, poverty, and injustice 

164. I never worry about terrible things that might happen in the future .. 

165. I almost never get so excited that I lose control of myself . . . . . . . . 

166. I often give up a job if it takes much longer than I thought it would 

167. I prefer to start conversations, rather than waiting for others to 
talk to me . . . . . . . . . . . . . . . . . . . . . . . ..... 

168. Most of the time I quickly forgive anyone who does me wrong 

169. My actions are determined largely by influences outside my control 

170 The way I behave often gets me into trouble on the job, at school or 
at home . . . . . ...................... . 

1 71. I prefer to wait for someone else to take the lead in getting things done 

172. I usually respect the opinions of others . . 

173. I have had experiences that made my role in life so clear to me that I 
felt very excited and happy . . . . . . . . . . . . . . . . . . . . . . 

174. It is fun for me to buy things for myself . . . . . . . . . . . . . . . . . 
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l=False 2=True 

175. I believe that I have experienced extra-sensory perception myself ... 

176. I believe that my brain is not working properly 

177. My behaviour is strongly guided by certain goals that I have set for 
my life ................................ . 

1 78. It is usually foolish to promote the success of other people . . . . . . . . 

179. I often wish I could live forever . . . . . . . . . . . . . . . . . . . . . . 

180. I usually like to stay cool and detached from other people 

181. I am more likely to cry at a sad movie than most people ........ . 

182. I recover more quickly than most people from minor illnesses or stress 

183. I often break rules and regulations when I think I can get away with it 

184. I need much more practice in developing good habits before I will be 
able to trust myself in many tempting situations . . . . . . . . . . . 

185. I wish other people didn't talk as much as they do . 

186. Everyone should be treated with dignity and respect, even if they 
seem to be unimportant or bad . . . . . . . . . . . . . . . . 

187. I like to make quick decisions so I can get on with what has to be done . 

188. I usually have good luck in whatever I try to do 

189. I am usually confident that I can easily do things that most people 
would consider dangerous (such as driving an automobile fast on a 
wet or icy road . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

190. I am bothered by the kind of person I am ................ . 

191. I like to explore new ways to do things . . . . . . . . . . . . . . . . . . 

192. I enjoy saving money more than spending it on entertainment or thrills 

193. Individual rights are more important than the needs of any group 

194. I have had personal experiences in which I felt in contact with a 
divine and wonderful spiritual power . . . . . . . . . . . . . . . 
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195. I have had moments of great joy in which I suddenly had a clear, 
deep feeling of oneness with all that exists . . . . . . . . . . . . 

1=False 

196. Good habits make it easier for me to do things the way I want . . . . . . 

197. Most people seem more resourceful than I am 

198. Other people and conditions are often to blame for my problems 

199. It gives me great pleasure to help others, even if they have treated 
me badly . . . . . . . . ......... . 

2=True 
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200. I often feel like I am a part of the spiritual force on which all life depends D 
201. Even when I am with friends, I prefer not to "open up" very much ... 

202. I usually can stay "on the go" all day without having to push myself 

203. I nearly always think about all the facts in detail before I make a 
decision, even when other people demand a quick decision . . 

204. I am not very good at talking my way out of trouble when I am caught 
doing something wrong . . . . . . . . . . . . . . . . . . . . . . . 

205. I am more of a perfectionist than most people . . . . . . . . . . . . . . 

206. Whether something is right or wrong is just a matter of opinion 

207. I think my natural responses now are usually consistent with my 
principles and long-term goals . . . . . . . . . . . 

208. I believe that all life depends on some spiritual order or power that 
cannot be completely explained . . . . . . . . . . . 

209. I think I would stay confident and relaxed when meeting strangers, 
even if I were told they are angry at me . . . . . . . . . 

210. People find it easy to come to me for help, sympathy, and warm 
understanding . . . . .................. . 

211. I am slower than most people to get excited about new ideas and activities 

212. I have trouble telling a lie, even when it is meant to spare someone 
else's feelings . . . . . ........... . 

213 There are some people I don't like . . . . . . . . . . . . . . . . . . . . . 

214. I don't want to be more admired than everyone else .......... . 
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l=False 2=True 

215. Often when I look at an ordinary thing, something wonderful 
happens -- I get the feeling that I am seeing it fresh for the first time . 

216. Most people I know look out only for themselves, no matter who 
else gets hurt . . . . . . . . . . . . . . . . . . . . 

217. I usually feel tense and worried when I have to do something new 
and unfamiliar . . . . . . . . . . . . . . 

218. I often push myself to the point of exhaustion or try to do more than 
I really can . . . . . . . . . . . . . . . . . . . . . . . 

219. Some people think I am too stingy or tight with my money 

220. Reports of mystical experiences are probably just wishful thinking 

221. My will power is too weak to overcome very strong temptations, 
even if I know I will suffer as a consequence . . . . . . . . . . 

222. I hate to see anyone suffer . . . . . . . . . . . . . . . . . . . . . . . . . 

223. I know what I want to do in my life . . . . . . . . . . . . 

224. I regularly take time to consider whether what I am doing is right or 
wrong .. 

225 Things often go wrong for me unless I am very careful ...... . 

226. If I am feeling upset, I usually feel better around friends than when 
left alone . . .................... . 

227. I don't think it is possible for one person to share feelings with 
someone else who hasn't had the same experiences 

228. It often seems to other people like I am in another world because I am 
so completely unaware of things going on around me . . . . . . . . . 

229. I wish I were better looking than everyone else . . . . . . . . . . . . . 

230. I have lied a lot on this questionnaire . . . . . 

231. I usually stay away from social situations where I would have to meet 
strangers, even if I am assured that they will be friendly . . . 

232. I love the blooming of flowers in the spring as much as seeing an 
old friend again . . . . . . . . . . . . . . . . . . . . . . . . . . . 

233. I usually look at a difficult situation as a challenge or opportunity . . . 

234. People involved with me have to learn how to do things my way 
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235. Dishonesty only causes problems if you get caught . . . . . . 

236. I usually feel much more confident and energetic than most 
people, even after minor illnesses or stress . . . . . . . . . . 

1=False 

237. I like to read everything when I am asked to sign any papers . . . . . . 

238. When nothing new is happening, I usually start looking for something 
that is thrilling or exciting . . . . . . . . . . . . . . . . . . . . 

2=True 
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APPENDIX 5 

The Three Factor Eating Questionnaire 



' TFEQ 

ID# •• Ul-3 
For each of the questions below, please place l for "False" or 2 for "True" in the 
box provided. 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12. 

13. 

14. 

15. 

16. 

l=False 2=True 

When I smell a sizzling steak or see a juicy piece of meat, I find it 
very difficult to keep from eating, even if I have just finished a meal 

I usually eat too much at social occasions, like parties and picnics . 

I am usually so hungry that I eat more than three times a day . . 

When I have eaten my quota of calories, I am usually good about 
not eating any more. . . . . . . . . . . . . . . . . . . . . 

Dieting is so hard for me because I just get too hungry . . . . . 

I deliberately take small helpings as a means of controlling my 
weight . . . . . . . . . . . . ........ . 

Sometimes things just taste so good that I keep on eating even 
when I am no longer hungry . . . . . . . . . . . . . . 

Since I am often hungry, I sometimes wish that while I am eating, 
an expert would tell me that I have had enough or that I can have 
something more to eat . . . . . . . . . . . . . . . . . . . . . . . . 

When I feel anxious, I find myself eating . . . . . . . . . . . . . . . . . . 

Life is too short to worry about dieting . . . . . . . . . . . . . . 

Since my weight goes up and down, I have gone on reducing diets 
more than once . . . . . . . . . . . . . . . . . . . . . 

I often feel so hungry that I just have to eat something . . . . . . . . . . 

When I am with someone who is overeating, I usually overeat too . . . . . 

I have a pretty good idea of the number of calories in common food . . . 

Sometimes when I start eating, I just can't seem to stop 

It is not difficult for me to leave something on my plate . . . . . . . . . . 

• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
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I : 

17. 

18. 

19. 

20. 

21. 

\22. 

23. 

24. 

25. 

26. 

27. 

28. 

29. 

30. 

31. 

32. 

33. 

34. 

35. 

36. 

l=Falsc 2=Truc 

At certain times of the day, I get hungry because I have gotten 
used to eating then . . . . . . . . . . . . . . . . . 

While on a diet, if I eat food that is not allowed, I consciously eat 
less for a period of time to make up for it . . . . . . . . . 

Being with someone who is eating often makes me hungry 
enough to eat also . . . . . . . . . . . . . . . . . . . 

When I feel blue, I often overeat . . 

I enjoy eating too much to spoil it by counting calories or 
watching my weight , , , .... 

When I see a real delicacy, I often get so hungry that I have 
to eat right away 

I often stop eating when I am not really full as a conscious 
means of limiting the amount that I eat . 

I get so hungry that my stomach often seems like a bottomless pit . . . . 

My weight has hardly changed at all in the last ten years . 

I am always hungry so it is hard for me to stop eating before I 
finish the food on my plate . . . . . . . . . . . . . 

When I feel lonely, I console myself by eating . . . . . . . . . . . . . . . 

I consciously hold back at meals in order not to gain weight . . . . . . . 

I sometimes get very hungry late in the evening or at night . . . . . . . 

I eat anything I want, any time I want . . . . . . . . . . . . . . . . . . . 

Without even thinking about it, I take a long time to eat . . . . . . . . . . 

I count calories as a conscious means of controlling my weight . . . . . . 

I do not eat some foods because they make me fat . . . . . . . . . . . . . . 

I am always hungry enough to eat at any time . . . . . . . . . . . . . . . 

I pay a great deal of attention to changes in my figure . . . . . . 

While on a diet, if I eat a food that is not allowed, I often splurge 
and eat other high calorie foods . . . . . . . . . . . . . . . . . . 

D20 
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APPENDIX 6 

The AUDIT Questionnaire 



II d 11, • -----------·---··----···· 

Jl\'l'E: 

IN'l'EHVIEWEH: 

'fhe A UDI'f Questionnaire 

Circle lhe unswer that is correct for you: 

I. How o/!en do you have a drink conIa111111g alcono17 
(0) Never ( !) Monlflly (2) Two lo lour 

or less limes n 111ornh 
(3) Two lo lllree 

Hrnes 3 'NP.Hk 

2. 'How many drinks containing alcohol do you havo on a lypicol day when you are drinking7 

(0) 1 or 2 (1) J or 4 (2) 5 or 6 (3) 7 lo 9 

3. How olten do you have six or more drinks on one occasio117 
(0) Never (1) less than (2) Monthly (3) Weekly 

monthly 

(ti) Four or more 
H:nes a ·Neek 

(4) 10 or mor11 

(•I) Daily or 
almost daily 

4. How olten during the last year have you lounu :hal 1ou werP. not able to stop drinking once you lint! startod7 
(0) Never (1) less than (2) Monthly (3) Weekly (ti) Doily or 

monthly al1r1osl daily 

5. How olten during the last year have you la,led lo do 'Nhrrt wrrs normally expected from you because o( drinking? 
(0) Never (I) Les~ than (2) M

0

011lhly (3) Weekly (•I) Dmly or 
monthly alrno,t tlmly 

6. How olten during lhe last year have you neeaetl a first drink in the morning lo 9el yoursell going alter a hoavy drinking sess,0117 
(0) Never (I) l!?ss limn (2) Mo11lldy (3) Weekly (ti) Daily or 

monthly almost dmly 

7. I low often during the fast year havP. you had a feeling ol guilt or rernorse alter drinking? 
(0) Never (1) less than (2) Monthly (3) Weekly 

monlhly 

('1) Daily or 
almost dmly 

8. How olten during the last year have you be!?n unable lo 1mno111ber what happened the nrght before_ because 1ou hacJ been 
drinking? 
(0) Never (1) less lhan 

monlhly 
(2) Monll1ly (3) Weekly (4) Onily or 

almost dmly 

9. I lave you or someone else been injured as a result o! your drinking? 
(0) No (2) Yes. but nol in ('1) Yes. during 

the losl year the lasl year 

JO. Has a relative, hiend, doctor, or other heallh worker been concemed about your drinking or suggested lhal you should cul 

down7 
(0) No (2) Yes. but not in 

the lasl year 
(4) Yes. during 

the last year 

1h 1 drink== 
(P .'r .O. 

0.5oz alcohol: 14mls alcohol; 
l\lcoho.l content N.Z. drinks) 

llgms alcohol. 

J72 

Add up your sc.:01·e from the numbers in brackets: -

/\ tolnl score of 8-10 iHiucales drinking" that is unsafe fo1• your health. 
A reduction in co11sumplio11 is required. 

A lotul score of over 10 indicutes u sc?vere. proulcm. Alrntiucllee 
fro111 nlcuhol is rcquirod, u t 1enst fur u pcriou. 

··-·-· ··----···-·· -··-··----------·-· -----------·-------------
Au:01101. IIEt\L"lll & llr_~r..11<C11 \\'oRLU 

• .. ~ 1 , 
1'1n t1 . 19 8 9. (Bar0or, T.F. c1.nd Cra.nt. M 
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