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ABSTRACT 

This study investigated dysfunctional cognitions in Ten women 

diagnosed with bulimia nervosa. The cognitions were measured using 

different methodological approaches. Results obtained on the Bulimia 

Cognitive Distortions Scale (BCDS; a self-report questionnaire) were 

compared to data collected using a thought-listing procedure, which 

immediately followed a food consumption task. These women were 

assessed on these measures prior to, and on completion, of a twelve week 

Cognitive-Behavioural Treatment ( CBT) programme. Analyses of 

variance were utilised to compare both pre-treatment and post-treatment 

results on these measures, as well as the sensitivity of these measures. 

The results on both measures indicated that women with bulimia nervosa 

did demonstrate a number of maladaptive beliefs regarding control, 

eating, weight and food at the pre-treatment assessment. At the post

treatment assessment the women reported fewer maladaptive beliefs, 

increased efficacy for eating and less negative affect around food. A 

significant increase in adaptive coping strategies and adaptive beliefs 

were also evident following CBT. Changes in BCDS scores across 

treatment demonstrated a stronger association with changes in bulimic 

symptomatology than changes in verbalised maladaptive beliefs. This 

suggested the self-report questionnaire was a more sensitive measure of 

cognitive change, and that attitude change may be associated with a 

decrease in bulimic symptomatology. There was no significant difference 

between women who no longer met the diagnostic criteria and those who 

remained symptomatic on overall scores on the BCDS or on the verbalised 

beliefs category. These results are discussed in terms of the existing 

literature and the limitations of this study. It was concluded that further 

research is required to develop more sophisticated measures of cognitions 

and to understand the processes of CBT. 
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CHAPTER ONE: INTRODUCTION 

1.1 What is bulimia/bulimia nervosa ? 

Bulimia first appeared as a psychiatric disorder in the third 

edition of the Diagnostic and Statistical Manual of Mental 

Disorders (DSM-III; American Psychiatric Association, 1980). 

According to this diagnostic system the main feature of bulimia was 

the ingestion of large quantities of food in a short period of time 

(binge eating), accompanied by a subjective sense of being out of 

control and a fear of being unable to stop eating. Low mood and 

self-depreciating thoughts followed the eating binges. 

The recognition of bulimia within this classification system 

motivated considerable research and subsequent empirical 

investigation. A revised edition of this manual (DSM-III-R; 

American Psychiatric Association, 1987) utilised the term "bulimia 

nervosa" to describe the modified clinical syndrome of bulimia.* 

With the publication of this manual, diagnostic criteria for bulimia 

nervosa became more stringent. Two major changes occurred. 

Firstly, the DSM-III-R introduced a minimum frequency of binge 

behaviour. Secondly, self-induced vomiting, use of laxatives 

and/ or diuretics, dieting, fasting and/ or exercise to prevent weight 

gain became a necessary rather than optional requirement for the 

diagnostic criteria. 

* The research is presented using the terms bulimia and/ or bulimia nervosa depending on 
the diagnostic criteria specified by each study (DSM-III and DSM-IIIR, respectively). Any 
studies applying the DSM-IV diagnostic criteria are specifically noted. 
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Recently, the Diagnostic and Statistical Manual of Mental 

Disorders, Fourth Edition (DSM-IV) has superseded the DSM-III

R as the dominant classification system in many areas of mental 

health. This classification system describes bulimia nervosa as an 

eating disorder which involves binge eating (American Psychiatric 

Association, 1994). That is, eating an objectively large amount of 

food in a discrete period of time (within a two hour period). This 

eating behaviour is accompanied by a sense of lack of control and 

followed by inappropriate compensatory methods to prevent 

subsequent ,!\!eight gain. Examples of compensatory behaviours 

include self-induced vomiting, misuse of laxatives1 diuretics, 

enemas, or other medications; fasting or excessive exercise. To 

obtain a diagnosis of bulimia nervosa the binge eating and 

inappropriate compensatory behaviours must occur on average, at 

least twice a week for 3 months . 

Several cognitive components are purported to be evident in 

this disorder. For example, self-evaluation is said to be influenced 

by the individual's dissatisfaction with their body-shape and weight. 

In the DSM-IV, the diagnosis of bulimia nervosa has been 

further divided into purging and non-purging subtypes. This 

distinction seeks to identify more homogenous groups. The purging 

type includes those people who engage in self-induced vomiting, 

misuse of laxatives, diuretics, or enemas during a current episode of 

bulimia nervosa. The non-purging subtype is applied to individuals 

who utilise alternative compensatory behaviours during the current 

episode of bulimia nervosa. For example, they may engage in fasting 

or excess1 ve exercise. 
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A second classification system, the International Classification 

of Diseases, Tenth Edition (ICD-10 ) defines bulimia nervosa 

through four major criteria(, World Health Organisation, 1992). 

These are; 

1. There is a persistent preoccupation with eating, irresistible 

craving for food, and frequent episodes of overeating a large 

amount of food in a short period of time. 

2. The patient attempts to counteract the fattening effects of the 

food by one (or more) of the following: 

- self-induced vomiting, 

- purgative abuse, 

- restricting subsequent intake, 

- using drugs such as appetite suppressants, thyroid 

preparations or diuretics. When bulimia occurs in 

diabetic patients they may choose to neglect their insulin 

treatment. 

3. The disorder presents with a morbid fear of fatness and the 

patient sets herself a sharply defined weight threshold that is 

well below her premorbid weight and far below what 

would clinically be considered healthy. 

4. There is often a history of an earlier episode of anorexia nervosa, 

the interval ranges from months to years. There may also be a 

subclinical moderate loss of weight and/ or a transient phase 

of amenorrhea. 
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The ICD-10 and DSM-IV criteria are largely comparable, with 

regard to the inclusion of criteria emphasising excessive food 

consumption followed by compensatory behaviour to avoid weight 

gain. Interestingly however, there are differences in the cognitive 

components proposed to accompany the disorder. The DSM-IV 

emphasises a subjective sense of loss of control accompanying the 

binge as well as the influence of an individual's perception of body 

and shape upon self-evaluation. The ICD-10 however, documents 

an individual's preoccupation with food and craving as well as a 

morbid fear of fatness and the existence of a weight threshold. 

1.2 Prevalence and Gender Ratio. 

Bulimia/bulimia nervosa is primarily a disorder of women. The 

gender ratio has been reported to range between 10-20:1 (Bulik, 

1994). Much research has been directed towards ascertaining the 

prevalence of this disorder and the majority of these studies have 

been concerned with the prevalence of this disorder among 

adolescent and young women. On the basis of a review of fifty 

studies, the lifetime prevalence rate for bulimia/bulimia nervosa is 

reported to range between 0-19% (Fairburn and Beglin, 1990). The 

more methodologically sophisticated studies estimated the 

prevalence to range from 1-3%, with a mean of 1.5%. Consistent 

with this research, a Christchurch study estimated a lifetime 

prevalence for bulimia nervosa (as classified by the Diagnostic and 

Statistical Manual of Mental Disorders; Third Edition-Revised) at 

1.9% (Wells, Bushnell, Hornblow, Joyce & Oakley-Browne, 1989). It 

is of note that these estitnates of prevalence do not include cases that 

fail to reach clinical significance. Research suggests that subclinical 

features of binge-eating and purging occur more frequently, 
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particularly in Westernised cultures which emphasize thinness as a 

socially valued ideal (Bushnell, Wells, Hornblow, Oakley-Browne & 

Joyce, 1990). 
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CHAPTER TWO: 

COGNITIVE FEATURES ASSOCIATED WITH BULIMIA/ BULIMIA 

NERVOSA 

Bulimia/bulimia nervosa is a chronic and debilitating illness 

which affects many women in cultures where thinness is valued and 

held as an ideal. Over the last two decades, a great deal of research 

has been directed towards identifying cognitive features purported 

to be associated with bulimia/bulimia nervosa. This section will 

identify and present these cognitive factors as documented by 

descriptive case studies and other empirical studies. 

2.1 Cognitive Factors Reported in Case Studies. 

Russell (1979) first described bulimia as a syndrome which ,,vas 

similar to anorexia nervosa but failed to conform to the existing 

diagnostic criteria. This "variant of anorexia" appeared to present 

with two common characteristics: an irresistible urge to overeat 

followed by compensatory self-induced vomiting or purging, and a 

morbid fear of becoming fat. In a detailed account of thirty subjects, 

Russell (1979), described several cognitive features. The women 

consistently reported constant rumination and preoccupation with 

food, intense fear of becoming fat, detailed planning to enable 

secretive overeating, as well as distorted beliefs about food and 

preoccupation with their weight and body size. 

Fairburn (1980) described four cases of self-induced vomiting 

which met the common characteristics proposed by Russell (1979). 

Fairburn (1980) described preoccupation with food, eating and body 
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weight., a persistent drive for thinness coupled with an intense fear 

of becoming fat., low self-esteem., a lack of perceived controllability 

while bingeing and difficulty concentrating. 

Fairburn., Cooper and Cooper (1986) reviewed previous 

general descriptions of bulimia in order to outline clinical features 

and maintaining factors. The main clinical features outlined were 

self-induced vomiting., use of purgatives for weight control., history 

of anorexia., age of diagnosis (mean= 23.5-24 years)., age of onset of 

bulimia or self-induced vomiting (mean= 19.6 years) and a 

predominance of female subjects. In addition to these features, a 

number of cognitive variables were described. The women reported 

rigid and restrictive dietary rules, a perceived lack of control over 

eating., subjective experiences of guilt., self disgust and low self

esteem following bingeing. In addition, preoccupation with food 

and calorific content, intense concern about weight and shape, and 

pathological pursuit of weight loss appeared to accompany the 

eating disturbance. Many of the women spoke disparagingly about 

their body shape and appearance. Two cognitive distortions were 

also proposed to accompany the disorder. These were dichotomous 

reasoning and overgeneralisation. 

More recently, a detailed case study including possible 

cognitive features associated with bulimia nervosa has been 

documented (Woods & Grieger, 1993). The female subject was 

reported to verbalise numerous negative self statements and to be 

intensely preoccupied with her appearance. The authors reported 

that the woman demonstrated a strong need for social approval and 

acceptance, as well as a perceived inability to control her eating 

behaviour. 
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2.2 Cognitive factors identified empirically 

A great deal of research has been directed at determining 

cognitive factors which may accompany bulimia/bulimia 

nervosa. This section presents the results reported by studies 

which have investigated cognitive features associated with this 

eating disorder. It is organised into the following sections; 

2.2.1. Distortions in Body-Image: Body Size 

Estimation/ Attitudes. 

2.2.2. Deficits in Self-Control. 

2.2.3. Preoccupation with Appearance, Weight, Shape 

and Food. 

2.2.4. Selective Information Processing. 

2.2.5. Cognitions about Self/ Others. 

2.2.6. Errors in Cognitive Reasoning (thought processes). 

2.2.7. The "Abstinence Violation Effect". 

2.2.8. Cognitive Deconstruction within the 

"Escape from Self Awareness" Model. 



2.2.1. Distortions in Body-Image: Body Size Estimation and 

Attitudes 

Studies investigating disturbances in body-image in women 

with bulimia/bulimia nervosa have primarily focused on two 

factors, the perception of one's body (size and shape) and the 

attitudes one has towards one's body. 

9 

There are five different techniques which have been 

implemented to investigate the perceptual experience of one's body. 

These are image marking, analogue scales, optical distortion, 

silhouette card sorting and kinaesthetic methods (Hsu & Sobkiewicz, 

1991). The results of research using these techniques are mixed, 

however they generally report that relative to control subjects, many 

women with bulimia/ bulimia nervosa significantly overestimate the 

size of their body (Powers, Schulman, Gleghorn & Prange, 1987; 

Whitehouse, Freeman & Annandale, 1986; Willmuth, Leitenberg, 

Rosen, Fondacaro & Gross, 1985; Willmuth, Leitenberg, Rosen & 

Cada, 1988). One study reported that women currently diagnosed 

with bulimia with a history of anorexia nervosa appear to 

overestimate their actual body size more than those who present 

with bulimia without an history of anorexia nervosa, (Freeman, 

Thomas, Solyom & Koopman, 1985). In addition, body image 

distortion ( overestimation) appears to be more closely related to 

severe weight loss rather than to a diagnosis of bulimia nervosa in 

general (Steiger, Fraenkel & Leichner, 1989). 

Specific body parts such as the hips, waist, bust and abdomen, 

were more likely to be overestimated in women diagnosed with 

bulimia/bulimia nervosa than in non-eating disordered women 
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(Willmuth et al . 1988; Powers et al. 1987). Interestingly, despite the 

overestimation of one's own body, women with bulimia were able to 

estimate the body-size of a dummy accurately (Whitehouse, Freeman 

& Annandale, 1986). This phenomenon may be accounted for by the 

effect of psychological aspects of the self in combination with the 

perceptual experience of the self (Powers et al.. 1987). That is, one's 

"body image" is ..... "the sum of one's emotional attitudes towards 

the perceptual image" (Powers et al.. 1987, p1456). 

Studies which have attempted to investigate attitudes toward 

one's body have generally relied on self-report questionnaires (Hsu 

& Sobkiewicz, 1991). These include: the Eating Disorder Inventory 

(particularly the Body Dissatisfaction Sub-Scale; Lindholm & 

Wilson, 1988; Willmuth et al. 1985), the Body Distortion 

Questionnaire (BDQ; Lindholm & Wilson, 1988; Powers et al., 1987), 

Body Parts Satisfaction Questionnaire (Lindholm & Wilson, 1988; 

Powers et al. 1987) the Self Esteem Scale (Post & Crowther, 1985), 

the Eating Attitudes Test (Post & Crowther, 1985). The results of 

these studies suggest that women with bulimia/bulimia nervosa tend 

to exhibit greater dissatisfaction towards their perceived size and 

shape than non-bulimic controls ( Post & Crowther, 1985; 

Vanderheyden, Fekken & Boland, 1988). It is of note however, that 

women in general tend to be dissatisfied with their perceived body 

size (Freeman, Thomas, Solyom & Koopman, 1985). Women with 

bulimia have also been reported to have unrealistic and self

defeating expectations about achieving a "thin" appearance (Post & 

Crowther, 1985). 

Vitousek and Hollon (1990), suggest that patients with eating 

disorders tend to view their beliefs about weight, eating etc. as 
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particularly important to the self, rather than as universal rules that 

apply equally to others. An example cited was a women with bulimia 

nervosa who conceptualised some foods as forbidden and 

dangerous, yet harmless when eaten by others. Other self-beliefs 

identified include greater personal expectation of weight gain 

following food consumption and a lowered eating self-efficacy 

following initial food consumption. 

2.2.2. Deficits in Self-Control 

Another cognitive factor suggested to be associated with 

bulimia/bulimia nervosa is a deficit in self-control. Research into this 

area has suggested that women with this disorder often perceive 

they are unable to control their eating behaviour (Ordman & 

Kirschenbaum, 1986). Weiss and Ebert (1983) reported that women 

with bulimia scored significantly lower than a control group in the 

belief that they had control over their lives. Research conducted by 

Heilbrun and Bloomfield (1986) investigating self-control deficits in 

women with bulimic tendencies reported that impaired ability in the 

inhibition of response ( impulse control) occurred in these women. In 

addition, women with bulimic tendencies were also limited in their 

cognitive ability to scan internal cues. It was concluded that the poor 

self-control they exhibit may arise from the inability to access 

internal information relevant to alternative options (Heilbrun & 

Bloomfield,1986). 

A major problem in the question of self-control and eating 

problems concerns the links between self-control deficits and 

depression (Rehm, 1977). It has been hypothesised that depression 

may account for self-control deficits apparent in bulimia/bulimia 
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nervosa. Jones and Edelmann (1989) proposed a study to re

examine the cognitive differences between women with and without 

eating problems, while controlling for depression. The results from 

this study were mixed. The results did not support Heilbrun and 

Broomfield's (1986) finding that eating problems are related to 

poorer self-control deficits, but did support the existance of other 

self-control deficits. For example there was a tendency in eating 

disordered subjects to be less likely to attribute their performance to 

ability, and more likely to attribute good performance to effort and 

situational variables. The authors note however, that using women 

with sub-clinical eating problems may have affected the results. It is 

clear that more research is required before the role of self-control 

deficits in women with eating problems and clinical disorders is 

elucidated. 

2.2.3. Preoccupation with Appearance, Weight, Shape and 

Food 

Numerous descriptive studies document the preoccupation 

with appearance, weight, body-shape and food that is associated 

with eating disorders (Fairburn 1980; Russell, 1979). A factor 

analytic study reported food preoccupation as a critical variable 

associated with both binge-eating and the disorder bulimia nervosa 

in university students (Vanderheyden, Fekken & Boland, 1988). 

Using the Food Preoccupation sub-scale of the Eating Attitudes Test, 

both purging and non-purging bulimics scored significantly higher 

relative to controls, indicating increased preoccupation with these 

issues in the former groups (Willmuth, Leitenberg, Rosen & Cado, 

1988). 
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Using an in viva thought sampling procedure, Zotter and 

Crowther (1991) investigated the cognitive characteristics of 15 

women with bulimia nervosa and 15 non-eating disordered (non 

dieting) women. They rated the thoughts on content, affective tone, 

accuracy, and adherence to a dichotomous thinking style. Women 

with bulimia nervosa reported significantly more eating and weight

related thoughts, negative thoughts, distorted eating and weight

related thoughts (Zotter & Crowther, 1991). Vitousek and Hollon 

(1990) caution researchers to be wary of the over-interpretation of 

these data. They suggest that hunger (arising from inadequate 

nourishment) may be a more parsimonious explanation for the 

increased salience of food cues in eating disorders. They suggest 

research comparing food-deprived individuals and women with 

eating disorders is required to address this issue. 

In addition to their possible increased preoccupation with 

eating and weight related thoughts, women with eating disorders 

may have more specialised knowledge about food and weight gain. 

That is they have more precise or detailed information available 

about food properties and compensation strategies which may 

regulate weight. Case-studies reporting information collected on 

women with bulimia/bulimia nervosa, have reported their detailed 

knowledge of calorific contents, awareness of nutritional aspects 

and properties of food, and detailed insight into energy requirements 

of various activities in some women (Fairburn, 1980; Russell, 1979). 

One study reported that women with eating disorders (bulimia 

nervosa and anorexia nervosa) were more accurate in assessing 

calorific values than either nutritional experts or college students 

(Fichter & Pirke, 1988 in Vitousek and Hollon, 1990). 
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2.2.4. Selective Information Processing 

It has been theorised that women with bulimic tendencies 

would have delayed response times when processing information 

related to their weight and appearance. This delayed response (or 

interference) is thought to be the result of schema-based conflict, 

uncertainty or anxiety related to food, weight and shape issues (Ben

Tovim, Walker, Fok & Yap, 1989; Cooper and Fairburn, 1992a; 

Fairburn, Cooper, Cooper, McKenna & Anastasiades, 1991). 

The Stroop colour-naming test (Stroop, 1935 in Vitousek & 

Hollon, 1990) is one task which has been designed to detect such 

interference. This device has been adapted in order to investigate 

selective information processing in women with eating disorders. In 

a modified version of the Stroop test, the task involves a subject to 

name the colour of the ink that target words are printed in (i.e. food

related words, weight-related words etc.). Cooper and Fairburn 

(1992a) reported that women with an eating disorder (anorexia or 

bulimia nervosa) demonstrated delayed response times, indicating 

selective processing of information related to words concerning 

eating, weight and shape. Additional research revealed that women 

with bulimia nervosa were significantly slower in the task involving 

words related to weight and appearance relative to both normative 

control groups and anorexic patients (Cooper & Fairburn, 1992b; 

Perpina, Treasure & de Silver, 1993). Importantly, this selective 

processing appears to be more closely related to the severity of 

symptoms specific to bulimia nervosa (particularly severity of 

purging behaviour) rather than general psychopathology ( Cooper & 

Fairburn, 1993b). This suggests that this is a unique cognitive 

phenomenon associated with bulimia nervosa. 
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2.2.5. Cognitions about Self/Others. 

Bulimia /bulimia nervosa is reported to be associated with 

numerous cognitive factors related to the self, others, as well as to 

their perceived world and future (Butterfield & Leclair, 1988). Many 

of these cognitions are considered to be the products of dysfunctional 

attitudes and irrational beliefs related to the self. Relative to non

eating disordered subjects, women with bulimia/bulimia nervosa are 

reported to experience lower self-esteem ( Katzman & W olchik, 

1984; Post & Crowther, 1985; Steiger, Goldstein, Mongrain & Van 

der Feen, 1991; Vanderheyden, Fekken & Boland, 1988; Willmuth et 

al. 1988); more identity confusion (Schupak-Neuberg & Nemeroff, 

1993); a higher level of helplessness or personal ineffectiveness (i.e. 

believing in an inability to overcome past influences) (Mizes, 1988a; 

Ordman & Kirschenbaum, 1986; Thompson, Berg & Shatford, 1987); 

higher problem avoidance (Mizes, 1988a); greater overanxious 

concern regarding future misfortune (Mizes, 1988a; Ruderman, 

1986); lower eating self-efficacy (Mizes, 1988a); less assertiveness in 

food-related situations (Ordman & Kirschenbaum, 1986); and 

perfectionistic, unrealistically high self-expectations (Mizes, 1988a). 

In addition, women with bulimia/bulimia nervosa are 

reported to be overly influenced by rigid rule-bound concepts of 

weight, control, and self worth (Butow, Beumont & Touyz, 1993; 

Fairburn & Beglin, 1994) as well as increased concern with feelings 

and perceptions of physical fullness (overly sensitive interoceptive 

awareness) relative to non-eating disordered control subjects 

(Thompson, Berg & Shatford, 1987; Vanderheyden, Fekken & 

Boland, 1988). 
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Additional cognitive factors that are reported to relate to self

other relationships in women with bulimia/bulimia nervosa include 

an increased need for approval (Butterfield & Leclair, 1988; 

Katzman & Wolchik, 1984; Ruderman, 1986); an increased reliance 

on external standards rather than internal standards to guide 

behaviour (Ruderman, 1986); increased interpersonal sensitivity 

(Ordman & Kirschenbaum, 1986; Vanderheyden, Fekken & Boland, 

1988); increased sensitivity to criticism (Butterfield & Leclair, 1988); 

and increased distrust of others ( Ordman & Kirschenbaum, 1986) 

relative to non-eating disordered subjects. 

2.2.6. Errors in Cognitive Reasoning. 

Errors in cognitive reasoning or cognitive distortions are 

systematic errors in thought processing that are said to maintain 

dysfunctional beliefs and attitudes as well as negative thoughts 

(Beck, 1979). Cognitive models of anorexia nervosa have suggested 

that information-processing errors such as, dichotomous reasoning, 

magnification, overgeneralisation and selective abstraction may be 

associated with in the disorder (Strauss & Ryan, 1988; Bemis & 

Garner, 1982). The investigation of errors in thought processing 

associated with bulimia/ bulimia nervosa has suggested that 

dichotomous thinking, personalization, overgeneralisation, 

catastrophization and selective abstraction in relation to themes 

concerning food, eating, shape and weight may occur (Butow et al. 

1993; Dritschel, Williams & Cooper, 1991; Thompson, Berg & 

Shatford, 1987). The research is mixed however, and several studies 

have failed to find any association between cognitive distortions and 

bulimia/bulimia nervosa (Jansen, Merckelbach, Oosterlann, Tuiten 

& van den Hout, 1988; Strass & Ryan, 1988). 
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2.2.7. Abstinence Violation Effect 

The abstinence violation effect (A VE) has been described as a 

cognitive and affective reaction to a lapse (when a previously 

abstinent behaviour recommences), and was originally formulated 

with regard to relapse processes in the area of addiction, (Marlatt & 

Gordon, 1985). In a recent article Ward, Hudson and Bulik (1993) 

apply this phenomenon to the area of eating disorders, particularly 

binge-eating. Briefly, women with bulimia nervosa tend to exhibit 

rigid and distorted beliefs, attitudes and rules to guide their eating 

behaviour. These women fluctuate between extreme dietary control 

(restrained eating) and binge and purge cycles. It is hypothesised 

that the cognitions that occur between a perceived initial lapse in 

eating behaviour and the onset of bingeing are very important 

mediators of a relapse process. An example of the abstinence 

violation effect upon an untreated woman with bulimia nervosa 

could be when a woman experiences rigid dietary rules about 

appropriate food consumption and this is accompanied by rigid self 

control and dietary restraint, a subsequent bite of forbidden food is 

viewed as a lapse, (failure to maintain this control) and is 

accompanied by negative affect. The individual then initiates an 

attributional search to explain this lapse and the type of attribution 

an individual makes to account for the initial lapse affects whether 

the lapse becomes a full-blown relapse. For example if the 

attribution for the lapse is viewed as internal ('Tm a failure") and 

uncontrollable ("I can't stop myself after one bite") the risk of relapse 

is increased (see Ward, Hudson & Bulik, 1993). The existence of the 

AVE model has received support (Curry, Marlatt & Gordon, 1987; 

Kales 1991), however a study investigating the A VE in dieters did not 

offer support (Ogden & Wardle, 1991). The latter study has been 
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criticised however as it investigated attributional style rather than 

event-specific attributions. 

This model emphasising the importance of cognitive appraisals 

has received some empirical support, and offers an interesting 

contribution to the conceptualisation of bulimia nervosa. It does 

however, require further empirical investigation and validation. 

2.2.8. Cognitive Deconstruction, within the "Escape from Self 

Awareness" Model. 

Baumeister and Heatherton (1991) proposed that binge eating 

results from the cognitive phenomena of attention narrowing which 

is motivated by the desire to escape from self awareness. They 

suggest people who engage in binge eating suffer from high 

standards and expectations, particularly an acute sensitivity to the 

difficult (perceived) demands of others. They consider that when a 

person fails to achieve these standards they experience their "self" in 

an adverse rnanner and are intensely concerned with how they are 

perceived by others. The poor self-perceptions are thought to be 

accompanied by intense emotional distress, for example anxiety and 

depression. In order to escape from this aversive state, people that 

binge eat develop a cognitive response. The response involves 

cognitive narrowing to the immediate stimulus environment. By 

narrowing cognitive attention the individual focuses on the 

immediate present and avoids the more broad aversive thoughts (for 

exainple thoughts about self and the implications of various events). 

Heatherton and Baumeister (1991) consider that this narrowing of 

attention in binge eaters disengages normal inhibitions against 



eating as well as fostering an uncritical acceptance of irrational 

beliefs. 
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Given this model, binge eaters should be characterised by high 

standards and expectations, high and aversive self awareness, 

negative affect, cognitive narrowing, removal of inhibitions and 

irrational beliefs (Heatherton & Baumeister 1991). There is much 

evidence to support the occurrence of these factors in women who 

binge eat, for example research supports the existence of high 

standards in women with eating disorders, particularly related to 

the attainment of thinness (Powers, Schulman, Gleghorn and 

Prange, 1987). In addition, binge eating is associated with negative 

views of self and an increased sensitivity to the perceived evaluation 

from others (Polivy et al. , 1990). There is much evidence to support 

a relationship between binge eating and emotional disorders such as 

depression and anxiety (Cooper & Fairburn, 1986; Hinz & 

,iVilliamson, 1987; Schlesier-Strapp, 1984). 

Heatherton and Beu1neister (1991) labelled cognitive 

narrowing to escape aversive states as a process of cognitive 

deconstruction. They described cognitive deconstruction as a state 

where "short-term 1novements and sensations rather than long

term concerns and meaningful actions are experienced" (p. 94, 

Heatherton and Beumeister, 1991). Theoretically this process should 

be accompanied by a number of factors, for example "concrete 

thinking, immediate proximal goals, cognitive rigidity and a 

restricted temporal focus" (p. 94, Heatherton and Beumeister, 1991). 

The presence of these factors in bulimia have been supported by 

numerous studies (Fairburn & Cooper, 1987; Polivy & Herman, 1987; 

Thompson, Berg & Shatford, 1987). 
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A further prediction generated from this model is that binge 

eaters should be characterised by disinhibited eating. Disinhibited 

eating is considered to be the result of cognitive narrowing. That is, 

as the person's attention is narrowed to the immediate stimulus 

environment of eating, standards and guidelines etc. are not 

evaluated. Cognitive regulation of eating behaviour (or dietary 

restraint) is a common characteristic in women who seek to control 

their ,,veight. The literature suggests however, that maintenance of 

restraint is difficult, and that subsequent violation or disinhibition of 

this restraint is a frequent occurrence in dieters (Ogden & vVardle, 

1991) and in women with bulimia nervosa (Mizes, 1985). A number 

of circumstances are thought to erode dietary restraint (Ogden & 

Wardle, 1991). These include low mood (Lingswiler, Crowther & 

Stephens, 1989; Ruderman, 1985), anxiety (Herman & Polivy, 1975), 

increased stress, food preoccupation, dichotomous cognitions and 

prolonged restraint (Lingswiler, Crowther & Stephens, 1989). 

Interestingly, continued violation of dietary restraint can also follow 

a pre-load of high energy food (Herman & Mack, 1975) or a 

perceived pre-load of high energy food (Kales, 1991). 

Finally, Heatherton and Baumeister (1991), proposed that 

another consequence of cognitive narrowing is a greater 

susceptibility to accepting irrational beliefs. Many of these 

irrational beliefs are concerned with self, food, weight and shape, 

and have been elucidated in previous sections of this review. 

Despite the empirical support of the factors hypothesised to be 

associated with cognitive narrowing, there is currently no research 

which has directly examined cognitive narrowing in bulimia 

nervosa. The "Escape from Self-Awareness Model", has received 
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support from a multitude of research areas, however, much of this 

research has also come from post hoe interpretation of previous 

research. Clearly it is important to examine the process of cognitive 

narrowing (cognitive deconstruction) more directly and in more 

detail to comprehensively evaluate this model. 

2.3 Cognitive Features Associated with Different Subtypes. 

Identification of differences in the cognitive features 

associated with bulimia nervosa and anorexia nervosa (Steiger, 

Goldstein, Mongrain & Van der Feen, 1990) has led to the recent 

proposal that there 1nay be a variation in cognitive features 

associated with the purging and non-purging sub-types of bulimia 

(as specified in the DSM-IV; American Psychiatric Association, 1994). 

Willmuth, Leitenberg, Rosen and Cado (1988) compared 

normal weight women with bulimia nervosa (currently engaging in 

purging behaviour) to normal weight women with bulimia nervosa 

(who fasted or exercised excessively) and women who were of 

normal weight and non-eating disordered. They reported that the 

normal weight purging group had more severe disturbance, greater 

food preoccupation, greater drive for thinness and greater 

overestimation of body size . Both patient groups had significantly 

higher scores on the dieting, bulimia and food preoccupation scales 

of the Eating Attitudes Test, lower self and social self-esteem and 

significantly greater scores of body dissatisfaction than the control 

group. 

McCann, Rossiter, King and Agras (1991) developed their own 

questionnaire to investigate differences in sub-types of bulimia. 
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They reported that the purging sub-group evidenced greater overall 

psychopathology. In addition to differences in demographic 

variables and eating patterns, the purging sub-type displayed less 

self-efficacy in relation to eating, more negative self-statements, 

greater dietary restraint and less perceived controllability of eating 

behaviour (McCann, Rossiter, King and Agras, 1991). They also 

reported a higher frequency of dysfunctional cognitions in general, 

relative to the non-purging sub-group. 

2.4 Bulimia N ervosa as a Variant of Depression 

It has been proposed that bulimia nervosa is a variant of 

affective disorder and therefore any cognitive factors could be 

accounted for by the underlying depressive illness. That is, the 

cognitive dysfunction associated with bulimia nervosa is 1nerely an 

artefact of underlying mood disorders. 

This proposal was supported by data from several areas of 

research. Firstly, it was observed that depressive symptoms occur 

commonly in subjects with bulimia nervosa (Fairburn, 1984; Johnson 

& Larson, 1982). The severity of depressive symptoms was also 

noted to be similar to that of subjects with a major depressive 

disorder. Secondly, the prevalence of major affective disorder 

among first degree relatives of subjects with bulimia nervosa is 

similar to that of relatives of subjects with bipolar disorder (Hudson, 

Pope, Jonas and Yurgelun-Todd, 1983; Johnson & Larson, 1982). The 

third area of research to support this view is the apparent efficacy of 

antidepressant medication in the treatment of bulimia nervosa (Pope 

& Hudson, 1982). Fourthly, up to 50% of subjects with bulimia 

nervosa may have abnormal dexamethasone suppression test (DST) 
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(Gwirtsman, Roy-Byrne, Yager & Gerner, 1983; Johnson & Larson, 

1982). More recently, abnormalities in serotonin, (a 

neurotransmitter which is thought to play a role in depressive 

disorders) have been reported in subjects with bulimia. A review of 

the affective variant hypothesis based on data gained from 

structured interviews, psychological and endocrine tests, family

history studies and antidepressant-medication studies concur that 

depression is c01nmon in subjects with bulimia nervosa. However, 

numerous criticisms are levelled at this hypothesis these include, the 

lack of controlled replication studies that yield consistent reliable and 

valid data, the fact that bulimia can precede depressive symptoms 

and can continue while depressive illness remits, conflicting results 

in antidepressant treatment studies, the lack of specificity of the 

DST results and the effect weight fluctuation may have on this test, 

the commonality of most chronic psychiatric disorders with 

depressive illness and reports that serotonin dysregulation can occur 

as a result of various behaviours associated with bulimia nervosa 

(Fairburn, Cooper & Cooper, 1986; Hinz and Williamson, 1987; 

Levy, Dixon & Stern, 1989). 

A review completed by Hinz and Williamson (1987) 

concluded that a more valid hypothesis is that bulimia nervosa, like 

most chronic psychiatric disorders is often accompanied by 

depression of differing levels of severity. In addition, more recent 

research suggests a role of cognitive factors related to bulimia which 

are independent of depression (Clark, Feldman & Channon, 1989; 

Steiger, Goldstein, Mongrain & Van der Peen, 1990). Poulakis and 

Wertheiln (1993), investigated the relationship between 

dysfunctional cognitions and bulimia nervosa. They reported that 

subjects evidencing greater bulimic tendencies reported concurrently 
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greater depressive symptomatology. After the variance due to 

depression was removed, the predictiveness of cognitive variables 

was reduced. This suggested that to some extent the apparent 

relationship between bulimic test scores and dysfunctional cognitions 

may reflect an association with depression. However, after further 

statistical analysis they reported that dysfunctional cognitions also 

contributed to a small amount of unique variance. This indicated an 

association with bulimic tendencies over and above that accounted 

for by depression (Poulakis et al. 1993). 
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2.6 Conclusion 

A cognitive component associated with bulimia/ bulimia 

nervosa has been generally accepted within the psychological 

community and is supported by data gathered by case studies, 

structured self-report questionnaires and more sophisticated 

methodological procedures (Steiger, Goldstein, Mongrain & Van 

der Feen, 1990). One study concluded that..."cognitive aspects of 

bulimia are central to the disorder" (Thompson, Berg & Shatford, 

1987, p229) and most support the notion that there is a strong 

relationship behveen dysfunctional cognitions and bulimic 

tendencies. On the basis of this review, there is compelling evidence 

to support the proposal that cognitive variables are associated ·with 

this eating disorder. In addition, many of these cognitive factors 

occur independently of comorbid affective illness and initial research 

suggests some cognitive factors may vary in relation to the sub-type 

of bulimia nervosa. 



CHAPTER THREE: CRITIQUE OF RESEARCH 

It would be unwise to accept the existence of the numerous 

cognitive variables reported to occur in association with 

bulimia/bulimia nervosa, in the absence of the consideration of 

research problems in this area. 

3.1. General Research Problems in Bulimia/ Bulimia Nervosa 
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There are a number of conceptual and methodological 

problems that have occurred in research concerning bulimia/bulimia 

nervosa. These include, the use of different diagnostic criteria, 

syndromes versus symptom, the reliability and validity of subjective 

reports, implications of co-existing mental disorders, the issue of 

subclassification validity, source of subjects for research, description 

of sample and control of relevant variables (Shaw & Garfinkel, 

1990). In addition, this review of the literature identified several 

limitations in some studies investigating bulimia/bulimia nervosa. 

These included; small sample sizes, failure to specify diagnostic 

criteria, lack of specification concerning subject recruitment, absence 

of comparison groups, lack of specific technical details to facilitate 

replication, failure to use standardised psychometric instruments, 

and inadequate reporting of screening procedures and dropout 

rates. When considering the cognitive features reported to be 

associated with bulimia/ bulimia nervosa it is important to be aware 

of these general limitations as well as specific methodological 

limitations in this area of research 

As it is beyond the scope of this review to investigate the full 

range of limitations associated with research in the area of eating 
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disorders, the reader is directed to Shaw and Garfinkel (1990), for a 

more comprehensive review. 

3.2. Critique of Methodologies: 

Case Study and Self Report Questionnaires 

Much of the research identifying specific cognitive aspects 

associated with bulimia nervosa has been gathered using 

methodologies which employ structured self-report questionnaires. 

Examples of these questionnaires include; the Body Shape 

Questionnaire (BSQ; Cooper, Taylor, Cooper & Fairburn, 1987), the 

Bulimia Thoughts Questionnaire (BTQ; Phelan, 1987), the Binge 

Scale (Hawkins & Clement, 1980t the Bulimic Automatic Thoughts 

Test (BATT; Franko & Zuroff, 1992t ivfizes Anorectic Cognition's 

Scale (MACS; Mizes, 1992t the Eating Disorders Inventory (EDI; 

Garner, Olmsted & Polivy, 1983), the Irrational Beliefs Test (IBT; 

Ellis, 1962t the Dysfunctional Attitudes Scale (DAS; Weiss1nan, 1979) 

and the Bulimia Cognitive Distortions Scale (BCDS; Schulman, 

Kinder, Powers, Prange & Gleghorn, 1986). 

Cooper and Fairburn (1992b) list a number of limitations 

related to the use of structured self-report questionnaires for 

gathering information. Self-report questionnaires require the 

endorsement of predetermined items and therefore may measure 

only the thoughts the researchers deem of interest. In addition, the 

information gathered using such methodologies relies on 

retrospective recall, which is considered less accurate than 

immediate report (Cooper & Fairburn, 1992b). Further, 

questionnaires which rely on recognition rather than recall may be 

more susceptible to selective memory biases, social desirability, 



28 

response sets, post-perfonnance rationalisation, inconsistent 

responses and demand characteristics (Clark, 1988). An additional 

issue related to the use of self-report inventories is that many focus 

simply on the frequency of thoughts ignoring other important 

dimensions, for example, strength of belief held (Cooper & Fairburn, 

1992b). Clark, Feldn1an and Channon (1989) consider that 

questionnaires often fail to distinguish between cognition, affect and 

behaviour. In addition, subjects may select items based on the 

implicit theory about their thoughts and feelings rather than on the 

actual occurrence of thoughts (Hammen & Kranz, 1985 cited in 

Clark, 1988). 

3.3. Difficulties in the Investigation of Cognitive Phenomena 

A significant difficulty in the investigation of cognitive 

phenomena are the cognitive constructs themselves. Cognitive 

products are the thoughts or images occupying the stream of 

consciousness, often experienced as internal dialogue. These 

products are thought to sten1 from an interaction between an 

individuals perception of the environment, underlying (deep or core) 

schematic structures and information processes. Cognitive theory 

suggests that recurrent themes, affective activation and patterns in 

these conscious cognitive products (self-talk) are useful in the 

identification of the underlying unconscious schema and thought 

processes (Safran and Greenberg 1982a, 1982b). Clark (1988) 

outlines several difficulties in measuring self-statements (cognitive 

products) including their momentary, transient and situation-specific 

nature as well as their !ability. 



3.4. Methodological Options in the investigation of Cognitive 

Factors 
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Kendall and Hollon (1981) have grouped types of cognitive 

assessment together (which attempt to gather cognitive products) 

into four major methodological categories. 

1. Recording Methods: subjects think aloud during a task 

(concurrent verbalisation). 

2. Sampling Methods: subjects report their current thoughts when 

cued by a random signalling device. 

3. Production Methods (thought listing): subjects recall thoughts 

from an immediately preceding task. 

4. Endorsement Approaches: cognitive products are gathered by 

instructing subjects to indicate the occurrence and non 

occurrence of a thought by responding to a predetennined 

series of items (for example structured self-report 

questionnaires). 

Glass and Arnkoff (1982, cited in Segal and Shaw, 1988) have 

proposed an alternative framework of cognitive assessment 

procedures. This fran1ework is compatible with the four groups 

outlined by Kendall and Hollon (1981) and further organises them 

along two dimensions: temporality and structure (see figure 3.1). 

The temporal dimension considers when the assessment was 

conducted relative to the occurrence of the thoughts one is interested 
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in studying. The second dimension organises the assessment 

procedures (or method) in terms of the degree of inherent structure. 

FIGURE 3.1. SPECIFIC TECHNIQUES FOR THE ASSESSMENT OF COGNITIVE VARIABLES 

DIMENSIONS 

RECORDING 
Methods 

SAMPLING 
Methods 

PRODUCTION 
Methods 

• Recording Spontaneous 
Private Speech 

• Free Association 
•Thinking Aloud 

• Random Sampling of 
Thoughts 

"Self-Monitoring Procedures 

•Videotape Reconstruction 
• Imaginal Reconstruction 
• Thought listing 

ENDORSEMENT •Self-Statement Inventories 
Methods • Clinical Interview 

1. TEMPORAL 

CONCURRENT 

RETROSPECTNE 

2. STRUCTURE 

UNSTRUCTURED 

STRUCTURED 

Figure 3.1. Continmun of temporal and structural dimensions of cognitive assessment, 
(adapted from Glass and Arnkoff 1982, in Segal & Shaw, 1988). Methods of 
assessment in left hand column (Kendall and Hollon, 1981). 

At one end of the spectrum, "think aloud" procedures require 

the subject to continuously verbalise any thoughts that occur during 

a given task. These are most often audio-taped, condensed to 

meaning units and subsequently coded. This procedure is generally 

unstructured, providing a potentially richer source of information. 

At the other end of the spectrum are highly structured self-report 

questionnaires and structured interviews. These are retrospective, 

requiring a subject to try to recall images, thoughts and feelings from 

past events. These methods are more structured and offer benefits of 

economy, ease of scoring and a greater potential for standardisation 

across studies. Occupying an intermediate position on these 

dimensions are thought listing techniques. In these procedures the 
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subject is reminded of the task, through videotape or imagery, and 

attempts to recall thoughts im1nediately following the experimental 

task. 

3.5. Comparison of Different Methodologies in the Investigation of 

Cognitive Phenomenon 

Because of the limitations of structured self-report 

questionnaires in the investigation of cognitive constructs, it has 

been suggested that thought recording, sampling and production 

methods may be superior methodological procedures. However, 

these procedures are also accompanied by limitations. Firstly, 

thought production methods follow a task and also require 

subjective recall and therefore may be considered less accurate than 

immediate report (Cooper & Fairburn, 1992b). In addition, it has 

been suggested that concurrent assessment strategies (recording 

methodologies) may interfere with or alter the cognitions reported. 

Thirdly, subjects may only report a portion of cognitions experienced 

at any time, for example simultaneous cognitions may be missed. A 

further problem suggested is that cognitions of low frequency, but 

high relevance could be missed (Clark, 1988). 

Davison, Haaga, Rosenbaum, Dolezal and Weinstein (1991) 

investigated an alternative methodology to the structured self

report questionnaire in the assessment of cognitions. They 

investigated the "articulated thoughts during simulated situations" 

(ATSS) paradigm. The ATSS paradigm involved audio-taped 

presentations of hypothetical situations interrupted at intervals to 

allow subjects to report their current thoughts. This recording 
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method was proposed to address the problems associated with 

impaired recall. They reported that this method was of use; 

however, stressful scenarios were required to activate and elicit 

mood-congruent cognitions which are otherwise latent and difficult 

to access. 

There is a paucity of literature reviewing and investigating the 

benefits and limitations of different methodologies to investigate 

cognitive variables. One review, compared and evaluated the 

validity of thought recording, production, sampling and 

endorsement methodologies (Clark, 1988). It was concluded that no 

single approach to cognitive assessment was consistently superior. 

Recognition procedures (thought sampling, listing and thinking 

aloud) were not found to be more accurate than structured self

report questionnaires. In fact, empirical support was greatest for 

the endorsement approach, however discriminant validity was not 

adequately established. It was suggested that methodological issues 

in the area of cognitive assessment are in the exploratory stage and 

there has been an over-reliance on the structured self-report 

questionnaires (Clark, 1988). In addition, more research is required 

to develop other methodologies and to assess other important 

dimensions such as; emotional intensity, the degree of belief and the 

degree of perceived control associated with cognitions (Clark, 1988). 

A further study compared data generated by thinking aloud 

(recording procedure) and thought listing methods (production 

procedure) during and follovving a series of problem-solving tasks 

(Blackwell, Galassi, Galassi & Watson, 1985). They reported that 

the recording and the production procedures were not equivalent 

with regard to the data they produced or the effects they had on 



3 3 

subjects. The results indicated that thinking aloud produced more 

thoughts about attention control and problem solving, as well as 

providing greater access to cognitions in general. The thought

listing method provided more cognitions related to strategic plans, 

self-referent information and non-problem solving cognitions. 

It was concluded that thinking aloud provides greater access to 

the active thoughts in short-term memory, whereas the thought 

listing method requires one to retrieve thoughts from long-term 

memory. This is considered to be more difficult requiring greater 

effort and subsequent inability to access cognitive material 

(Blackwell, Galassi, Galassi & Watson, 1985). Thought listing 

however, did appear to offer an advantage in accessing self

referent information (Blackwell, Galassi, Galassi & Watson, 1985). 

In the area of eating disorders Copper and Fairburn (1992b), 

compared results on the Thoughts Checklist (endorsement method) 

with results from coded concurrent verbalisations (recording 

method). They had subjects* complete three behavioural tasks 

(weighing selves, eating a chocolate mint and looking at self in a full 

length mirror). They reported that the Thoughts Checklist yielded 

similar results to verbalisations, however it failed to distinguish 

symptomatic dieters from the two eating disorder groups on any 

measure. They concluded that the self-report questionnaire was less 

sensitive method compared to concurrent verbalisation ( Cooper & 

Fairburn, 1992b). 

* [12 women with anorexia nervosa; 12 women with bulimia nervosa; 12 women who 
demonstrate some behaviours associated with bulimia nervosa, (symptomatic dieters); 12 
women without clinical symptoms of bulimia nervosa (normal dieters); and 12 women who were 
control subjects] 
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3.6. Summary 

Clark (1988) suggests that the development of cognitive theory 

and treatment models are impeded by the limitations of 

methodologies currently employed to assess cognitive constructs. 

There is a paucity of literature comparing existing methods, 

(recording, production, sampling and endorsement) and an over

reliance on structured self-report questionnaires to investigate 

cognitive phenomena in women with eating disorders. Existing 

research emphasises the importance of affective activation to access 

"hot cognitions", and further exploration to identify specific benefits 

and limitations of proposed methodologies. 



CHAPTER FOUR: TREATMENT OF BULIMIA-NERVOSA 

4.1 Introduction 

The primary goals in the treatment of bulimia nervosa are 

interrupting the binge-purge cycle (decreasing the frequency of 

binge-eating and purging) and replacing these behaviours with 

healthier alternatives (Bulik, 1994). 
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There are many different treatment modalities that have been 

developed to treat bulimia nervosa. These include Cognitive

Behavioural Treatment ( CBT), Interpersonal Psychotherapy (IPT), 

behavioural treatments, Exposure plus Response Prevention (ERP), 

pharmacological treatments (predominantly antidepressants; 

tricyclics, monoamine oxidase inhibitors and serotonin re-uptake 

inhibitors) as well as Supportive-Expressive Therapy. 

Comparative studies indicate that psychotherapy procedures 

produce superior outcomes to pharmacotherapy (Abbott & Mitchell, 

1993; Laessle, Zoettl & Pirke, 1987; Leitenberg, Rosen, Wolf, Vara, 

Detzer & Srebnik, 1994). Two forms of psychotherapy are 

consistently reported as superior. These are Cognitive-Behavioural 

Therapy (described below) and Interpersonal Psychotherapy (IPT) 

(Fairburn, Jones, Peveler, Hope & O'Connor, 1993). IPT is a short 

term therapy which focuses on the patient's current interpersonal 

functioning (Klerman & Weissman, Rounsaville & Chevron, 1984). 

Both IPT and CBT are structured, directive, short-term 

therapies which have demonstrated efficacious results in the initial 

outcome and maintenance of treatment gains for women with 
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bulimia nervosa. Despite the efficacy of IPT, CBT continues to be 

the treatment of choice for bulimia nervosa. This is predominantly 

because CBT has been included as an experimental condition in 

almost all comparative treahnent studies conducted with bulimia 

nervosa. Further, there are a greater number of trials 

demonstrating the efficacy of CBT than any other treatment 

approach (Agras, Schneider, Arnow, Raeburn & Telch, 1989; 

Fairburn, 1988; Garner, Rockert, Davis, Garner, Olmstead & Eagle, 

1993; Thackwray, Smith, Bodfish & Meyers, 1993). It has been 

suggested that the dominance of CBT over the last decade could be 

accounted for by additional factors (Fairburn, 1988). These factors 

include; 

1. CBT was the first specific approach described in detail and 

supported by clinical observation and data. 

2. CBT was accompanied by a standardised manual and 

procedure for treatment. 

3. CBT demonstrated face validity to both clients and 

clinicians. 

4. The conceptualisation of bulimia nervosa from a cognitive

behavioural perspective as well as the treahnent 

procedure fit comfortably within the dominant cognitive 

framework of psychopathology in general. 

More recently, it has been suggested that because IPT is a relatively 

new psychotherapy, fewer clinicians are able to offer this treatment 

and therefore CBT remains the treatment of choice (Bulik, 1994). 



3 7 

4.2 Description of Cognitive-Behavioural Therapy 

Cognitive-Behavioural Treatment (CBT) is based largely on 

the cognitive view of bulimia nervosa. This perspective proposes 

that the characteristic attitudes to weight and shape are of primary 

importance in the maintenance of the disorder (Fairburn, 1985; 

Fairburn, Peveler, Jones, Hope & Doll, 1993). For example the 

conviction that the attainment of thinness is necessary for success 

and well-being is thought to underlie a morbid fear of fatness, 

extreme dieting behaviour, vmniting and laxative abuse, 

preoccupation with food and eating as well as sensitivity to changes 

in weight and shape (Fairburn, 1985). The treatment combines both 

behavioural and cognitive procedures in order to modify a patients 

behaviour, beliefs and other cognitive distortions. It is assumed that 

modification of dysfunctional cognitive constructs will improve 

associated affective and behavioural problems. 

CBT is a complex multimodal therapy which includes a wide 

range of procedures including: psychoeducation, self-monitoring, 

identification and challenging automatic thoughts, cue and 

consequence recognition, identification and modification of cognitive 

structures (beliefs), chaining and relapse prevention as well as 

numerous behavioural procedures (Bulik, 1994). 

4.3 Treatment Mechanisms 

It is not clear how Cognitive-Behavioural Treatment achieves 

therapeutic gains and the success of CBT studies provide only 

indirect evidence regarding mechanisms that may underlie change. 

Despite a dearth of literature, Wilson and Fairburn (1993) review 
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existing research and present several hypotheses in an attempt to 

identify mechanisms which may account for therapeutic gain 

associated with CBT. 

The first hypothesis is that abnormal attitudes about shape and 

weight maintain the dieting-binge-purging cycle (Fairburn, 1986). It 

is hypothesised that modifying these dysfunctional attitudes about 

shape and weight will lead to a decrease in the frequency of bingeing 

and purging behaviour. To support this view a study conducted by 

Fairburn, Peveler, Jones, Hope and Doll (1993) reported that among 

patients who responded to treatment, greater levels of residual 

attitudinal disturbance predicted relapse. Wilson and Fairburn 

(1993) emphasise that whether attitudinal change is the mediating 

mechanism of binge eating and purging has not been determined. It 

may merely be a consequence or correlate of behaviour change. 

A second hypothesis is that the mechanism underlying 

therapeutic change following CBT is dietary restraint (Polivy & 

Herman, 1985). Thus reduction in dietary restraint mediates the 

reduction in binge eating. This hypothesis has gained support 

(Fairburn, Jones, Peveler, Carr, Soloman, O'Connor & Hope, 1991; 

Laessle, Beumont, Butow, Lenneris, O'Connor, Pirke, Touyz & 

Waadi, 1991), however it is subject to two serious problems. Firstly, 

binge eating can occur in the absence of the cognitive processes 

thought to mediate binge eating after initial food consumption 

(Jansen, Merckelbach, Oosterlaan, Tuiten & van den Hout, 1988). 

Secondly, violations of dietary restraint do not necessarily lead to 

binge eating (Charnock, 1989 cited in Wilson and Fairburn, 1993). 
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A third hypothesis is that self-efficacy for eating is increased 

through the process of CBT. That is, an individual experiences 

improved perceptions of control and coping in situations which 

involve food. From this perspective, CBT may work by teaching 

patients cognitive and behavioural skills for coping with difficult 

situations, for example problem solving, cognitive restructuring, 

relaxation, relapse prevention (Wilson & Fairburn, 1993). Schneider 

and O'Leary (1986) reported preliminary support that CBT increases 

self-efficacy and that this was associated with decreases in both 

binge eating and purging (cited in Wilson & Fairburn, 1993). 

Rosen and Leitenberg (1982) proposed an "Anxiety Reduction 

Model" of bulimia. They hypothesised that binge eating is associated 

with intense anxiety (due to fear of weight gain) and purging 

provides negative reinforcement to binge eating by relieving this 

fear of weight gain. The negative reinforcement therefore, is 

thought to maintain the binge eating. A treatment model, "Exposure 

plus Response Prevention (ERP) involves the repeated or prolonged 

presentation of aversive or appetitive stimuli (either imaginally or in 

viva t combined with prevention of the avoidance responses until 

the capacity of the stimuli to elicit anxiety or other unwanted effects 

has diminished or ceased", (pp. 77-78, Carter & Bulik, 1994). 

At least two separate ERP techniques have been proposed. In 

the purge-exposure plus response prevention (P-ERP) technique, the 

subject is exposed to cues associated with overeating (for example, 

feelings of fullness, bloatedness, fear of weight gain), and in the 

binge-exposure plus response prevention (B-ERP) technique, the 

subject is exposed to cues or stimuli that elicit the urge to binge (for 

example low mood and/ or a small amount of forbidden food) 
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( Carter & Bulik, 1994). The data supporting the effectiveness of P

ERP in conjunction with cognitive behavioural treatment (CBT) are 

conflicting. This technique has been reported to enhance (Leitenberg 

& Rosen, 1989;Rosen & Leitenberg, 1982), to offer no benefit, and to 

detract from the efficacy of CBT (Agras, Schneider, Arnow, Raeburn 

& Telch, 1989). Several studies have reported utilising the B-ERP 

technique to effectively treat women with bulimia nervosa however 

these studies suffer from several methodological limitations 

(Rossiter & Wilson, 1985; Schmidt & Marks, 1988). These issues are 

beyond the scope of this review and readers are directed to Carter 

and Bulik, (1994) for a comprehensive review. The role and efficacy 

of the "Anxiety Reduction Model" in the treatment of bulimia 

nervosa is inconclusive at this time, and methodologically sound 

research is required to investigate this model further. 

A fifth hypothesis suggests the mechanism underlying 

therapeutic gains with CBT are maladaptive classically conditioned 

responses that trigger binge eating (Wilson & Fairburn, 1993). It is 

suggested that both external and internal stimuli (e.g., the sight of 

food, negative affect) have been associated with food and can 

(through the process of classical conditioning) elicit physiological 

processes experienced as craving. This craving then leads to 

uncontrolled binge eating. The focus of treatment would be to 

habituate an individual to the salient cues which elicit the craving. 

On the basis of a review of the literature, Wilson and Fairburn (1993) 

report no evidence to support this proposed mechanism of action. 

A sixth hypothesis was developed as an extension of a 

cognitive model of alcohol and drug abuse (Tiffany, 1990 cited in 

Wilson and Fairburn, 1993). 
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"Binge eating may be seen as an action plan or schema under 

the control of automatic cognitive processing. The latter is 

characterised by behaviours that are fast and efficient, stimulus 

bound, initiated and completed without intention, difficult to 

resist in the presence of triggering cues, effortless and enacted 

without conscious awareness. Craving (urges) is sub-served by 

nonautomatic processing, which is slow, effortful and 

dependent on intention and attention" (Wilson & Fairburn, 1993, 

p. 267). 

The urges and cravings are activated together with the binge eating 

action schemata. A great deal of cognitive activity is required in 

order to resist or stop binge eating. Negative emotional states and 

stress (proximal determinants of binge eating) remove cognitive 

resources away from the effortful task of attempting to resist binge 

eating and the automatic cognitive processing (binge eating) is 

initiated without intention or conscious awareness. 

This model predicts that relapse is likely under any condition 

which reduces the amount of nonautomatic processing allocated to 

resisting binge eating (Wilson and Fairburn, 1993). The therapeutic 

goal from this perspective is to interrupt the action schema of binge 

eating in response to specific situations. It is proposed that the 

behavioural component of exposure within a CBT package would 

facilitate this treatment goal. Little empirical evidence is currently 

available to support this hypothesis. 

It is likely that CBT effects therapeutic gains through a number 

of interactive processes, and that no one mechanism is able to 



independently and adequately account for therapeutic change. 

Clearly however, well designed research investigating such 

mechanisms is essential in order to develop increasingly effective 

treatment programmes. 

4.4 The process of change in Cognitive Therapy 
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Despite the lack of unanimous agreement towards the 

mechanisms of action associated with the success of CBT, much 

research suggests a role of dysfunctional attitudes and beliefs in 

bulimia nervosa (Fairburn, 1986). Given the importance of these 

constructs it is deemed important to investigate the process by which 

these may change. 

Persons (1993) proposes two competing models of change in 

cognitive therapy. The Schema Change (SC) model proposes that 

Cognitive-Behavioural Treatment helps patients by teaching them 

that their central underlying attitudes and beliefs are distorted 

and/ or dysfunctional (Beck, Rush, Shaw & Emery, 1979). A further 

model to explain the process of cognitive therapy is that of 

Compensatory Skills model (CS) (Barber and DeRubeis, 1989). This 

model proposes that cognitive therapy (CT) helps clients by 

providing them with cognitive and behavioural skills which they can 

use when they encounter negative emotional states or stressful 

situations. Patients learn skills in therapy (e.g., the ability to 

examine available evidence and test cognitions, the ability to relax). 

These two models differ in the prediction about the timing of 

attitude (schema) change and in the generality of skills taught in 

cognitive therapy (Persons, 1993). The compensatory skills model 
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predicts that schema change does not occur in short-term focused 

cognitive therapy, it occurs later following repeated applications of 

the learned (compensatory) skills. The schema change model 

however, predicts that schema change occurs during brief cognitive 

therapy. In terms of generality, the CS model proposes that patients 

learn general skills in therapy (e.g., the ability to examine available 

evidence to test cognitions about a distressing situation) whereas the 

SC model proposes that patients modify salient dysfunctional 

schema. 

Figure 4.4 illustrates the differential predictions of the two 

models in terms of the experience of dysfunctional cognitions both 

pre- and post-treatment. 

Given a salient stressful experience, schema activation occurs 

followed by dysfunctional cognitive products (automatic thoughts). 

The themes of these products are thought to be indicative of "deeper" 

cognitive structures (schema). The Schema Change model predicts 

that an initially high frequency of dysfunctional thoughts will 

decrease across cognitive therapy. The Compensatory Skills model 

predicts that the frequency of dysfunctional thoughts at both pre

and post-treatment will be similar, however a patient will be able to 

compensate for dysfunctional primary appraisals by implementing 

learned skills. 



FIGURE 4.4 The effects of cognitive therapy predicted by the 

compensatory skills and schema change models. 

Schema 
activation 

I 

Pre-treatment 

Source: Persons, 1993 p. 126. 

I 

Post-treatment 

Compensatory 
skills model 

Schema change 
model 

44 

It is important to note that the CS model and the SC models 

are not mutually exclusive. The models might combine to produce 

therapeutic gains. Person (1993) concludes ... " it is possible that some 

patients may benefit from cognitive therapy by learning 

compensatory skills and others may benefit by acquiring 

disconfirming evidence" ....... "A single patient may learn 

compensatory skills to cope with one defective schema but might 

actually modify another problematic schema" (p.134). 



CHAPTER FIVE: SUMMARY OF LITERATURE REVIEW AND 

INTRODUCTION TO CURRENT STUDY 
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A review of the literature suggests that bulimia nervosa is a 

chronic and intensely distressing disorder that may affect up to 

three women in one hundred. Estimates of sub-clinical forms of 

eating pathology suggest many women may experience symptoms 

of this disorder. Research suggests that the cognitive factors 

associated with the eating disorder bulimia nervosa are numerous. 

Many of these factors have been documented in anecdotal accounts 

and in clinical case studies. The inclusion of bulimia/ bulimia 

nervosa in the dominant American psychiatric classificatory 

system, (DSM-III, DSM-III-R, DSM-IV; American Psychiatric 

Association, 1980, 1987, 1994) led to a dramatic increase in 

empirical research into the disorder. Much of this empirical 

research focused on the identification and elaboration of cognitive 

factors proposed to accompany the disorder. The most commonly 

applied methodology for investigating cognitive features 

associated with bulimia nervosa are structured self-report 

questionnaires (endorsement methods). 

These methods have, without doubt, been useful in the 

identification of numerous cognitive features associated with 

bulimia/bulimia nervosa. Recently however, literature from the 

field of cognitive theory has suggested that endorsement methods 

suffer from several limitations. In addition, cognitive theorists 

have suggested alternative methodological procedures for 

investigating such phenomenon. It has been suggested that 

recording methods, production methods and sampling methods are 

more sensitive measures of cognitive features. These methods 



have been proposed to address the difficulties inherent in the 

retrospective and recognition-based structured self-report 

questionnaires. 
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There is a paucity of research comparing the strengths and 

weaknesses of alternative research methodologies in the 

investigation of cognitive factors, particularly in the area of eating 

disorders. 

Cognitive-Behavioural therapy is currently one treatment for 

patients with bulimia nervosa and little is known about what 

mechanisms underlie clinical change. A number of hypotheses have 

been proposed to account for the mechanism of change within a 

cognitive-behavioural model of treatment. It is likely that more 

than one mechanism underlies clinical improvement. The research 

consistently documents dysfunctional attitudes and beliefs as an 

important maintaining feature inherent in the disorder. This 

mechanism requires further study to support this hypothesis and to 

document associated processes of change. 



47 

, CHAPTER SIX: STUDY ONE 

The 1nain aims of this exploratory pilot study were 

firstly, to describe cognitions that occur in women with bulimia 

nervosa and secondly, to investigate if alternative methods for 

gathering cognitions are more sensitive than the traditional 

endorsement methods. A third aim was to specifically investigate 

if dysfunctional attitudes and beliefs are modified following the 

short term, focused cognitive-behavioural treatment programme. 

A final aim was to determine if bulimic symptomatology was 

associated with an individuals beliefs and attitudes towards 

eating, control and food. With these aims in mind, the following 

hypotheses were proposed. 

6.1. Hypotheses 

It was hypothesised that during a salient stressful situation (a 

laboratory task, involving food consumption, with subsequent 

purging precluded) .... 

1. That women with bulimia nervosa will demonstrate a number 

of dysfunctional cognitions. 

2. That the cognitions of these women will be modified (become 

less evident, less dysfunctional) over the course of a 12 week 

out-patient Cognitive-Behavioural Treatment programme. 

3. That data obtained from a recording methodology (concurrent 

verbalisation during the experimental task) will be a more 



48 

sensitive measure of cognitive factors than a structured self

report questionnaire (endorsement method). 

4. That there will be a relationship between dysfunctional beliefs 

and bulimic psychopathology. 

6.2. Subjects 

Three female subjects with a DSM-III-R diagnosis of bulimia 

nervosa were investigated (American Psychiatric Association, 

1987). These subjects were participants in an outpatient cognitive

behavioural treatment programme. The programme received 

ethical approval from the Canterbury Area Health Board Ethics 

Committee and the University of Canterbury Ethics Committee. 

Participation in this study was voluntary and recruitment to the 

treatment trial was community based. 

Most subjects were self-referred. Exclusion criteria for the trial 

and this study were current, psychosis, severe suicidal ideation, 

depression, anorexia nervosa, bipolar I disorder, obesity (as 

defined by BMI greater than 30), significant medical illness 

affecting the eating disorder, or current medications affecting the 

eating disorder (for example anti-depressants). 

6.3 Measures 

Information was obtained on demographic and background 

features including age, weight, height, years in full-time education, 

marital status, living arrangements etc. In addition, each woman 

completed a structured self report questionnaire; the Bulimia 

Cognitive Distortions Scale (Schulman, Kinder, Powers, Prange & 



Gleghorn, 1986), which measures irrational beliefs and cognitive 

distortions associated with bulimia nervosa. This scale was 

administered both before and after the clinical treatment 

programme. 
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Women participating in this study also reported frequency of 

binge and purge (vomiting) behaviour over a two week period. 

This was to be recorded at a pre-treatment and post-treatment 

interview. 

A fourth measure required subjects to "think aloud" 

(concurrent verbalisation) during a stressful behavioural task. 

This procedure was to be conducted twice, once prior to 

undergoing the cognitive-behavioural treatment programme and 

then following completion of the trial. 

6.4. Materials 

The Bulimia Cognitive Distortions Scale (BCDS; Schulman 

et al . 1986) is a 25 item scale which was developed to measure 

irrational beliefs and cognitive distortions associated with bulimia 

(see Appendix A). It is reported to have excellent internal 

consistency with high item to total correlation and a coefficient 

alpha of .97. It is also reported to display adequate convergent and 

divergent validity (Schulman et al . 1986). Factor analysis has 

revealed two clear factors measuring cognitive distortions related 

to automatic eating behaviours and to physical appearance. 

The behavioural task involved subjects encountering their 

previously identified high risk foods in a laboratory situation. 
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The wmnen were instructed to eat as much of the food as they 

could. During this task the subjects were asked to "think aloud" 

and their thoughts were audio-taped for later analysis and coding. 

6.5. Procedure 

A standardised procedure was used. Following the initial 

diagnostic interview, conducted by a Clinical Psychologist or a 

Psychiatrist, subjects completed the BCDS. In the week prior to the 

session involving the behavioural task, the procedure was 

explained to the subjects. All of the sessions were conducted in the 

morning. To briefly summarise the procedure (the full protocol for 

the assessment of study one is documented in Appendix B), subjects 

were given an overview of the session and measures and began a 

ten minute relaxation period*. During this time subjects practised 

the thinking aloud method of reporting their thoughts. When 

subjects felt comfortable that they understood the "thinking aloud" 

protocol, an audio-recorder was turned on to collect any verbalised 

thoughts that occurred during the session. Following the 

relaxation period, three food types (that were previously identified 

by the subject as high risk foods) were placed on a tray on the 

subject's knee. The subject was instructed to eat as much of the 

food as she could and to let the researcher know when she was 

finished. The woman was reminded that she was asked not to 

purge (vomit) either during the session or for following 2 and a half 

hours. The subject was reminded to continue to immediately 

report any thoughts that "popped" into her mind. 

*During the session as part of an unrelated study all subjects were attached to an automated blood pressure 
recording device whicfi automatically measured their heart-rate and blood pressure every two-three 
minutes. They were also asked to rate their anxiety and subjective feeling of "fatness" as well as urges to 
binge, purge and restrict on an eight point likert scale . The procedures for these measurements are included 
within the session protocols (see Appendix B and C), however they are not part of the current study. 



When each woman announced she had eaten enough, the 

researcher removed the food from the laboratory and thoughts 

were recorded until a standardised time passed (30 minutes after 

the presentation of the food). 

6.6. Results 
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During the behavioural task, all three subjects became 

intensely distressed. The researcher and one senior clinical 

psychologist observed all the subjects during the experimental 

procedure. Eliciting thoughts concurrently appeared to access 

intense associated affect. On consultation with supervisors it was 

decided that the methodological procedure was inappropriate 

particularly given that the subjects had yet to learn and master 

cognitive-behavioural coping strategies. 

The following is a summary of demographic information of 

the three women who participated in the first part of this study. 

The age of these subjects ranged from 19 to 23 years, with a mean 

of 20.7 ± 2.1 years. All of the women identified as Pakeha and 

reported leaving school at the age of 17, following 12 years of 

education. All three women were currently employed. The age of 

their first objective binge ranged from 14 to 18 years, with a mean 

of 16.0 ± 2.0 years. The age of onset of regular bingeing ranged 

between 14-19 years, with a mean of 16.3 ± 2.5 years. In terms of 

current symptomatology, the women reported a range of 1 to 10 

episodes of binge eating in the last two weeks (mean = 5.7 ± 4.5). In 

addition, the three women reported a range of 0-6 episodes of 

purging behaviour in the last two weeks (mean = 3.7 ± 3.2). 
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The womens scores on the BCDS ranged from 86 to108, with 

a mean of 97 ± 15.6 (one women did not complete the scale). The 

scores of these women on this scale were around the mean (M = 

89.9, SD = 17.2) for women with a current diagnosis of bulimia 

(Schulman, Kinder, Powers, Prange & Gleghorn, 1986). These 

scores indicate the presence of maladaptive beliefs. 



CHAPTER SEVEN: STUDY TWO 

7.1 Introduction 

This study was developed in order to modify the 

methodological procedure of study one. 
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The main aims of this exploratory study are identical to the 

first study. They are to describe cognitions that occur in women 

with bulimia nervosa and to investigate if alternative methods for 

gathering cognitions are more sensitive than the traditional 

endorsement methods. A third aim was to investigate if 

dysfunctional attitudes and beliefs are modified following the short 

term,focused cognitive-behavioural treatment programme. A 

further aim was to determine if bulimic symptomatology was 

· associated with an individuals' dysfunctional beliefs and attitudes 

towards eating, control and food. An additional aim of this study 

was to develop the methodological procedure to gather cognitions 

while minimising any distress experienced by the participating 

women. With these aims in mind, the following hypotheses were 

proposed. 



7.2. Study Two: Hypotheses 

It was hypothesised that during a salient stressful 

situation (a laboratory task, involving food consumption, with 

subsequent purging precluded): 

1. That women with bulimia nervosa will demonstrate a number 

of dysfunctional cognitions. 
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2. That the cognitions of these women will be modified (become 

less evident, less dysfunctional) over the course of a 12 week 

out-patient cognitive-behavioural treatment programme. 

3. That data obtained from a production methodology (thought 

listing immediately following the experimental task) will be a 

more sensitive measure of cognitive factors than a structured 

self report questionnaire (endorsement method). 

4. That there will be a relationship between dysfunctional beliefs 

and bulimic psychopathology. 

7.3. Subjects 

Eighteen subjects with a DSM-III-R diagnosis of bulimia 

nervosa were investigated (American Psychiatric Association, 

1987). These subjects were participants in an outpatient cognitive

behavioural treatment trial. The programme received ethical 

approval from both the Canterbury Area Health Board Ethics 

Committee and the University of Canterbury Ethics Committee. 

Participation in this study was voluntary and recruitment to the 
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treatment trial was community based and most subjects were self

referred. Exclusion criteria was outlined in the previous section. 

7.4 Measures 

Information was obtained on demographic and background 

features including age, weight, height, years in full-time education, 

marital status, living arrangements etc. In addition, each woman 

completed a structured self report questionnaire; the Bulimia 

Cognitive Distortions Scale (Schulman, Kinder, Powers, Prange & 

Gleghorn, 1986), which measures irrational beliefs and cognitive 

distortions associated with bulimia nervosa. This scale was 

administered both before and after the clinical treatment 

programme. 

Women participating in this study also reported frequency of 

binge and purge (vomiting) behaviour over a two week period. 

This was to be recorded at a pre-treatment and post-treatment 

interview. 

A fourth measure required the women to recall any thoughts 

that occurred to them during the behavioural task. Immediately 

following the task, the women were prompted to verbalise any 

thoughts they could recall occurring during the task. This 

procedure was conducted twice, once prior to undergoing the 

cognitive-behavioural treatment programme and then following 

completion of the treatment programme. 
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7.5. Materials 

The Bulimia Cognitive Distortions Scale (BCDS; Schulman 

et al. 1986) was described in detail in study one (see also Appendix 

A). 

The behavioural task involved subjects encountering their 

previously identified high risk foods in a laboratory situation. 

Following a period of relaxation, each woman was presented with 

three types of food placed on a tray~ . Then the women were 

instructed to eat as much of the food as they could, keeping in mind 

they were not permitted to purge, either during the session or for 

the following two and a half hours. Following this session 

subjects were asked to verbalise any thoughts they could recall 

occurring during the task. These retrospective verbalisations were 

audio-taped for later coding and analysis. 

7.6. Procedure 

As with the first study, a standardised procedure was used. 

Following the initial diagnostic interview, conducted by a clinical 

psychologist or psychiatrist, subjects c01npleted the BCDS. In the 

week prior to the session involving the behavioural task, the 

procedure was explained to the subjects. All of the sessions were 

conducted in the morning. To summarise the procedure briefly, 

(the full protocol for the assessment of Study Two is documented 1n 

Appendix C) subjects were given an overview of the session and 

measures and then began a ten minute relaxation period. 

~ The foods were selected from a list of high risk foods reported by each 
woman in a previous interview. 
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Follovving the relaxation period, three food types were placed on a 

tray on the subjects knee*. Each woman was instructed to eat as 

much of the food as she could and to let the examiner know when 

she was finished. The subject was reminded that she was asked not 

to purge either during the session or for the following 2 and a half 

hours. When each woman announced she had eaten enough, the 

researcher removed the food from the laboratory and the 

physiological measures were recorded until a standardised time 

passed (30 minutes after the presentation of the food). 

In the initial session overview subjects were instructed to 

attempt to focus on and be aware of thoughts that occur to them 

throughout the session. They were advised that at the end of the 

session, the researcher would remind them of certain points during 

the session and ask them to verbalise any thoughts that were going 

through their minds at that time. The researcher proceeded to 

encourage the subject to recall any thoughts that occurred to them 

during several standardised points of the session. The researcher 

was permitted to prompt the subject to "say more" about any 

elicited thoughts. The thoughts were recorded onto audio-tapes 

and were subsequently transcribed, broken down to meaning units 

and coded. 

*During the session as part of an unrelated study all subjects were attached to an automated 
blood-pressure recording device which measured their heart-rate and blood pressure every 
two-three minutes. They were also asked to rate their anxiety and subjective feeling of 
"fatness" as well as urges to binge, purge and restrict on an eight point likert scale . The 
procedures for these measurements are included within the session protocols (see Appendix B 
and C), however they are not part of the current study. 
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Procedures adopted from grounded theory were applied to 

develop a coding system (see Strauss and Corbin, 1990). This 

qualitative research approach begins with an area of study 

(cognitive factors associated with bulimia nervosa) and allows 

what is relevant to that area to emerge (Strauss & Corbin, 1990). 

Initially all the verbalised thoughts were transcribed verbatim. 

Following this, the data were conceptualised, that is, the data 

were broken down into discrete meaning units. A post-graduate 

psychology student independently rated eleven pages of transcripts 

(25% ). The rater was blind to whether the transcripts were 

generated from either a pre- or post-treatment assessment. The 

interrater reliability was found to be adequate, (.83). 

In order to develop a coding system, the meaning units 

( conceptualised data) were then grouped together to form 

categories. These categories were developed through an ongoing 

process of attempting to code the meaning units of five pre- and 

post-test transcripts into existing categories. Meaning units that 

could not be coded into existing categories required subsequent 

modification of the coding categories, and thus development of the 

coding system. After seven revisions the coding system was 

completed and the meaning units of all ten pre- and post-treatment 

transcripts were coded (see Appendix D). Following this, nine 

pages (25%) of the condensed meaning units were independently 

rated by a post-graduate clinical psychology student. This rater 

was also blind to whether the transcripts were generated from 

either a pre- or post-treatment assessment. The interrater 

agreement was found to be adequate (.81). 



7.6 Results 

7.6.a. Subject Characteristics: Treatment Completers 

Ten of the original eighteen subjects completed the full 12 

week treatment programme and were subsequently reassessed. 
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The results reported here relate to the women who completed the 

full programme (n=l0). The age of the subjects ranged between 

19-30 years, with a mean of 23.8 ± 3.9 yr. Years of education 

ranged from 10 to 17 years with a mean of 12.5 ± 1.9 yr. The women 

within this group identified their ethnicity predominantly as Pakeha 

(90%), however one women identified as Maori (10%). In terms of 

employment, five (50%), of the women were engaged in some form 

of paid employment; three (30%) were full-time students; one (10%) 

woman was unemployed and one (10%) was a hmnemaker. The 

women lived in a variety of environments. Three wmnen (30%) 

lived with their partners, either with or without children; two 

women (20%) lived with flatmates, and one woman lived as a solo 

parent (10%), alone (10%) and with parents (10%) respectively. 

Two women did not respond to this question. The age of first 

objective binge ranged between 16-27 years with a mean of 19.1 ± 

3.5 yr. The age of onset of regular bingeing ranged between 16-30 

years, with a mean of 20 ± 4.1 yr. 

7.6.b. Subject Characteristics: Treatment Non-Completers 

Eight women withdrew from the treatment programme and 

this study. The age of these women ranged between 17 to 28 years, 

with a mean of 20.4 ± 4.4 years. Seven of the women (87.5%) 

identified as Pakeha and one woman (12.5%) identified as Maori. 
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Three women (37.5%) were currently students, three (37.5%), were 

currently employed, one woman (12.5%) was unemployed and one 

(12.5%) was a home-maker. The age of the women at the time of 

their first binge ranged from 14 to 23 years, with a mean of 17.9 ± 

3.8 years. The age of the women at the onset of regular binge

behaviour ranged from 14 to 23 years, with a mean of 18.4 ± 3.8 

years. At the pre-treatment interview, these women reported a 

range of 2 to 17 objective binge episodes in the last two weeks (M = 

8.8, SD = 5.8). In addition, they reported a range of 4 to 20 

episodes of vomiting in the last two weeks (M = 13.5, SD = 7.4). 

7.6.c. Comparison of Treatment Completers and Non-Completers 

There 1,vas no difference between women who completed 

treatment and those who withdrew from the programme, on age, 

[completers 23.8 (3.97); non-completers 20.4 (4.37): F= (1, 17) = 1.86; 

p = .18]; years of education, [completers 12.5 (1.9); non-completers 

11.8 (1.3): F= (1,17) = .91; p = .35]; age of first binge, [completers 

19.1 (3.44); non-completers 17.9 (3.83): F= (1,17) = .51, p = .49; age of 

onset of regular binge behaviour, [completers 20 (4.14); non

completers 18.4 (3.78): F = (1,17) = .74, p = .40; frequency of binge 

episodes over the previous two weeks (prior to treatment), 

[completers 11.2 (6.4); non-completers 8.8 (5.83): F = (1,17) = .71, p = 

.41]; or frequency of purge (vomiting) episodes over the previous 

two 1,veeks (prior to treatment), [completers 11.1 (7.72); non

completers 13.5 (7.43): F= (1,17) = .44, p = .52]. There was also no 

difference on scores on the BCDS between the women that 

completed the treatment programme and women that did not 

con1plete the programme [completers 90.9 (10.3); non-completers 

92.9 (12.0):_E(l,17) = .14, p = .71]. 
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7.6.d. Verbalised Thoughts 

Table 7.6.1., and Table 7.6.2. show the frequency of thoughts 

in each of the twenty-one categories, pre and post-treatment, 

respectively. 



Table 7.6.1: The Frequency Of Verbalised Thoughts In Each 
Category, Pre-Treatment. 

C t a egones S b' t u 'Jee s 
Sl S2 S3 S4 S5 S6 S7 S8 

1 Proactive Planning 1 0 1 2 0 1 2 2 

2 Emotional/ physical 2 6 7 3 1 2 5 5 
responses-Negative 

3 Emotional/ physical 0 0 0 0 0 0 0 0 
responses-Neutral 

4 Emotional/ physical 3 4 2 3 1 3 2 2 
responses-Positive 

5 Perceived control over 2 0 4 3 2 0 0 0 
eating-Low 

6 Perceived control over 1 1 0 0 0 0 0 0 
~ating-High 

7 Perceived control over 1 0 0 2 0 0 0 0 
eating-Unsure 

8 Coping Strategies 9 2 2 2 4 2 0 1 
-Maladaptive 

9 Coping Strategies 0 2 3 1 0 0 1 0 
-Adaptive 

10 Food Evaluation 1 0 0 0 0 0 0 1 
-Negative 

11 Food Evaluation-Neutral 2 0 0 0 0 0 0 0 

12 Food Evaluation-Positive 0 2 1 0 1 0 1 1 

13 Thoughts -Body weight 0 0 3 0 0 1 2 0 
size-Overestimation 

14 Thoughts- Body weight 0 0 0 0 0 0 0 0 
size-Realistic 

15 Perceived Evaluation 2 0 0 0 7 0 0 0 

16 Other Thoughts about 2 1 3 7 6 4 2 2 
Bingeing/ purging, etc. 

17 Thoughts (not related 0 0 0 0 2 0 0 4 
to food) 

18 General Beliefs 8 1 1 3 3 4 4 0 
-Maladaptive 

19 General Beliefs -Neutral 1 0 0 0 0 0 0 0 

20 General Beliefs Adaptive 0 0 0 0 0 0 0 0 

21 Mental State while 1 0 0 0 1 0 0 0 
Bingeing 

Coded Verbalised Thoughts 36 19 27 26 28 17 19 18 
Pre-treatment- TOT AL 
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S9 S10 Total 

2 4 15 

7 4 42 

0 0 0 

2 3 25 

1 0 12 

1 0 3 

0 0 3 

1 2 25 

1 0 8 

0 0 2 

0 1 3 

1 1 8 

0 0 6 

0 0 0 

0 4 13 

1 3 31 

0 0 6 

3 1 28 

0 0 1 

0 0 0 

1 0 3 

21 23 234 



Table 7.6.2: The Frequency Of Verbalised Thoughts In Each 
Category, Post-Treatment. 

Categories Subjects 

S1 S2 S3 S4 S5 S6 S7 S8 

1 Proactive Planning 1 0 1 2 0 2 0 0 

2 Emotional/ physical 0 0 0 2 0 4 0 3 
responses-Negative 

3 Emotional/ physical 0 1 0 3 0 1 1 1 0 .L 

responses-Neutral 
4 Emotional/ physical 4 7 4 4 0 2 2 2 

responses-Positive 
5 Perceived control over 0 0 4 0 0 1 0 0 

eating-Low 
6 Perceived control over 3 1 0 2 1 0 0 1 

eating-High 
7 Perceived control over 0 0 0 0 0 0 0 0 

eating-Unsure 
8 Coping Strategies 0 0 1 0 0 2 0 0 

-Maladaptive 
9 Coping Strategies 0 8 0 8 3 4 1 1 

-Adaptive 
10 Food Evaluation Negative 0 0 0 0 0 0 0 2 

11 Food Evaluation-Neutral 0 0 0 1 0 0 0 0 

12 Food Evaluation-Positive 1 2 0 2 1 0 1 1 

13 Thoughts about Body 0 0 0 0 0 4 0 0 
weight/ size-Overest 

14 Thoughts about Body 0 0 0 0 0 4 1 0 
weight / size-Realistic 

15 Perceived Evaluation 0 0 0 0 0 0 0 0 

16 Other Thoughts about 1 3 3 2 2 1 1 4 
Bingeing/ purging, etc. 

17 Thoughts (not related 8 0 0 1 1 1 2 4 
to food) 

18 General Beliefs 0 1 1 0 0 0 0 0 
-Maladaptive 

19 General Beliefs-Neutral 1 0 1 1 0 0 0 0 

20 General Beliefs Adaptive 4 2 3 3 5 0 3 2 
21 Mental State while 0 0 0 0 0 0 0 0 

Bingeing 
Coded Verbalised Thoughts 31 25 18 31 13 26 12 21 
Post-treatment TOTAL 
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S9 S10 Total 

2 1 9 

7 1 17 

0 1 16 

2 7 34 

1 1 7 

1 1 10 

0 0 0 

1 0 4 

1 2 28 

0 0 2 

0 0 1 

1 2 11 

0 0 4 

0 0 5 

0 0 0 

1 0 18 

0 0 17 

3 0 5 

0 0 3 

0 2 24 
0 0 0 

20 18 215 



A one-way analysis of variance (for repeated measures) 

showed that there was no significant difference between the 

frequency of verbalised thoughts at pre and post treatment, 

E(l,19)=.49, J2=.50, ( See Table 7.6.3. for means and standard 

deviations). 

64 
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Table 7.6.3. Means And Standard Deviations Of Verbalised 
Thoughts At Pre-Treatment And Post-Treatment. 

Category Pre-treahnent Post-treahnent 

Mean so Mean SD 

1 Proactive Planning 1.5 1.2 0.9 0.9 
2 Emotional/physical 4.2 2.2 1.7 0.3* 

responses-Negative 
3Emotional/ physical 0.0 0.0 1.6 2.4 

responses-Neutral 
4 Emotional/physical 2.5 0.9 3.4 2.3 

responses-Positive 
5 Perceived control over 1.2 1.5 0.7 1.3 

eating-Low 
6 Perceived control over 0.3 0.5 1.0 0.9* 

eating-High 
7 Perceived control over 0.3 0.7 0.0 0.0 

eating-Unsure 
8 Coping Strategies 2.5 2.5 0.4 0.7* 

-Maladaptive 
9 Coping Strategies 0.8 1.0 2.8 3.0 

-Adaptive 
10 Food Evaluation 0.2 0.4 0.2 0.6 

-Negative 
11 Food Evaluation 0.3 0.7 0.1 0.3 

-Neutral 
12 Food Evaluation 0.8 0.6 1.1 .74 

-Positive 
13 Thoughts about 0.6 1.1 0.4 1.3 

Body weight and size 
-Overestimation 

14 Thoughts about 0.0 0.0 0.5 1.3 
Body weight and size 
-Realistic 

15 Perceived Evaluation 1.3 2.4 0.0 0.0 

16 Other Thoughts about 3.1 2.0 1.8 1.2 
Bingeing / purging, 
weight,eating, food etc. 

17 Thoughts about other 0.6 1.4 1.7 2.5 
situations (not related 
to food etc.) 

18 General Beliefs 2.8 2.3 0.6 1.0* 
-Maladaptive 

19 General Beliefs 0.1 0.4 0.3 0.5 
-Neutral 

20 General Beliefs 0.0 0.0 2.4 1.6* 
-Adaptive 

21 Mental State while 0.3 0.7 0.0 0.0 
Bingeing 

Total Verbalised Thoughts 23.1 5.7 21.4 6.7 



7.6.e. Analysis of Treatment Effects: Thought Production 

Methodology 
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In order to investigate a possible treatment effect across the 

twenty-one categories, analysis of variance ( for repeated 

measures) was performed (see Appendix D, for a full key to the 

categories). There were significant results in several of the 

categories. 

In Category two (Negative emotional and physical 

responses) there was a significant difference between the frequency 

of verbalised thoughts across pre- and post-treatment, F(l,19) = 

7.98, 12 = .02. The women verbalised fewer thoughts about 

negative emotional and physical responses to the session and the 

food at the post-treatment assessment. Examples of verbalised 

thoughts in this category were ... "It was awful to see the food", "I 

felt anxious around the food", "I felt really sick, just seeing the 

food". 

Analysis of category six (Perceived control over eating-high) 

also indicated a significant result, E(l,19) = 7.23, 12 = .02. The 

women reported more thoughts about feeling in control at the post

treatment assessment than at the pre-treatment assessment. 

Examples of verbalised thoughts in this category "I felt in control 

while I was eating", ... "It was different to the first time, I was in 

control of the food, it wasn't in control of me". 

There were significant differences between the frequency of 

verbalised thoughts pre- and post-treatment in category eight 

(maladaptive coping strategies), F(l,19) = 5.93, 12 = .04). The 
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women reported significantly more maladaptive coping strategies 

at the pre-treatment assessment than at the post-treatment 

assessment. Maladaptive coping strategies, included reported 

thoughts about how to control eating behaviour and cope with the 

session. Examples of thoughts/ strategies which were coded as 

maladaptive were ... "I deliberately avoided foods that would make 

me want to purge", "I only ate safe foods", "I only stopped eating 

because another person was present", "Getting the food removed 

was how I stopped eating", ... " I know I can't purge in the session, 

so I'll restrict". 

Category eighteen (maladaptive beliefs about weight, 

eating, control, food), F(l,19) = 7.31, 12 = .02 also demonstrated a 

significant result. The women reported significantly fewer 

maladaptive beliefs about weight, eating, control and food at the 

post-treatment assessment than at the pre-treatment assessment. 

Examples of verbalised thoughts coded as maladaptive beliefs were 

.... "I can look at food and know I'm going to lose control", ... "I can 

never leave food even if I'm full", ... "If I ate even a bite of the food, 

.. .I would binge", ... "I f I eat certain foods a binge is inevitable", 

... "I'm out of control when I binge", ... "The smell alone can cause 

me to binge". Not surprisingly, analysis of category twenty 

(Adaptive beliefs about weight, eating, food etc.), also 

demonstrated a significant result, E(l,19) = 23.14, 12 = .001. The 

women verbalised significantly more adaptive beliefs at the post

treatment assessment than at the pre-treatment assessment. 

Thoughts coded into this category included ... " I don't have to eat 

food just because it's there", ... "Food is no big deal, It's just 

something you use to fill you up and give you energy", .... "Binge 

foods in moderation are OK", ... "Everybody overeats sometimes 



it's no big deal", ... "I know I'm not going to get fat from eating 

this", .... ''I'm in control of eating". 
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Analysis of the remaining categories indicated there was no 

significant difference between frequency of verbalised thoughts, pre 

and post-treatment in a number of categories. These included 

Proactive planning (category 1), F(l,19) = 2.25, 12-= .17 (see Table 

7.6.3. for means and standard deviations); Neutral emotional and 

physical responses (3), F(l,19) = 4.40, 12 = .07; Positive emotional 

and physical responses (4), E(l,19) = 2.92, 12 = .12; Low perceived 

control over eating (5), F(l,19) = 1.4, 12 = .27; Unsure of perceived 

control over eating (7), F(l,19) = 1.98, 12 = .19; Adaptive coping 

strategies (9), E(l,19) = 4.29, 12 = .06; Negative food evaluation (10), 

F(l,19) = 0.0,--12 = ns; Neutral food evaluation (11), F(l,19) = .64, 

12 = .44; Positive food evaluation (12), F(l,19) = 1.33, 12 = .28; 

Overestimation of body size (13), E(l,19) = .17, 12 = .69; Realistic 

evaluation of body size (14), F(l,19)=1.55, p= .24; Perceived 

evaluation (15), F(l,19)=2.92, p=.12; Other thoughts about eating 

(16),_E(l,19) = 2.9, 12 =.12; Thoughts unrelated to eating (17), E(l,19) 

= 1.85, 12 = .21; Neutral beliefs about food, bulimia, control (19), 

E(l,19) = 2.25, 12 = .17; and Mental state while bingeing E(l,19) = 

1.98, 12 = .19. 

7.6.f. Results -Bulimia Cognitive Distortion Scale 

The women's scores on the BCDS ranged from 72 to 105 (M= 

90.9, SD = 10.3). Nine of the scores (90%), were within one 

standard deviation of the expected mean for women with bulimia 

(reported at 89.9, see Schulman et al. 1986). One woman's score 

was within two standard deviations of this mean. As expected, 



women with bulimia nervosa reported a number of cognitive 

distortions at the pre-treatment assessment. 

7.6.g. Analysis of Treatment Effects: 
Bulimia Cognitive Distortion Scale 

In order to investigate a possible treatment effects across 

scores on the BCDS an analysis of variance (for repeated 

measures) was performed (see table 7.6.4., for subjects raw scores 

on the BCDS at pre and post-treatment). 

Table 7.6.4: Subjects raw scores on the BCDS at pre and 
post-treatment). 

BCDS BCDS 
score score 

SUBJECTS pre- post-
treatment treatment 

1 81 43 
2 72 39 
3 87 78 
4 105 46 
5 97 32 
6 87 61 
7 98 33 
8 99 31 
9 84 49 
10 99 80 
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There was a significant difference between the scores on the 

BCDS at pre- and post-treatment, [pre-treatment 90.9 (10.3); post

treatment 49.2 (18.1):F(l,19) = 38.72, p=.0002]. The significant 

reduction in BCDS scores across treatment indicated less 



endorsement (and strength of conviction) of irrational beliefs and 

cognitive distortions. This is a positive clinical result. 

7.6.h. Analysis between measures of outcome and scores on the 
BCDS and the maladaptive beliefs category of the 
verbalised thoughts. 
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At a pre-treatment and post-treatment intervievv the women 

reported the frequency of bingeing and vomiting in the previous 

two weeks. These behavioural measures of symptomatology were 

used as measures to determine the efficacy of the treatment. Table 

7.6.5. shows the frequency of bingeing and vomiting at pre- and 

post-treatment. 
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Table 7.6.5. Frequency of bingeing and vomiting at pre- and 
post-treatment . 

Subjects Frequency of bingeing frequency of purging 
in last two weeks (vomiting) 

in last two weeks 
Pre- Post- Pre- Post-
treatment treatment treatment treatment 

1 20 3 20 5* 
2 3 0 0 O• 
3 14 0 20 0• 
4 12 12 12 12* 
5 6 0 4 0• 
6 20 2 20 2e 
7 2 0 2 0• 
8 8 1 6 1• 
9 15 10 15 10* 
10 12 6 12 Ot 

* meet criteria for bulimia nervosa (post-treahnent) 
• no longer meet criteria for bulimia nervosa (post-treatment) 
t meet criteria for Eating Disorder Not Otherwise Specified 

Analysis of variance ( for repeated measures) showed there 

was a significant difference between the frequency of bingeing 

(over a two week period) between pre- and post-treatment, 

[frequency of binge pre-treatment 16 (6.40); frequency of binge post

treatment 3.4 (4.45): F = (1,19) = 15.28, p=.004]. This result indicated 

a significant decline in bingeing behaviour after treatment. There 

was also a significant difference between the frequency of vomiting 

between pre- and post-treatment, [frequency of vomiting pre

treatment 11.1 (7.7); frequency of vomiting post-treatment 3 (4.50): 

F = (1,19) = 11.65, p = .008]. Thus there was a significant decline in 

vomiting behaviour across treatment. 
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To relate pre- and post-treatment differences on the 

assessment devices, difference scores were computed for the 

BCDS, and the verbalised maladaptive beliefs and the symptom 

measures*. This was done in order to see to what extent changes 

in test scores are associated with changes in symptomatology. 

The correlation between the types of difference scores ranged 

from .20 to .64 (see table 7.6.6), reflecting an amount of variance 

explained ranging from a relatively small 4% to a more robust 41%. 

Table 7.6.6: Correlation Matrix, Indicating_ Strength Of Association 
Between Changes In Test Scores And Changes In 
Symptomatology 

Methods of Symptomatology 
Assessment Difference score 

BCDS -.64 
Difference score 

Maladaptive .25 
Verbalised 

Beliefs 
Difference score 

Analysis of variance (for repeated measures) were conducted 

to compare scores on the BCDS and the maladaptive and adaptive 

beliefs category of the verbalised thoughts with treatment success. 

Treatment success was defined as no longer meeting the diagnostic 

criteria for bulimia nervosa (DSM-III-R; American Psychiatric 

Association, 1987). There was no significant difference between the 

overall BCDS scores in women who no longer met the diagnostic 

criteria and those who remained symptomatic, F(l,8) = .68, p = ns. 

* The symptom difference score was calculated by subtracting the sum of the 
frequency of bingeing and purging post-treatment from the sum of 
bi_ngeing and purging pre-treatment. 
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There was also no significant interaction between pre- and post

treatment BCDS scores and treatment success, F(l,8) = .21, p = ns. 

Additional analysis, showed that there was no significant 

difference between the overall maladaptive belief scores in women 

who no longer met the diagnostic criteria and those who remained 

symptomatic, F(l,8) = 1.9, p = .21. There was also no significant 

interaction between pre- and post-treatment maladaptive belief 

scores and treatment success, F(l,8) = .44, p = .52. Finally, there 

was no difference between overall adaptive belief scores in women 

who no longer met the diagnostic criteria and those who remained 

symptomatic, F(l,8) = 1.9, p = .82. There was also no significant 

interaction between pre- and post-treatment adaptive belief scores 

and treatment success, F(l,8) = .05, p = .82. 
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7.7.1. General Discussion 

In terms of the first hypothesis, women with bulimia nervosa 

did demonstrate a number of dysfunctional cognitions. These were 

evident in results obtained on a structured self-report questionnaire 

(BCDS), and in a thought-listing procedure following a stressful, 

salient event. 

On the Bulimia Cognitive Distortion Questionnaire, women 

with bulimia nervosa endorsed and strongly agreed with a number 

of items which reflect somewhat dysfunctional beliefs and cognitive 

products. Women with bulimia nervosa tended to believe that; 

• bingeing and purging behaviours are beyond their control 

and inevitable, 

• their perceived appearance and weight determines their 

personal worth or value, 

• negative affect can cause a binge, 

• perceived evaluation towards them is of utmost 

importance. 

Not limited by the endorsement of predetermined items, an 

alternative methodology to gather the women's thoughts and 

beliefs (thought-listing, following a stressful event) was 

particularly useful in identifying a broad range of cognitions in 

women diagnosed with bulimia nervosa. 

In terms of a descriptive account, at the pre-treatment 

assessment, women with bulimia nervosa reported a number of 



distorted beliefs concerning food, control, weight and eating. 

These included beliefs that... 

0 Individual worth is determined by their weight, shape and/ or 

appearance. 
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• Bingeing on food is out of the control of the individual, and is 

inevitable if they are alone, depressed, angry, sad, lonely or if 

they have taken a bite of a "forbidden food". 

• Certain foods are dangerous, forbidden, hard and/ or fattening. 

• A binge is likely to occur at certain times in the day, and in certain 

situations ( for example the evening, when the individual is 

alone). 

• Vomiting compensates for bingeing. 

• Food that smells good can cause a binge. 

• When the individual binges or eats their body "blows up". 

• If one binges, one is a failure. 

The existence of these distorted beliefs is consistent with previous 

research (Butterfield & Leclair, 1988; Mizes, 1988a; Post & 

Crowther, 1985; Vanderheyden, Fekken & Boland, 1988; Zotter & 

Crowther, 1991). 

As well as these distorted beliefs, the women tended to report 

a number of maladaptive strategies for gaining control over eating 

and for coping with the situation in the pre-treatment assessment. 

Examples of dysfunctional strategies include getting the researcher 

to remove the food from the room, stopping eating because another 

person was present, avoiding eating "forbidden foods", avoiding 

eating an entire food type and concentrating on restricting, despite 

wanting the food. 
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All of the women experienced negative emotional responses 

to both the food and the situation at the pre-treatment assessment. 

The women reported that merely seeing the food was sufficient to 

evoke anxiety, fear and even dread. Several women also described 

feeling physically sick at the sight of the food. 

During the pre-treatment assessment three women described 

the phenomena of cognitive narrowing while bingeing, examples 

of their statements included "When I was bingeing the food just 

started going in and in and I blocked out everything", "When I was 

bingeing I was somewhere else and I was someone else, and then I 

came back to me and realised what I had done". These descriptions 

of one's mental state while bingeing tend to offer some support to 

the occurrence of cognitive narrowing within the "Escape from 

Self-Awareness Model", proposed by Baumeister and Heatherton 

(1991). These authors describe the phenomena of cognitive 

narrowing as a narrowing or filtering of cognitive attention. The 

individual escapes from aversive states (e.g. emotional distress) by 

focusing on the immediate present, sensations and stimuli, thus 

avoiding broad aversive thoughts and the implications of the 

behaviour. Heatherton and Baumeister (1991) proposed that this 

process (narrowing of attention) disengages inhibitions against 

eating, and fosters the uncritical acceptance of irrational beliefs. It 

was proposed that the phenomena of cognitive narrowing would 

be accompanied by factors such as restricted temporal focus, 

concrete thinking and immediate proximal goals. Previous 

research supports the existence of these factors in women with 

bulimia nervosa, (Fairburn & Cooper, 1987; Polivy & Herman, 

1987; Thompson et al., 1987), however this study did not investigate 

these factors at the time the women consumed the presented food. 
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Several women made internal and uncontrollable 

attributions regarding food consumption. Examples included "I 

can't stop myself after one bite", "I can look at food and know I'm 

going to lose control as soon as I take a bite" and "As soon as I had 

a bite I wanted to have all the rest". Interestingly, the women 

reported intense negative affect (self-loathing, guilt, etc.) following 

these attributions. These descriptions offer limited support for the 

abstinence violation effect described by Marlatt & Gordon (1985) 

and applied to bulimia nervosa by Ward, Hudson and Bulik (1993). 

These authors hypothesised that the cognitions (specifically, the 

type of attribution) which occur between a perceived initial lapse in 

eating behaviour and the onset of a bingeing are very important 

mediators of a relapse process. It was proposed that if the 

attribution for a lapse (eating some forbidden food) is viewed as 

internal and uncontrollable, the risk of a binge is increased. It is 

important to note that this phenomena was not investigated 

directly in this exploratory and descriptive study. Further well 

designed research is required to investigate this phenomena 

directly in order to examine the abstinence violation effect. 

With regard to the second hypothesis, the results indicated 

that there was a reduction of maladaptive cognitions across the 

Cognitive-Behavioural treatment programme. The scores on the 

BCDS were significantly lower at the post-treatment assessment 

than at the pre-treatment assessment. This result indicates that 

after treatment the women endorsed fewer maladaptive cognitions 

on this scale. Analysis of the coded verbalised thoughts also 

suggested a reduction in the frequency of maladaptive cognitions. 

The women reported significantly fewer maladaptive beliefs at the 

post-treatment assessment than at the pre-treatment assessment. 
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In addition, the ,vomen reported a significantly greater amount of 

adaptive beliefs at the post-treatment assessment than at the pre

treatment assessment. 

The third hypothesis, that the thought-listing methodology 

would provide a more sensitive measure of cognitive features (and 

subsequent modification) than a structured self-report 

questionnaire was not supported. Correlational analysis, 

conducted to assess to what extent changes in test scores are 

associated with changes in symptomatology indicated that a 

decrease in BCDS scores between pre- and post-treatment 

predicted 41% of the variance in pre- and post-treatment 

symptomatology. That is, they share a strong association. The 

same analysis indicated that a decrease in maladaptive beliefs 

across treatment (identified by the thought-listing procedure) 

predicted only 6% of the variance in pre- and post-treatment 

symptomatology. Thus, there was a stronger relationship between 

the BCDS and symptomatology difference scores than between the 

maladaptive verbalised beliefs and symptomatology difference 

scores . There are a number of reasons why this result may have 

occurred. Firstly, the BCDS asks the women to rate the 25 items 

on a 1 (strongly disagree) to 5 (strongly agree) scale, whereas the 

verbalised thoughts were coded only on frequency and not strength 

of belief. This means a subject can still endorse a belief at a post

treatment assessment on the BCDS scale, however a reduction in 

the strength of this endorsed belief will reduce the overall score and 

indicate change. Secondly, the BCDS asks subjects to rate the 

twenty-five presented general beliefs, whereas thought production 

requires individuals to generate their own beliefs, in a stressful, 

short period of time. 
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The categories used to code the verbalised cognitions were 

developed through grounded theory. Grounded theory, consists of 

a set of systematic procedures that aid a researcher to investigate a 

particular phenomenon. Concepts are inductively derived from an 

initial set of qualitative descriptions or transcripts. These are 

coded into rudimentary categories and developed by subsequent 

attempts at grouping m_ore qualitative data (Strauss & Corbin, 

1990). Through this procedure a progressive development of 

categories occurs. This process is extremely sensitive to patterns in 

the data and the value of the grounded theory approach is that it 

forces a researcher to remain close to the raw descriptive data and 

does not rely on theoretically preconceived structures to generate 

the data set (Strauss & Corbin, 1990). The use of this qualitative 

methodology may also be associated with a number of limitations. 

Major problems which may account for the lack of sensitivity on the 

verbalised thoughts procedure include; the possible unreliability of 

self-reports, the small numbers of participants (reducing power 

and generalisability), as well as the development of the categories 

which involves constant revision which may incur subtle biasing 

effects. 

Despite the low association between the difference scores on 

the thought-listing methodology and the differences in 

symptomatology at pre- and post-treatment across the women, it 

was noted in the study that the thought-listing methodology 

allowed individual differences in beliefs to emerge. This is 

consistent with the literature which suggests that the grounded 

approach yields access to aspects of human experience which are 

difficult to address with traditional approaches to psychological 

research (Rennie, Phillips & Quartaro, 1988). In addition, it has 



80 

been suggested that the grounded approach can provide rich 

descriptive information about individuals (Rennie, Phillips & 

Quartaro, 1988). Given the current limitations and strengths 

associated with grounded theory, further research may indicate a 

valuable role for these procedures in psychological investigation. 

Further, these techniques may be of value when combined with 

verbalisation of beliefs and in viva experiences to assist a patient 

to identify idiosyncratic beliefs and attitudes relevant to 

psychological dysfunction. This may be of particular use when 

treating an individual within a cognitive paradigm, which requires 

the identification of maladaptive cognitions to facilitate their 

subsequent modification (Beck, Rush, Shaw & Emery, 1979). 

The final hypothesis, that there would be a relationship 

between dysfunctional beliefs and bulimic psychopathology was 

supported by the result that changes in the BCDS scores and 

changes in bulimic symptomatology shared a strong association. 

This indicated that a decrease in the frequency (and strength of 

belief) was also associated with a decrease in bingeing and 

vomiting behaviour. Further analysis however, indicated that 

(despite a positive trend in the data) there was no significant 

difference between women who no longer met the diagnostic 

criteria and those who remained symptomatic on overall scores on 

the BCDS or the verbalised belief categories. There were also no 

interactions on these measures. One reason for this result may be 

that attitudes and behaviours may change at different rates in 

different people. It is possible that attitudes can shift before any 

observable changes in behaviour, or in fact that behaviour change 

can proceed attitude modification. A further reason for this result 

may be that demand characteristics lead the women to report what 



they thought they "should" report following the treatment 

programme rather than their actual thoughts. 
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Though the literature is unclear about how Cognitive

Behavioural treatment achieves therapeutic gains, the modification 

of dysfunctional attitudes concerning control, eating etc. occurred 

across this treatment programme. This decrease in the frequency 

(and strength) of belief was also associated with a decrease in 

bingeing and vomiting behaviour. However, this study did not 

determine whether attitudinal change is the underlying mechanism 

of action of CBT and/ or bulimic symptomatology. It indicated an 

association, which indicates attitude modification may be a 

consequence or correlate of behaviour change. 

The results also suggested that women who completed the 

treatment programme reported a significant perceived increase in 

control over eating. This result supports the proposal that an 

increase in self-efficacy for eating may be an underlying 

mechanism of change associated with the process of CBT (Wilson 

and Fairburn, 1993). That is, the individual experiences improved 

perceptions of control and coping in situations that involve food. 

This self-efficacy for eating may be the result of the women 

acquiring new skills for coping with difficult situations, such as 

relaxation, problem solving, challenging cognitions, or it may be 

due to previous experiences of success and mastery in similar 

situations. This result, while subject to limitations in 

generalizability, (e.g. small sample size) is consistent with the 

findings reported by Schneider and O'Leary (1986), (cited in Wilson 

& Fairburn, 1993). As with the modification of beliefs and 
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attitudes, an increase in self-efficacy for eating may also be a 

consequence or correlate of behaviour change, rather than causal. 

The results of this study support previous research which 

consistently suggests that maladaptive or dysfunctional beliefs and 

attitudes play a role in eating disorders (Fairburn, 1986). Though 

the specific role has yet to be clarified, the process of attitudinal 

change in CBT can be explored. Persons (1993) proposed two 

models of change to account for the modification of attitudes over a 

cognitive treatment package. These are the Schema Change (SC) 

model and the Compensatory Skills (CS) model. According to 

Persons (1993), the SC model proposes that CB treatment helps 

patients by teaching them that their central underlying attitudes 

and beliefs are distorted and dysfunctional. This model predicts 

that dysfunctional schema (or beliefs and attitudes) are modified 

during cognitive therapy. The CS model however, proposes that 

schema change does not occur during the short-term focused 

treatment. This model proposes that schema change occurs after 

repeated applications of compensatory skills which are learned in 

cognitive therapy. Persons (1993) also suggested that the two 

models might combine to produce therapeutic gains. 

The results of this study support the occurrence of both 

processes. As previously discussed, there was a reduction in 

dysfunctional beliefs (or schema) reported by the women 

immediately following the termination of treatment. This result 

supports the prediction made by the Schema Change model. In 

addition, the women described a significantly greater number of 

maladaptive coping strategies in the pre-treatment assessment 

than in the post~treatment assessment. Thus there was a reduction 
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of dysfunctional coping strategies across treatment. This was 

accompanied by a trend indicating an increase in the frequency of 

adaptive coping strategies at the post-treatment assessment. 

Despite this result trend failing to reach significance, it offers 

limited support for the proposal generated by the Compensatory 

Skills model. That is, that cognitive therapy teaches individuals 

skills to compensate for the occurrence of dysfunctional primary 

appraisals. Clearly the low numbers of participants limit any 

conclusions being drawn from this data and it is important to note 

that the process of change (of dysfunctional attitudes and beliefs) 

across cognitive therapy cannot be determined from this study. 

An additional limitation concerns the time the assessments were 

completed. The first assessments were completed prior to 

commencement of the Cognitive-Behavioural treatment package, 

and the second assessment followed completion of the full 

treatment programme (around twelve weeks). The programme 

was standardised in that each women received eight standardised 

sessions (over six weeks) of cognitive therapy and then was 

randomly assigned to one of three behavioural treatment 

programmes for a further eight sessions*. The fact that the 

second assessment did not occur immediately after the sixth week 

of cognitive therapy would not allow the prediction made by the 

Schema Change Model (that dysfunctional beliefs and attitudes 

are modified during cognitive therapy) to be investigated. 

This is because a further six weeks passed before the second 

assessment was conducted. 

"'The three behavioural treatments were; exposure to binge cues with response 
prevention, exposure to purge cues with response prevention and relaxation. 
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In addition, the subsequent behavioural components of treatment 

may have induced attitude change through the learning of new 

behaviours. 

Another finding in this study is worthy of discussion. Firstly, 

in Study One all of the women who participated (n=3) became 

intensely distressed. In study two, though it was a difficult 

procedure for the women, none became overly distressed. One 

possible explanation for the intense distress experienced by those 

women who participated in study one is that concurrent 

verbalisation of thoughts during a salient stressful event activates 

"hot cognitions", that is, thoughts which are emotionally laden 

(Safran and Greenberg, 1982a, 1982b). By allowing the women to 

list their thoughts after the stressful event, it is possible that these 

"hot cognitions" were no longer active, thus were not verbalised 

and not accompanied by the affective component. This implies that 

the thought-listing methodology (implemented in Study Two, due 

to ethical necessity) may not have accessed core beliefs. 
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7.7.2. Limitations of this Research 

The limitations of this study must be considered in conjunction 

with the results and findings. This study was designed as 

exploratory, therefore the sample size ·was small. One reason for 

the small sample size was that this study was conducted towards 

the end of the two year CB treatment programme, and eight 

women (44%) withdrew from this study. It is possible that the 

women who began the programme at the time this study was being 

conducted were less motivated to continue treatment. Time 

limitations and fewer women entering the programme at this late 

stage also contributed to the difficulty with the sample size. 

A further limitation of this study concerns the fact that 

women who participated in this study were largely self-referred, 

that is they actively sought treatment. This suggests these women 

may have been more motivated to respond, or may have been in a 

better position to respond (for example, have transport, be able to 

get off work or school, have support from family and friends). 

Further, the sample may suffer from "Berksons' bias", that is, 

women who have more serious and debilitating bulimia nervosa 

(or comorbid disorders) may seek treatment more actively than 

woman who are less symptomatic. It is possible that women with 

more severe forms of bulimia nervosa are less able to access and 

report beliefs etc. In addition, these women may be more effected 

by self-presentation biases, and therefore avoid reporting 

maladaptive or dysfunctional cognitions 
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It is also possible that the sample in this study may differ from 

other women with bulimia nervosa on numerous demographic 

variables (for example be more educated, vary in age, ethnic status, 

living environment, employment etc.). Only comparison with a 

randomly selected sample of women with bulimia nervosa in the 

community who did not seek treatment could rectify this limitation. 

In summary, the findings cannot be generalised to all women, or in 

fact men with bulimia nervosa. These limitations and the use of a 

small study size means that the generalisability of the findings is 

difficult. Further study in this area with a larger sample size and 

comparisons with other study groups is required to substantiate 

these exploratory findings. 

There are also limitations associated with the design of this study. 

Firstly1 (as previously mentioned) the assessment of cognitions 

should have occurred prior to treatment, following the cognitive 

component and then following the behavioural components. This 

·would allow the description of beliefs and attitudes prior to 

treatment, and then help identify the effects of cognitive therapy 

and behavioural therapies on attitudes etc. Secondly, because this 

study investigated only women with bulimia nervosa, it is not 

possible to determine if the cognitions which were detected were 

specific to women with this disorder. Though, the existing 

literature documents a number of dysfunctional beliefs and 

attitudes which occur in association with bulimia/ bulimia nervosa 

it cannot be concluded from this study that women with a 

subclinical eating disorder1 or women with other psychiatric 

disorders do not experience similar cognitions. 
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Other limitations of this study concern issues of 

measurement. It is possible that the women in this study were 

affected by self-presentation (participant bias). That is, their 

concern about the perceptions the experimenter may form about 

them as a result of their responses on particular measures (Dane, 

1990). Given the existing literature that suggests women with 

bulimia nervosa demonstrate an increased need for approval and 

interpersonal sensitivity, it is possible that this factor affected the 

findings in this study (Butterfield & Leclair, 1988; Vanderheyden, 

Fekken & Boland, 1988). The protocol for the thought-listing was 

difficult. Despite being inforrned that the researcher was in the 

room primarily to record their thoughts etc., several women 

reported feeling apprehensive about the situation and wondering 

whether the researcher was evaluating them. 

An additional limitation involves the possibility of 

experimenter bias affecting the results. Although every attempt 

was made by the researcher to maintain a neutral stance when 

assessing, coding and analysing the data, it is important to note the 

existence of this phenomenon. To reduce this effect, the interrater 

coders were blind to both the hypotheses of the study, and to 

whether the transcripts they coded originated from pre- or post

treatment assessments. 

A number of limitations of this study concern the instruments 

used to measure cognitions. The Bulimia Cognitive Distortion 

Scale has been found to demonstrate adequate reliability and 

validity (Schulman, et al., 1986t however development of the 

categories to code the transcripts of the thought-listing 

assessments are less well supported. Interrater reliability was 
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undertaken at two points in the scoring process to check reliability. 

Despite adequate interrater reliability, the coding system that was 

developed in this study, has not undergone validity testing. 

A related problem, associated with measurement issues, is the 

construct under investigation. As mentioned in the prior review, it 

is difficult to access core beliefs and thoughts, particularly when the 

subject must reproduce these thoughts following a task. Memory 

degradation, and other problems interfere with recall. In addition, 

the previously mentioned participant bias, may have impaired the 

report of cognitions by the won1en. The use of the self-report 

questionnaire, the BCDS limited the woman's responses by asking 

the women to rate pre-selected items. 

A further limitation of this study concerns the large number of 

analyses of variance which were performed. Significant results are 

more likely to occur when many analyses are applied to the data. A 

suggestion to rectify this problem is to modify the alpha level using 

a formula which reduces the likelihood of a significant result being 

found by chance. A common modification (the Bon Ferroni 

equation) suggests the significance level should be divided by the 

number of comparisons applied to the data. This equation was not 

applied to the data in this study, as the categories for analysis were 

planned prior to the analysis (Keppel, 1991). In addition, because 

this research was exploratory it was deemed important to 

recognise potential trends in the data. It is important however 

that further studies are aware of this factor. 



7.7.3 Directions for Future Research 

A great deal of research has been directed towards 

investigating bulimia nervosa and associated factors in the last 

decade. J'vfany of these findings are hindered by methodological, 

sample, and design limitations. 
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Without doubt, bulimia nervosa is a distressing disorder that 

affects between one and three women per one hundred. 

Estimations of the prevalence of subclinical forms of bulimia 

nervosa suggest that many rnore wornen, and some men suffer 

from symptoms that are commonly associated with this disorder. 

Given the frequency of the disorder, there needs to be more 

longitudinal and controlled studies investigating bulimia nervosa 

and associated features. 

Recently, well designed studies have demonstrated a role for 

Cognitive-Behavioural and Interpersonal psychotherapy in the 

treatment of bulimia nervosa. The identification of the cognitive 

processes that accompany bulimia nervosa, how these processes 

develop, and the subsequent modification of these processes may 

reveal the mechanisms of action associated with clinical 

improvement across treatment. This may allow the development 

of more efficacious treatment protocols. 

7.7.4. Summary and Conclusions 

Women with bulimia nervosa, who presented at the Bulimia 

Treatment Programme, did experience a number a maladaptive 

cognitions, including dysfunctional beliefs concerning control, 
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eating and weight. These maladaptive cognitions were detected 

on both a structured self-report questionnaire (the Bulimia 

Cognitive Distortions Scale; BCDS) and through a thought-listing 

procedure. Reassessment of the ·women on these cognitive 

measures following treatment suggested that the maladaptive 

beliefs and the strength of these beliefs were significantly modified. 

In addition, the thought-listing protocol suggested that adaptive 

beliefs and adaptive coping skills had increased significantly across 

treatment, as had perceived self-efficacy for eating. Negative 

emotional reactions to food and eating situations had decreased 

over treatment. These findings cannot be attributed to the 

cognitive component of the treatment alone because of 

methodological limitations associated with the study. 

The richness of the qualitative approach of grounded theory 

allowed the identification of thoughts which were consistent with 

the "Abstinence Violation Effect" and "Cognitive Narrowing" (or 

deconstruction) to be noted. However, due to the exploratory and 

descriptive nature of this study, these findings are severely limited. 

There was a strong association between the difference scores 

on the BCDS and symptomatology, however only a weak 

association between the difforence scores on the thought-listing 

protocol and the symptomatology. This suggests that attitudes 

and beliefs are associated with the level of bulimic symptomatology 

and suggests the BCDS was a more sensitive measure of 

cognitions. The alternative methodology (thought-listing) was 

useful in the identification of idiosyncratic maladaptive beliefs and 

may offer a useful procedure to aid in the identification of 
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maladaptive cognitions in order to engage in cognitive therapy to 

modify such beliefs. 

Further analysis comparing women who continued to met 

diagnostic criteria post-treatment with those who no longer meet 

criteria (post-treatment) on the cognitive measures did not 

demonstrate significant differences. These results are consistent 

with existing literature that suggests attitudes and behaviours may 

change at different rates within different individuals. 

Despite the lack of sensitivity demonstrated by the thought 

production methodology in this study, continued effort is required 

to develop alternative methods to investigate cognitive features of 

bulimia nervosa. Endorsement methods (self-report 

questionnaires) continue to be used in gathering information, 

however because of associated limitations these procedures require 

supplementation with methods which may access cognitive 

domains more efficiently. 

In summary, clearly there is an association between bulimic 

symptomatology and cognitive dysfunction, however further 

research is required to identify the specific role of cognitions 

bulimia nervosa, and in sub-:clinical variations. In addition, 

procedures other than self-report questionnaires need to be 

developed in order to evaluate these cognitions and help elucidate 

the mechanisms of action which underlie successful treatment 

protocols. It is possible that modifications in a concurrent 

verbalisation (a recording procedure) (for example, the absence of 

a researcher in the room during the procedure) may relieve 

subjective distress and provide better data. Other sampling 



methods, or alternative recording methods should also be 

investigated. 
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APPENDIX A 
Bulimia Cognitive Distortion Scale 

Please put the appropriate number for your answer in the box next to the question. 

1 = Strongly Disagree 
2 = Disagree 

4=Agree 
5 = Strongly Agree 

3 = Neutral 

1. If my hair isn't perfect I'll look terrible. 

2. No matter what I do I'll never be able to stay on a normal diet. 

3. If my makeup isn't perfect everyone will notice. 

4. Other people can eat three meals a day but I'm different. 

5. If others comment on my appearance negatively I won't be able to stand it. 

6. If I gain a pound I feel like a failure. 

7. After I have eaten I have to get rid of it. 

8. When I feel bloated I must vomit 

9. If I'm lonely I must eat. 

10. If I gain weight I must be out of control. 

1 1 2 

• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
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11. When I get angry I must binge. • 
12. My value as a person is related to my weight • 
13. If someone doesn't compliment me on my appearance it 

means they feel negatively about it. • 
14. When I feel depressed I must binge. • 
15. Binging and purging control me, I don't control them • 

1 = Strongly Disagree 
2 = Disagree 
3 = Neutral 
4 = Agree 
5 = Strongly Agree 

16. Food is my only comfort • 
17. I can't eat normally no matter what I do. • 
18. People who can't stay on diets are failures • 
19. When I overeat I should feel guilty. • 
20. If my clothes don't fit perfectly everyone will notice • 
21. If it overeat I've blown it. • 
22. I can't help myself when I eat. • 
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23. When I feel frustrated I must eat • 
24. Vomiting after binging is a good way to have your cake and eat it too • 
25. If I'm not thin, I'm fat. • 



APPENDIX B 

PROTOCOL FOR PHYSIOLOGICAL ASSESSMENT 1 

(With Cognitive Component) 

ASSESSMENT 

Once the subject has arrived -
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1 Check if breakfast was consumed that morning and if food or 

caffeine have been consumed after 8.30 am. Note on record 

form. 

2 Provide explanation to subject for why the assessment is being 

done. 

For example -

Say The reason we are doing this assessment is to 

understand better how you feel when you encounter 

high risk foods. We are interested in how your body 

reacts to the feed, but also how you feel emotionally. 

What we find is that when people are encountering the 

high risk food, say at home, they are often trying hard 

at that time to NOT think or feel, so it is often hard for 

people to tell us how they feel at this time, which is 

again why we do this assessment. There is no correct 

way of responding during this assessment just say how 

you feel. Often we will discuss afterwards what has 
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happened with your therapist, so that they can better 

understand how exactly the high risk foods effect you. 

3 Provide subject with an overview of the assessment. 

Say In a moment I will ask you to feel as relaxed as you can. 

After about 10 minutes I will bring the binge foods in. I 

will ask you to eat as much of these foods as you can. 

You will not be able to purge in the session and you 

should not purge for at least 2.5 hours afterwards. At 

the end of this session I will check how you are feeling 

and you will be able to stay here until you feel calm and 

able to resist any urge to binge or purge. 

4 Describe the measures that will be taken. 

Say Throughout the session I will be taking a number of 

measures every couple of minutes. Your blood pressure 

and pulse will be recorded automatically by the 

machine. I will also be asking you how you feel. I will 

ask you how anxious you feel, how strong your urge to 

binge, purge and diet (restrict) are and how fat you are 

feeling. The way that this will be done will be through 

me asking you to give me a number on a 0-8 scale that 

best sums up how you are feeling at that moment. 0 

equates with not feeling anxious at all, having no urge 
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to binge, purge or diet and not feeling at all fat. 8 

equates with feeling extremely anxious, having an 

extremely strong urge to binge, purge and diet and 

feeling extremely fat. I will ask you each of these 

separately. With all of these measures say how you feel 

So for example, people sometimes might know in their 

mind that they don't need to diet or that they are not 

fat, but they may nevertheless have an urge to diet or 

they might feel fat. 

In this case they would make their rating according to 

how they feel rather than what they think. 

Finally, we are interested in what thoughts occur to you 

during this session. Often people have a commentary 

or self-talk running through their mind. We are 

interested in the thoughts that are in your mind today. 

Often these thoughts occur very quickly and are hard to 

remember. One way of getting an idea of what sort of 

thoughts are popping into your head is to ask you to 

think aloud, to say the thoughts as soon as they occur to 

you. In order to get an idea of your thoughts I will have 

a tape recorder playing during the assessment and at 

certain times I am going to remind you to think aloud. 

-Explain Confidentiality 

-Reassure 

say Let me reassure there is no correct way of responding, 

just say whatever occurs to you. In a moment we will 

have a practice so that you have a better understanding 

of what to do. 



How does that sound, Do you have any questions? 

5 Fit the blood pressure cuff. 

Ensure that: 

the cuff is the appropriate size 

the cuff is put on their non-dominant arm 

the writing on the cuff is on the outside 

1 1 8 

the sensor is positioned one-third to midway between the 

inner side and the top of the forearm 

6 Describe what the subject needs to do 1n order to obtain 

accurate physiological recording. 

Say In order for us to get physiological recordings that are 

accurate, I need to ask you to do certain things while the 

recordings are being taken. First, when you feel the cuff 

beginning to tighten (and hear the machine 'whir'), do 

your best to keep your arm as still and relaxed as you 

can. For example, if you are eating try and remember 

not to lean forward to pick up a piece of food and try 

not to move your fingers. Second, try and keep your 

arm hanging by your side. Bending your arm and 

placing it on your lap produces less accurate recordings. 

Fortunately, the period of time you need to try and keep 

your arm and fingers relaxed and still for is relatively 

brief. The cue that it is alright to move your arm and 
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fingers will be when I begin to ask you the self-report 

questions (i.e .. SUD's etc.). 

7 Warn subject about cuff tension. 

Say When the machine does take your blood pressure you 

will feel the cuff tighten quite firmly around your arm. 

Don't be alarmed when this happens, this is normal. 

8. Practice Thinking Aloud 

Ask the subject to shut their eyes and to take a moment 

to concentrate on what they are thinking, what thoughts 

pop into their mind. Ask them to say any thoughts that 

come into their mind as quickly as they realise them. 

Reassure them that everyone has different thoughts, 

Practise until they seem comfortable with this technique. 

9 Ask subject if they have any questions. 

10 Explain that you won't talk with the subject during the 

assessment so as not to disturb them (you'll probably read 

son1ething), but after the assessment is completed, you will 

show them what has happened. 

Baseline measures 

1 Instructions to subject -
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Say Over the next 10 minutes try and feel as relaxed as you 

can. Put any worries out of your mind and feel as calm 

and relaxed as you can. 

2 Put blood pressure machine onto 'cycle' -

3 As the first inflation begins tell subject this is the cue for them to 

keep their arm and fingers relaxed and still. 

4 As soon as all of the physiological recordings are displayed on 

the monitor ask the subject the self-report measures and tell 

them that is the cue that it is alright for them to move their arm 

and fingers. 

5 Record all measures (including physiological) on the record 

form. 

6 Continue baseline measures for 10 minutes-remind the subject 

to say any thoughts aloud. 

7 At the end of baseline, put the machine onto 'hold' and change 

the cycle time to 3 minutes. 

Food Presentation 

1 Check that the food is ready for immediate presentation and 

explain what is about to happen. 
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Say I will just go and check that the food is ready. When it is 

ready the food tray will be placed on your lap. 

2 As the food tray is placed on their lap, get subject to focus on 

the food, and report any thoughts. 

Say Focus all of your attention on the food - notice what it 

looks life, what it smells like and what it ·will taste like. 

As you are doing this I want you to say aloud any 

thoughts, images or feelings that pop into your mind. 

3 IM:tvfEDIATEL Y take a set of measures through placing the 

machine onto 'test' then onto cycle. 

4 Give instruction re: eating -

Say Now eat as much of the food as you can. When you 

have finished let me know. As you eat I want you to 

continue thinking aloud, say any thoughts, feelings or 

images that occur to you. 

5 Usually at this point the subject will commence eating. As soon 

as they take their first bite, depress the switch to the 'test' 

position and then immediately return it to the 'cycle' position. 

6 Record 'first bite' in the time ai,d event column in the same row 

as the measures taken immediately after the first bite. 

7 Continue taking sets of measures at 3 minute intervals and 

recording results until 20 minutes (total) has passed. If 

necessary, repeat the instruction for them to eat as much as 
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they can and to let you know when they have finished. Remind 

subject to continue to verbalise thoughts 

8 vVhen the subject states that they have eaten as much as they 

can, remove the tray 

9 I"✓ ote when the food was removed on the record form (in the 

time and event column). 

10. Now the food is out of the room, again get the subject to 

verbalise any thoughts, images and feelings. 

11 After the final set of n1easures have been taken ask the subject 

about their efficacy re: binging and purging. Ask these 

separately starting with efficacy re: binging. 

Say How confident are you right now that you could resist 

the urge to binge/purge on a 0-8 scale with O indicating 

that you are not confident at all that you could resist the 

urge to binge/purge and 8 indicates that you are 

extremely confident that you could resist the urge to 

binge/purge. 

15 Record efficacy ratings. 

16 Record test nurnber. 

17 Put blood pressure machine on 'hold' and remove cuff off 

subject. 
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DE-BRIEFING 

Ask the subject how they found the assessment. If they found it 

difficult, discuss ·with them ·what they found most difficult and 

assure them that many women with bulimia find this assessment 

difficult. Explain that any feelings of anxiety, or urges to binge or 

purge will pass. Encourage any women who are feeling anxious or 

at risk of binging or purging to stay until they feel calmer and more 

in control. Answer any questions they may have. 



APPENDIX C 

PROTOCOL FOR PHYSIOLOGICAL ASSESSMENT 2 

(With Cognitive Component) 

ASSESSMENT 

Once the subject has arrived -
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1 Check if breakfast was consumed that morning and if food or 

caffeine have been consumed after 8.30 am. Note on record 

form. 

2 Provide explanation to subject for why the assessment is being 

done. 

For example -

Say The reason we are doing this assessment is to 

understand better how you feel when you encounter 

high risk foods. · We are interested in how your body 

reacts to the feed, but also how you feel emotionally. 

What we find is that when people are encountering the 

high risk food, say at home, they are often trying hard 

at that time to NOT think or feel, so it is often hard for 

people to tell us how they feel at this time, which is 

again why we do this assessment. There is no correct 

way of responding during this assessment just say how 
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you feel. Often we will discuss afterwards what has 

happened with your therapist, so that they can better 

understand how exactly the high risk foods effect you. 

3 Provide subject with an overview of the assessment. 

Say In a moment I will ask you to feel as relaxed as you can. 

After about 10 minutes I will bring the binge foods in. I 

will ask you to eat as much of these foods as you can. 

You will not be able to purge in the session and you 

should not purge for at least 2.5 hours afterwards. At 

the end of this session I will check how you are feeling 

and you will be able to stay here until you feel calm and 

able to resist any urge to binge or purge. 

4 Describe the measures that will be taken. 

Say Throughout the session I will be taking a number of 

measures every couple of minutes. Your blood pressure 

and pulse will be recorded automatically by the 

machine. I will also be asking you how you feel. I will 

ask you how anxious you feel, how strong your· urge to 

binge, purge and diet (restrict) are 'and llow fat you are 

feeling. The way that this will be done will be through 

me asking you to give me a number on a 0-8 scale .. that 

best sums up how you are feeling at that moment. 0 

equates with not feeling anxious at all, having no urge 
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to binge, purge or diet and not feeling at all fat. 8 

equates with feeling extremely anxious, having an 

extremely strong urge to binge, purge and diet and 

feeling extremely fat. I will ask you each of these 

separately. With all of these measures say how you feeL 

So for example, people sometimes might know in their 

mind that they don't need to diet or that they are not 

fat, but they may nevertheless have an urge to diet or 

they might feel fat. 

In this case they would make their rating according to 

how they feel rather than what they think. Finally, I 

will also be taking a measure of how much saliva you 

produce, both when resting and following the 

presentation of the high risk foods. This will be done by 

asking you to place 3 dental rolls in your mouth, and 

removing them after 2 minutes. 

At the end of this session I will take you through some of 

what has happened in order to help you to recall any 

thoughts or images that might have occurred to you 

during the session. I will tell you more about this 

towards the end of the session. 

How does that sound, Do you have any questions? 

5 Fit the blood pressure cuff. 

Ensure that: 
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the cuff is the appropriate size 

the cuff is put on their non-dominant arm 

the writing on the cuff is on the outside 

the sensor is positioned one-third to midway between the 

inner side and the top of the forearm 

6 Describe what the subject needs to do 1n order to obtain 

accurate physiological recording. 

Say In order for us to get physiological recordings that are 

accurate, I need to ask you to do certain things while the 

recordings are being taken. First, when you feel the cuff 

beginning to tighten (and hear the machine 'whir'), do 

your best to keep your arm as still and relaxed as you 

can. For example, if you are eating try and remember 

not to lean forward to pick up a piece of food and try 

not to 1nove your fingers. Second, try and keep your 

arm hanging by your side. Bending your arm and 

placing it on your lap produces less accurate recordings. 

Fortunately, the period of time you need to try and keep 

your arm and fingers relaxed and still for is relatively 

brief. The cue that it is alright to move your arm and 

fingers will be when I begin to ask you the self-report 

questions (i.e .. SUD's etc.). 

7 Warn subject about cuff tension. 
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Say When the machine does take your blood pressure you 

will feel the cuff tighten quite firmly around your arm. 

Don't be alarmed when this happens, this is normal. 

8 Explain how salivation measures will be obtained 

Say Finally, when it is time to take the measures of 

salivation I will ask you to first swallow and then insert 

1 dental roll under your tongue and 1 on both sides of 

your mouth between your lower teeth and your check, 

as far back as possible. After 2 minutes I will ask you to 

remove them in the same order in which you inserted 

them. 

9 Ask subject if they have any questions. 

10 Explain that you won't talk with the subject during the 

assessment so as not to disturb them (you'll probably read 

something), but after the assessment is completed, you will 

show them what has happened. 
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Baseline measures 

1 Instructions to subject -

Say Over the next 10 minutes try and feel as relaxed as you 

can. Put any worries out of your mind and feel as calm 

and relaxed as you can. 

2 Put blood pressure machine onto 'cycle' -

3 As the first inflation begins tell subject this is the cue for them to 

keep their arm and fingers relaxed and still. 

4 As soon as all of the physiological recordings are displayed on 

the monitor ask the subject the self-report measures and tell 

them that is the cue that it is alright for them to move their arm 

and fingers. 

5 Record all measures (including physiological) on the record 

form. 

6 Prior to taking the third set of measures (4 minutes), tell the 

subject that the salivation measure will be taken immediately 

following this set of measures. 

Say As soon as I have taken the next set of measures I will 

ask you to swallow and then insert the dental rolls. As I 

said before, place 1 roll under your tongue, and 1 roll 

between your lower teeth and check as far back as you 

can. Remember the order in which you insert the rolls 
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because I will ask you to remove them in that same 

order after 2 minutes. 

7 Offer the subject gloves. Give the subject the dental rolls. 

Clinician puts on gloves. 

8 Immediately after taking the third set of measures, place the 

blood pressure on hold and ask the subject to swallow and then 

insert the dental rolls. Start timing once all of the dental rolls 

are in place. 

9 After 2 minutes have elapsed since the dental rolls were 

inserted, ask the subject to remove them in the same order in 

which they were inserted. Ask the subject to place the rolls in 

the bag, seal it and pass to you. 

10 Continue baseline measures for 3 more sets. 

11 If necessary, repeat the relaxation instructions over the 

baseline period. 

13 At the end of baseline, put the machine onto 'hold' and change 

the cycle time to 3 minutes. 

Food Presentation 

1 Check that the food is ready for immediate presentation and 

explain what is about to happen. 
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Say I will just go and check that the food is ready. When it is 

ready I will ask you to swallow and then insert the 

dental rolls. Because the rolls will be in your mouth, I 

will ask you to give me your ratings by pointing at a 

card with numbers on it, rather than by speaking. 

2 Give the subject the dental rolls. 

3 When the food is ready ask the subject to swallow and insert 

the rolls in the way described previously. Start timing as soon 

as the last dental roll is inserted. 

4 IMMEDIATELY have Leslie place the tray with the food onto 

the patients lap. 

5 Get subject to focus on the food. 

Say Focus all of your attention on the food - notice what it 

looks life, what it smells like and what it will taste like. 

6 IMMEDIATELY take a set of measures through placing the 

machine onto 'test' then onto cycle. Have the patient point to a 

card with the numbers zero through eight to give their 

responses to the self-report questions. 

7 After 2 minutes have elapsed since the last dental roll was 

inserted ask the patient to remove them in the same order in 

which they were inserted, place in the plastic bag, and seal it. 
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8 Give instruction re: eating -

Say Now eat as much of the food as you can. When you 

have finished let me know. 

9 Usually at this point the subject will commence eating. As soon 

as they take their first bite, depress the switch to the 'test' 

position and then immediately return it to the 'cycle' position. 

10 Record 'first bite' in the time and event column in the same row 

as the measures taken immediately after the first bite. 

11 Continue taking sets of measures at 3 minute intervals and 

recording results until 20 minutes (total) has passed. If 

necessary, repeat the instruction for them to eat as much as 

they can and to let you know when they have finished. 

12 When the subject states that they have eaten as much as they 

can, remove the tray plus both bags of dental rolls from the 

room and place it either in Leslie's room or the separating 

room, depending on prior arrangements. 

13 Note when the food was removed on the record form (in the 

time and event column). 

14 After the final set of measures have been taken ask the subject 

about their efficacy re: binging and purging: Ask these 

separately starting with efficacy re: binging. 



1 3 3 

Say How confident are you right now that you could resist 

the urge to binge/purge on a 0-8 scale with O indicating 

that you are not confident at all that you could resist the 

urge to binge/purge and 8 indicates that you are 

extremely confident that you could resist the urge to 

binge/purge. 

15 Record efficacy ratings. 

16 Record test number. 

17 Put blood pressure machine on 'hold' and remove cuff off 

subject. 



COGNITIVE PROCEDURE 

1. Give Client overview cognitive procedure .... 

Earlier I talked a little about wanting to get an idea of what 

thoughts/images and feelings were occurring to you during 

this session. 
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What we will do now, is go back over some of the points which 

occurred during this session in order to help you to recall some 

of those thoughts etc. During this part of the session I will have 

a tape recorder going so I don't have to take notes. Outline 

confidentiality. Any Questions? 

2. Turn recorder on (press play and record simultaneously, 

place close to subject, volume on 6) 

PROMPT 1: 

I would like you to remember back to the beginning of the 

session. You are sitting in the chair and you are being 

instructed to feel as relaxed as possible during the next ten 

minutes. What's going through your mind as you begin to 

relax?. Are there any images? How are you feeling? 

Accepted additional prompts 

-Tell rne rn.ore about that, Explain that 

-What about other thoughts/ images/ feelings 

PROMPT2.: 

"What things occur to you as you are putting the dental rolls in 

your mouth" 
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Accepted additional prompts 

-Tell me more about that, Explain that 

-vVhat about other thoughts/images/ feelings 

PROMPT 3: 

"I have gone to check the food is ready and then I come in and the 

food is placed on your lap, what thoughts or images go through 

your mind." 

Accepted additional prompts 

-Tell.me more about that, Explain that 

-What about other thoughts/ images/ feelings 

PROMPT 4: 

"Now you are being instructed to eat as much of the food as 

you can, as you take these first bites what is going through 

your mind)" 

Accepted additional prompts 

-Often people talk to themselves inside their head, Was 

there any kind of dialogue or self-talk going through your 

mind?" 

-Tell me more about that, Explain that 



-vVhat about other thoughts/ images/ feelings 

PROMPTS: 

"You have finished eating, As I take the food out what 

thoughts or images are going through your mind now. Hovv 

are you feeling." 

Accepted additional prompts 

-Tell me more about that, Explain that 

-What about other thoughts/images/ feelings 

PROMPT 6: 

11 N ovv the food is out of the room and we are continuing to 

take the other measures, what thoughts are in your mind 

now?" 

Accepted additional prompts 

-Tell me more about that, Explain that 

-What about other thoughts/ images/ feelings 

PROMPT 7: 

1 3 6 

11 Are there any other thoughts or images that occurred to you 

during the session.?" 

Accepted additional prompts 

-Tell me more about that, Explain that 
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-vVhat about other thoughts/ images/ feelings 

DE-BRIEFING 

Ask the subject how they found the assessment. If they found it 

difficult, discuss with them what they found most difficult and 

assure them that many women with bulimia find this assessment 

difficult. Explain that any feelings of anxiety, or urges to binge or 

purge will pass. Encourage any women who are feeling anxious or 

at risk of binging or purging to stay until they feel calmer and more 

in control. Answer any questions they may have. 
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APPENDIXD 

Coding Categories. 

1. THOUGHTS DIRECTLY RELATED TO THE SESSION 

A. PROACTIVE PLANNING; 

-thoughts about plans to guide eating behaviour 

B. EMOTIONAL RESPONSES and PHYSICAL RESPONSES 

a. Negative (anxious, upset, surprised, awful, embarrassed, sad) 

b. Neutral (not disgusted, not worried, not anxious, not guilty) 

c. Positive (relieved, feel good, happy, content, OK,) 

C. PERCEIVED CONTROL OVER EATING IN SESSION 

(incl. urge to binge/purge) 

a. No control/low control(when I saw the food I couldn't help 

myself, I felt out of control) 

b. High (I had control, I felt in control, not feel I would lose 

control) 

c. Unsure ( wondering if I could stop or not) 

D. STRATEGIES FOR GAINING CONTROL TO STOP/AVOID 
EATING (also coping strategies) 

a. maladaptive 

b. neutral 

c. adaptive 



E. FOOD EVALUATION 

a negative (looks awful, hard, not taste good) 

b neutral (its alot of food) 

c positive (smells nice, tasted good,) 

F. THOUGHTS ABOUT BODY SIZE/WEIGHT 

1 3 9 

a overestimation (I can feel myself blowing up, I'm getting bigger 

and bigger)) 

b neutral (I wonder if I'll get fatter) 

c realistic 

G, PERCEIVED EVALUATION BY RESEARCHER 

-felt funny, thought researcher watching me 

-thought I was being watched 

H. OTHER THOUGHTS ABOUT B/P, WEIGHT, EATING, ILLNESS 
(include descriptions of eating) 

I. THOUGHTS ABOUT OTHER SITUATIONS (not related to food) 

(e.g. work, driving,school, friends, social events) 

T. MENTAL STATE WHILE BINGEING (Deconstruction) 

2. GENERAL BELIEFS 

K. GENERAL BELIEFS ABOUT BINGE, CONTROL, FOOD 

a maladaptive/ dysfunctional 

b neutral 

c adaptive/ functional 
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