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Abstract 

The aim of this study was to gather information concerning the 

relationship between several of the main factors, as derived from 

existing research, associated with bulimia nervosa symptoms, in a New 

Zealand Community sample. 

Two hundred and forty three women aged between 17 and 25 were 

recruited from the Christchurch community. They answered a 

questionnaire which was designed to measure eating disorders (The 

Bulimia Test), restraint, body shape perception, depression (The Beck 

Depression Inventory), general psychiatric symptoms, life stress and 

cognitive distortions. The questionnaire recorded information about 

their height, weight, and personal circumstances. The majority of the 

subjects were from university , while the .rest were from vocational 

courses, working or unemployed. 

The median Body Mass Index score was 21.9, slightly lower than recent 

New Zealand normative data (23.5) for this age group. By these norms, 

8% were over weight and 1 % were obese. The median score on the 

Bulimia Test was 52.5 (range 34-133). By test norms, 2.4% were bulimic 

and a further 2.4% sub-clinically bulimic. These figures are consistent 

with recent epidemiological data for Christchurch, NZ. On revised 

DSM III-R Bulimia Test criteria the rate of bulimia nervosa went down 

to 0.4%, with a further 2.9% presenting as sub-clinically bulimic. On 

another question relating the degree to which their eating habits 

interfered with their every day functioning, 21 % said "sometimes " 

and 2.5% said "always". University students scored slightly lower than 

non-students on the depression score. BDI depression scores ranged 
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from 1 to 41 (median 6) with 18% indicating mild depression, 26% 

having moderate depression and 15% potentially serious depression. 

The median score on the cognitive distortions test was 55 (range from 

24 to 104). Using a cut-off score (61) previously found to be predictive 

of a clinical diagnosis of bulimia, 21 % of the sample had levels of 

cognitive distortion predictive of an eating disorder. 

Correlational and multiple regression analyses suggested that the two 

best predictors of eating disorder status were the cognitive distortions 

score (relating to weight and appearance), followed by restraint, rather 

than measures of depression, stress or body image distortion. Results 

were discussed in light of these findings. 



CHAPTER ONE 

INTRODUCTION AND LITERATURE 
REVIEW 

1.1 INTRODUCTION 

1 

In Psychology, and in other academic disciplines, there is an increasing 

world focus on research in to 'bulimia nervosa' [Diagnostic and 

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

III-R) American Psychiatric Association 1987). This can be seen in the 

recent emergence of a journal dedicated soley to research into eating 

disorders, that is, the International Journal of Eating Disorders. 

In the following introduction and review of the literature on bulimia 

nervosa, the focus is on women, as only a very small percentage of 

men are diagnosed with eating disorders (0.4%, DSM III-R, p 68). 

Knowledge which helps us to understand how bulimia nervosa 

develops and is maintained is essential to prevention and to treatment 

following an accurate diagnosis. Understanding the etiology of this 

syndrome may be germaine to changing societal structures, educational 

focus and familial interactions, in ways which may limit the incidence 

of bulimia nervosa. 

Research so far in this area has been diverse and of a one dimensional 

focus, rather than exploring the complex inter-relationship between 

the major variables associated with the onset and maintenance of 

bulimia nervosa. For instance it has been demonstrated that bulimia 
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nervosa and depression are linked (Steinberg, Tobin & Johnson,1990; 

Schlesier-Carter, Hamilton, O'Neil, Lydiard & Malcolm, 1989), as are 

bulimia nervosa and cognitive distortions (Steiger, Goldstein, 

Mongrain & Van der Feen, 1990; Fairburn, Cooper, Cooper, McKenna 

& Anastasiades 1991; Schulman, Kinders, Powers, Prange & Gleghorn, 

1986). It has also been shown that bulimia nervosa and stress/ anxiety 

are linked (Rosen, Tacy & Howell, 1990; Garner & Garfinkel, 1985). 

Currently however, there seems very little research examining how 

these variables inter-relate, or correlate together, and how much 

variance in the syndrome is accounted for by each one. This is what 

has been attempted in the present study. Limiting the comparison 

between studies,however, has been a lack of clearly defined clinical 

diagnostic criteria and methodological differences between studies, 

therefore methodological difficulties will also be discussed in this 

review. 

Another important issue to address is an examination of the variance 

of symptoms, related to bulimia nervosa, across a community sample, 

rather than merely interpreting data derived from clinical samples, in 

terms of clinical significance. This is important because there is very 

little known about the factors involved in sub-clinical eating disorders, 

what determines how they may escalate into full-blown eating 

disorders, and how we may be able to prevent the occurrence of clinical 

eating disorders. Thus an exploration of these important factors has 

been attempted in the present study. 

A further issue which seems germaine to this area, is the need for 

careful studies of the prevalence of bulimia nervosa symptoms. This is 
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due to large discrepancies in findings over the past few years, due to 

methodological and clinical differences. This study has addressed these 

issues with a New Zealand sample. 

This review aims to provide a general overview of the current status 

of research on bulimia nervosa and related issues, and to discuss the 

theoretical underpinnings and methodological issues in this area, as 

well as providing the rationale and hypotheses to be investigated in 

the present study. 

1.2 LITERATURE REVIEW 

1.2.1 Diagnostic Criteria with Relevance to Bulimia Nervosa 

To even begin to examine the questions arising from the issues 

involved in a discussion of bulimia nervosa, we must first address 

diagnostic criteria with relevance to the previous diagnostic term 

bulimia, and the current diagnostic term, bulimia nervosa. There are 

three major sets of diagnostic criteria. 

(a) DSM III: 

The Diagnostic and Statistical Manual of Mental Disorders, third 

edition (DSM III) (American Psychiatric Association, 1980) identified 

five criteria for the disorder : 

(1) Recurrent binge eating; 

(2) Having three of five specified disordered eating behaviours 

(consumption of high calorie easily ingested food during a binge, 

inconspicuous eating during a binge, termination of eating by 
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abdominal pain, sleep, social interaction or self induced vomiting or 

use of cathartics and / or diuretics, frequent weight fluctuations of 

greater than 10 lbs due to alternating binges and fasts); 

(3) Awareness that the eating pattern is abnormal and fear of not being 

able to stop eating voluntarily; 

(4) Depressed mood and self-depreciating thoughts following a binge; 

and 

(5) Exclusion of the syndrome in the presence of anorexia nervosa. 

Therefore the DSM III excludes bulimia associated with anorexia 

nervosa, while other diagnostic criteria do not. 

(b) DSM III-R: 

The 1987 revision of the DSM III, the DSM III R (American Psychiatric 

Association, 1987), renamed the bulimia syndrome bulimia nervosa. 

The latter definition of this syndrome eliminated three elements from 

the list of five disordered eating behaviours, and did not require 

awareness that the eating pattern was abnormal, or that self

depreciating thoughts or depressed thoughts follow bingeing. 

The revised criteria required: Recurrent episodes of binge eating (rapid 

consumption of a large amount of food in a discrete period of time), 

feeling a lack of control over eating during eating binges, regular 

engagement in either self-induced vomiting, use of laxitives or 

diuretics, strict dieting or fasting, or vigorous exercise in order to 

prevent weight gain, a minimum of at least two binge eating episodes a 

week for at least three months, and persistent over-concern with body 

shape and weight. In cases where anorexia nervosa occurs in a person 

with bulimia nervosa both diagnoses are now given. 
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A third eating disorder category serves as a catch all for those who do 

not fit either category. Thus the DSM III-R embodies the view that 

anorexia nervosa and bulimia nervosa are largely independent 

conditions, however the view that the two are independent conditions 

has not been universally shared, although it is generally agreed that the 

DSM III-R criteria are the most suitable (Levey, McDermott, & Lee, 

1989). 

(c) Russells' Definition: 

Russell (1979), stipulated three necessary conditions for bulimia 

nervosa: 

(1) powerful and intractable urges to over eat; (2) compensation for 

bingeing by vomiting or use of purgatives; and (3) a morbid fear of 

becoming fat. 

Direct comparisons between these differing criteria have not been 

made, however it appears that in one study (Schotte & Stunkard, 1987), 

DSM III-R draft criteria applied to a college sample showed that the 

revised criteria led to a ·more restricted diagnosis than the DSM III. 

Therefore, when making comparisons between studies, it is important 

to be aware of the differing criterion used. The use of polydiagnostic 

criteria has been suggested for comparison between studies 

(Whitehouse, Phil & Button, 1988 ). 

In the present review, where a particular study has used a certain 

term to refer to the bulimia nervosa syndrome, that term has been 

used also, although it is no longer the currently acceptable term, 

because in many cases it was used to refer to a distinct set of diagnostic 

criteria, which the current term does not refer to. 
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1.2.2 Methodological Concerns 

There are a myriad of methodological concerns inherent in the study 

of bulimia nervosa. These are well outlined by Shaw and Garfinkel 

(1990) with reference to bulimia nervosa and other eating disorders. 

These are as follows: 

(1) The problem of differing clinical criteria and their compatibility, 

and ... 

"The current use of the term bulimia to describe both the behaviour 

of uncontrolled over eating, whether occasional or regular, and a 

syndrome which may comprise one or more distinct physical and/or 

psychological problems has caused considerable difficulty in 

interpreting research." (Levey et al., 1989, p 173); 

(2) The problem of reliability and validity of subjective reports; 

(3) The problem of "syndrome versus symptoms" in a normal 

population; 

(4) The source of subjects.i 

(5) The description of the sample and control of relevant variables; 

(6) The problem of methods of assessment, including the motives 

involved in a self report format, when used for investigation of 

bulimia nervosa " ... a disorder where secrecy and guilt are common 

features ... " (Bushnell, Wells, Hornblow, Joyce & Oakley-Browne 1990, 

p 671); 

and lastly, 

(7) The ethical concerns involved with experiments using people. 
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A further methodological critique can be directed at those studies 

which have not clearly shown whether prevalence rates are for life 

time occurrence, or current disorder. Studies have also confused 

incidence with prevalence. The choice of population to be sampled has 

often been narrow in age range and in method of selection (Bushnell et 

al., 1990). 

Overall, these methodological difficulties serve to limit the 

generalisation of findings and make comparison between studies 

difficult. The present study has aimed to address a number of these 

imbalances. 

1.2.3 Historical Views on Bulimia Nervosa 

Although bulimia nervosa is currently believed to be of very recent 

origin, there is a growing body of research which suggests that various 
.. . 

conceptualisations of bulimia nervosa' extended back several hundred 

years (Parry-Jones & Parry-Jones, 1991; Stein & Laakso, 1988). 

II anorexia (1873) and bulimia nervosa (1979), may be viewed as 

the latest manifestations, essentially 'nervous' in origin, in a 

sequence of anorexic and bulimic presentations, whose 

predominant symptoms have varied over the centuries" 

(Parry-Jones, 1991, p.26). 

The author goes on to describe how weight and shape concerns are a 

relatively recent development in the psychopathology of eating 

disorders, while morbid states involving food refusal, or marked 



reduction of food intake, and of gorging followed by vomiting, are 

referred to in literature as far back as ancient Greece and Rome. 

1.2.4 Theoretical Concerns 

8 

Although this thesis is not primarily theoretical in approach, it would 

be extremely short-sighted not to examine the theoretical issues 

involved, namely theories on the development and maintenance of 

bulimia nervosa, and theories which have relevance to the variables 

investigated in this study. Brownell and Foreyt (1986) outline two 

major theoretical thrusts with respect to bulimia nervosa. These are 

firstly, Sociobehavioural theories and secondly, Biological theories. 

Sociobehavioural Theories 

These theories propose that a deficit in self-regulation combined with a 

desire to lose weight leads the bulimic to restrain their eating by 

dieting. This leads to a breakdown in restraint and then often to over

eating. It also appears evident that the desire for thinness is related to 

dissatisfaction with the person's own body. 

The onset of induced vomiting, a common but not essential element 

of bulimia syndrome, (Brownell and Foreyt, 1986, p 373) usually begins 

approximately one year after the onset of binge eating. Vomiting is 

initially a response to a morbid fear of weight gain. Rosen and 

Leitenberg (1982) view vomiting as a key component, which negatively 

reinforces binge eating through anxiety reduction. The restrained 

eating hypothesis, however, would suggest the primary role of 

vomiting in maintaining bulimia lies in the return of the individual 
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to a state of hunger and deprivation, which contributes to further binge 

eating. It is possible that both factors play a role. 

The present study is relevant to these theories because it examines the 

correlations of bulimia nervosa symptoms, as measured by the 

Bulimia Test (Smith & Thelin, 1984), with the Revised Restraint Scale 

(Herman & Polivy, 1975) and with the life stress questions. 

Biological Theories 

It has been suggested that bulimia nervosa is a form of affective 

disorder (Brownell and Foreyt, 1986). Affective disorders are 

significantly more frequent in first generation relatives of bulimics 

(Hudson, Laffer & Pope, 1982), than in those of control subjects and are 

commonly a symptom of the disorder (Hsu· & Sobkeiwicz, 1989; 

Katzman & Wolchik, 1984). It is fairly well agreed currently, however, 

that while depression is a common facet of the disorder, bulimia 

nervosa is primarily a· disorder of eating rather than a manifestation of 

depression (Brownell & Foreyt, 1986). New literature currently 

suggests that there may also be a high correlation with borderline 

personality disorder, which may modify the effect of the depression 

variable (Steinberg, Tobin & Johnston, 1990). 

The present study addresses the issue of depression by using the Beck 

Depression Inventory, to further examine the mediating effects of this 

factor in bulimia nervosa symptoms and body image distortions. 

Theories of metabolic disturbance are also part of the cluster of 

biological theories. However, as there is little clear evidence supporting 
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the primary effects of these metabolic variables ( Brownell & Foreyt , 

1986), and because of the extreme difficulty of their assessment with the 

use of a self report questionnaire, they have not been examined in the 

current study 

Currently, a 

II biopsychosocial model incorporating both biological and socio 

behavioural perspectives seems most promising. It is possible that 

each theory explains the disorder in some subset of bulimic 

patients, or that two forces interact together to produce bulimia 

nervosa. Certain biological conditions may prove to be risk 

factors for what is otherwise a learned behaviour pattern" 

(Brownell &Foreyt, 1986, p 376). 

Multi -factorial Theories 

Very recently, there is beginning to be a growing focus in the area for 

multi-factorial assessment of bulimia nervosa (Tobin, Johnson, 

Steinberg, Staats & Dennis, 1991). This approach incorporates many of 

the different unidimensional hypotheses in one broad biopsychosocial 

model. This model hypothesizes the following pathways to the 

development of bulimic symptoms: 

(1) Biological and psychological factors (for example family psychiatric 

history), combine to shape a person who is at high risk for low self

efficacy, low self esteem and affective instability. 

(2) Sociocultural values about thinness encourage restrictive dieting in 

young women. 

(3) Continued dieting leads to weight loss but also to a psychobiological 

impasse of excessive hunger. 



(4) Dietary restraint breaks down and binge eating occurs. 

(5) Loss of control leads to anxiety about weight gain and purging 

behaviour. 

11 

(6) Bingeing and purging leads to changes in self-efficacy, self esteem, 

and levels of depression, which lead to reinstatement of dietary 

restraint. 

Tobin et al., (1991) see this pathway as cyclic, with many entry sites into 

the onset of bulimic symptoms, and the emergence of subgroups of 

patients who may be.classified more by one stage of the model than 

another. 

There appeared to be a great deal of empirical support for this type of 

model among the 245 bulimic patients tested by Tobin et al., (1991), 

with the emergence of six primary factors (affective instability and low 

self-esteem; family psychiatric history; bingeing and vomiting; loss of 

control; drive for thinness and dieting; and finally, weight history). 

Three secondary factors also emerged (affective personality disorder; 

bulimic behaviour; and restrictive behaviours), as did one general 

factor which was labelled bulimia nervosa. This emergence of a general 

factor helped to support the inclusion of bulimia nervosa as a 

diagnostic entity within the DSM III-R. 

Some modifications were proposed to this model, by Tobin et al., 

(1991). These included, the fact that loss of control emerged as a 

primary factor, and that bingeing and vomiting were loaded together, 

while other purging behaviour loaded separately. It is evident, 

however, that the multi-factorial approach yields valuable results, 

although there may be some further refinements yet to be made. 



12 

The approach in the present study has attempted to incorporate this 

type of theory by examining many factors to see how they inter-relate 

to help explain the prevalence of eating disorders of the bulimia 

nervosa type. 

1.2.5 Cognitive Distortions in Bulimia Nervosa 

The area of cognitive distortions in bulimia nervosa has only recently 

become an important area of research growth. Consequently, at 

present, there is not a great deal of literature in this area. Dritschel, 

Williams and Cooper (1991), found that 

" ... to date this question has not been systematically examined in 

patient populations ... the role these distortions play is uncertain 

and can only be elucidated by prospective enquiry ... " 

(Dritschel et al., 1991, p 554). 

Across the available literature, it has been a consistent finding, that 

markedly disturbed beliefs and values concerning shape and weight are 

found in subjects with bulimia nervosa. 

It has frequently been noted, that the thinking patterns of patients with 

eating disorders are marked by cognitive distortions involving the 

themes of body shape and weight, similar in form to those identified in 

depressed patients (Dritschel ·et al., 1991). Thus it has been suggested 

that the so called "depressogenic" styles of processing (i.e. 

overgeneralisation, selective abstraction and so on), are present in 

these patients. 



13 

Negative thinking, or depressogenic processing, as postulated by Beck 

(1976), involves distorted cognitions, such as the following: (1) 

personalisation: a tendency to relate external events to oneself without 

justification; (2) overgeneralisation: a tendency to draw a conclusion 

from a single event; (3) catastrophising : the tendency to interpret an 

event as being a disaster without justification; and (4) selective 

abstraction: a tendency to concentrate on a detail taken out of context 

ignoring other salient features of the situation. 

Schulman, et al., (1986) developed the Bulimia Cognitive Distortions 

Scale to examine the cognitive distortions associated with bulimia 

nervosa. Essentially, this, and other investigations, have revealed that 

it is possible to establish a set of statements reflecting cognitive 

distortions characteristic of patients with bulimia (DSM III), concerning 

food, eating, weight and shape, and that measures incorporating such 

statements discriminate between people fulfilling bulimia criteria and 

controls. 

Women who experienced bulimic episodes were found to engage in 

significantly more personalisation, overgeneralisation, catastrophising 

and selective abstraction on questionnaire items concerning eating 

shape and weight (Dritschel et al., 1991). Self report measures of body 

shape concern remained significantly associated with the level of 

specific distortions, once the effect of general distortions was removed. 

Steiger et al., (1990) have also found support for the theories of 

cognitive errors postulated to underlie depression, for example 

negative self-evaluation, dichotomous thinking and arbitrary beliefs, 

in eating disorders. These errors are presumably directed towards 
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eating concerns, for instance restrictive dieting is presumably 

encouraged by the dichotomous belief that by avoiding eating, one is 

avoiding obesity. 

In some patients, bulimia is conceived to be potentiated by attitudes 

that defeat cognitive control mechanisms, and, by loss of control 

following prolonged dietary restraint (Polivy & Herman, 1985; as cited 

in Steiger et al., 1990). 

Previous studies suggest that eating disordered patients' thinking styles 

are more dysfunctional than those of normal controls (Strauss & Ryan, 

1988). Investigations have, however, usually been limited to cognitions 

that are closely related to eating or body image concerns. Comparisons 

of eating disorder patients with normal and psychiatric groups along 

more broadly focused measures of cognitions, are useful in 

determining the extent of psychological disturbance among eating 

disordered patients, and in guiding decisions concerning the need for 

broadly focused treatments versus symptom - focused treatments. 

Steiger et al., (1990) found that on the Dysfunctional Attitude Scale, 

cognition in eating disordered individuals was highly dysfunctional, 

with anorexic patients showing greater dysfunction than bulimics. 

Strauss and Ryan (1988) investigated the number of logical errors, 

cognitive slippage and conceptual complexity in subjects with different 

eating disturbances. Their finding was that subjects with anorexia 

nervosa had significant cognitive distortions, as assessed by the 

Cognitive Error Questionnaire, whereas this was not present in 

subclinical or normal-weight bulimic samples. However, the authors 
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point out that affective measures detected significant dysphoria in all 

four eating disordered groups, and that mood and cognition did not 

operate in isolation to each other. These authors suggest, as other 

authors have, the need for further empirical attention to this issue. 

Bauer and Anderson (1989) have listed nine irrational beliefs 

commonly found in bulimia. They found that all patients exhibited at 

least some of the following: 

(1) Being overweight is the worst thing that can happen to me. 

(2) Certain foods are good foods other foods are bad foods. 

(3) I must have control over all my actions to feel safe. 

(4) I must do everything perfectly or what I do is worthless. 

(5) Everyone is aware of and interested in what I am doing. 

(6) Everyone must love me and approve of what I do. 

(7) External validation is everything. 

(8) As soon as I. .. I will be able to give up bulimia. 

(9) To be successful a woman must combine the traditional values of 

women with the aggressive career orientation of men. 

Fairburn et al., (1991) findings suggest that bulimia nervosa is 

associated with the selective processing of information relating to 

eating, shape and weight, and that this phenomenon may be restricted 

to those with an eating disorder of clinical severity. This was found 

using the Stroop colour naming task, in which the eating disordered 

subjects took longer to name the colour, and were instead focusing on 

the semantic aspects of the word. 

It has also been suggested that weight-related self-schemata may exert 

automatic effects on the processing of information, and may also help 
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explain the clinical observation that patients frequently see their 

symptoms as serving a valued function. Recommended by Vituosek 

and Hollon (1990) for further study, were cognitive styles involving a 

preference for simplicity, a preference for certainty, and a "new years 

resolution" cognitive style. 

The theory behind Vituosek and Hollons (1990) cognitive explanation 

of eating disorders was as follows: (1) The eating disorder develops 

around organised cognitive structures surrounding the issue of weight, 

which influence perceptions and thoughts, and affect behaviour; (2) 

Operation of these cognitive structures help account for the persistence 

of eating disorders. There is ample evidence of schema producing 

systematic errors through the over use of schema, selective attention 

and memory, perseverance, illusory correlation, confirmatory bias, 

false consensus, availabilty and representativeness heuristics; and (3) 

Schematic principles may also be helpful in understanding the choice 

of eating disorder symptomatology, the valued function of wanting to 

be thin. This in turn helps simplify, organise and stabilise experience of 

the self, and gives an element of control (Vituosek & Hollon, 1990). 

It has also been noted that there are various effects of starvation on the 

brain, which may cause deterioration in cognitive functioning. This 

finding has recently been noted by Lassle, Bossert, Hank, Hahlweg and 

Pirke (1990), who found that signal detection deficits were more likely 

to be found in bulimic subjects with a past history of anorexia nervosa. 

It thus appears that particular styles of thinking are characterised by 

significant cognitive distortions, and these are associated with 

experiencing bulimic episodes. However, the role of cognitive 
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distortions in etiology and maintenance of disturbed eating habits and 

eating disorders, is still uncertain and requires further prospective 

investigation (Dritschel et al., 1991). 

1.2.6 Restraint 

The concept of restraint was originally developed to describe how and 

why the eating patterns of obese people differ from those of normal 

weight people. Historically, restraint has its roots in Schachter's (1968-

1971) and Nisbett's (1972) theories of obesity (as discussed in 

Rudderman, 1986), on the basis that dieting is a key factor in food 

regulation (Herman & Mack, 1975). 

According to Herman and Polivy (1980) eating patterns are influenced 

by the balance between physiological factors prompting the desire for 

food, and efforts to resist that desire. This cognitively mediated effort to 

combat the urge is termed restraint. Individual levels of Restraint are 

measured using a ten item scale, called the Revised Res train t Scale 

(Herman & Polivy, 1975). Restrained eaters who constantly worry 

about what they eat and struggle to diet fall at one end of the 

continuum, and unrestrained eaters who eat freely as the desire strikes 

them, fall at the other end. 

There are two basic theories concerning restraint. Firstly, the 

disinhibition hypothesis proposes that the self control of restrained 

eaters may be temporarily released or interfered with by certain events 

called dietary disinhibitors. When this happens, physiological need 

prevails and restrained eaters consume large quantities of food. Dietary 



disinhibitors may be cognitive, emotional or pharmacological (for 

example, alcohol). 
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The second major theory in this area is that differences in the level of 

restraint underlie obese - normal differences in behaviour. This aspect 

of the theory is not particularly relevant to bulimia nervosa and will 

not be discussed in any detail. 

Herman and Polivy (1984) combined these hypotheses to propose the 

boundary model of restraint. This model postulates that biological 

pressures work to maintain consumption within a certain range 

between the boundaries of hunger and satiety, called the range of 

biological indifference. It is in this range that psychological factors are 

thought to have the most effect, and this zone is thought to be higher 

in restrained individuals, as they go past satiety. 

Overall, studies concerned with the disinhibtion hypothesis of the 

boundary model have been favourable. Most attention has been 

focused on disinhibtion by certain cognitions, for instance, the 

perception of having eaten a large preload leads restrained individuals 

to think in an all-or-nothing fashion with respect to their diet. The 

anticipation of future violations may also have this effect. However, 

more needs to be understood about the concepts of self-monitoring and 

dysphoric mood, which also seem to have an impact. 

The concept of restraint has been indicated as an important factor 

underlying bulimia. Dietary restraint has been causally implicated in 

the development of bulimic episodes (Charnock, 1989) and it has been 

argued that this link is cognitive (Polivy & Herman, 1985; Polivy, 
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Herman, Olmstead & Jazwinski, 1984). This can be seen in studies 

where subjects have been given differing loads of foodstuffs. High 

restraint subjects have usually, if they believed they had ingested a 

large pre-load, tended to eat more on a subsequent meal, regardless of 

calorie weighting, showing all-or-nothing thinking (Rudderman, 

1986). 

In a recent study by Rand and Kuldau (1991) a survey of 2215 adults in 

the community found that restrained eaters (defined as above 

midpoint on the Revised Restraint Scale) were predominantly normal 

and overweight women under 65 years of age. Rand and Kuldau 

found a similar prevalence of restrained eating was obtained in 

students (18.9%) and same age non-students (21.5%). There was a 

considerable overlap between respondents who were dieting and those 

who were restrained eaters. Binge eating was reported more often by 

restrained eaters than unrestrained subjects. 

Conditions that encouraged restrained eaters to eat differently from 

unrestrained eaters were dysphoric mood, recent eating, belief about 

the caloric value of foods consumed, alcohol, and degree of satiety. 

Some restrained eaters counter-regulate, while others do not because 

of higher self esteem. Similarities between restrained eaters and eating 

disorder patients include a pre-occupation with weight and appearance, 

as well as eating and perfectionism, and they are predominantly 

women (Rand & Kuldau, 1991). 

"Most restrained eaters, however, do not display ego deficits 

associated with eating pathology, do not binge to limits of physical 



20 

capacity and are affected by taste and availablity of food". (Rand & 

Kuldau, 1991,p 700). 

The presence of binge eating in conjunction with restrained eating 

appears to increase the probability of having an eating disorder. Almost 

one third of the restrained eaters who admitted binge eating, were also 

classified as having bulimia or bulimia - related atypical eating 

disorders, and over two thirds of the eating disorder cases were 

classified as restrained eaters (Rand & Kuldau, 1991). 

It appears that there are both similarities and differences between 

restrained eaters and bulimics. This finding has also been noted by 

Rudderman and Grace (1988) who found that both bulimics and 

restrained eaters were dissatisfied with their bodies, and had significant 

narcissistic tendencies, but that 

" ... bulimics show an element of psychopathology [labelled by the 

authors as maladjustment] which restrained eater's do not, and 

restrained eaters perceive themselves as morally virtuous 

whereas bulimics do not ... " (Rudderman & Grace, 1988, p 359) 

Similarly Laessle, Tuschl, Waadt and Pirke (1989) found that the 

restrained eaters they questioned could not be distinguished from the 

unrestrained eaters on measures of introceptive perception, 

depression, self esteem, and fears about relationships, while these traits 

could be clearly distinguished in the bulimic subjects. 

Restraint could also be linked to other factors which impact 

significantly on bulimia. For example, Lowe and Maycock (1988) found 



restraint could predispose an individual to negative affect eating 

because stress may overwhelm the inhibition restrained eaters 

normally exhibit. 
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Thus, it appears that, as discussed by Charnock (1989), the boundary 

model for the regulation of eating as it stands is somewhat too general 

to account for the development of bulimic episodes. As various 

authors have suggested in the above review, a variety of factors 

interact with dietary restraint to produce bulimic episodes, but the 

nature of these factors has not yet been systematically studied. 

1.2.7 Body Image Distortion 

Hsu and Sobkiewicz (1991) reviewed 19 recently published body image 

studies. They found, in general, that eating disordered patients over

estimate their body width more than do normal controls, and are 

usually more disparaging towards their bodies. However, they contend 

that it is unnecessary to invoke the term 'body image disturbance' to 

explain these findings. They suggest that further research in the area of 

body disparagement or the characteristic attitude of weight phobia, fear 

of fatness or pursuit of thinness, may be more fruitful without this 

problematic concept. 

Body image has been used in many different senses by different writers. 

These studies have focused mainly on perception and attitudes, or 

affect towards one's body. Basically there are five different techniques 

in use for studying perceptual distortion of body width; (1) image 

marking; (2) analogue scale; (3) optical distortion; (4) silhouette; (5) card 

sorting; and (6) kinesthetic measures. 

\ 
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Studies which asked subjects to estimate their preferred or ideal shape, 

were probably measuring an affective component in addition to a 

perceptual one, although this was not always explicitly stated. 

Over-estimation, defined relative to the specific measuring technique, 

indicated that some bulimic subjects over estimate whereas others do 

not. It has been found that " ... over estimation is not a characteristic of 

all or most bulimics" (Hsu & Sobkiewicz, 1991, p 24). Conversely, 

attitudinal and affective studies have shown that many more bulimics 

are dissatisfied with their bodies than normal controls, and wished to 

be thinner. There is not enough information at present to indicate the 

exact correlation between affective and perceptual ratings of body 

image. 

Hsu and Sobkiewicz (1991) indicate that body size estimation is not a 

robust enough concept to build on, and has mistakenly been used 

interchangeably with body image distortion. They suggest a future 

focus on body attitudes and feelings, as do Bailey, Goldberg, Swap, 

Chomitz and Houser (1990), as it appears that over estimation is often 

idiosyncratic to the individual. 

Freeman, Touyz, Sara, Rennie, Gordon and Beaumont (1991), suggest 

that eating disordered patients tend to focus on parts of their bodies 

which they are dissatisfied with, whereas normal subjects can scan 

their whole body shape. 

Steiger, Fraenkel and Leichner (1989), found that anorexics, but not 

bulimics exhibited body image distortion, and that maladaptive 

cognitions were present in all eating disorders, but more marked in 

over-estimators. They also found that body weight predicted body 
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image distortion better than other measures of eating pathology, 

suggesting that weight has an important role to play in producing body 

image distortion. 

1.2.8 Life Stress or Anxiety and Bulimia Nervosa 

Life changes and life stress have been linked to bulimia nervosa. For 

instance among female under-graduates, in a recent study, it was found 

that subjects experiencing more life changes within the preceding 

month also reported greater severity of binge eating (Cattanach, Malley 

& Rodin, 1988). 

" If stress is related to increased binge eating and thus to the 

etiology and/or maintenance of bulimia, there are several ways 

that stress might render an effect. Stress might increase the desire 

to eat in one of two ways, either directly or through its arousal 

provoking properties" (Cattanach et al., 1988, p 591). 

Other recent work also suggests that onset of bulimia is associated with 

stressful life events. For example, Rosen et al., (1990), in a longitudinal 

study with adolescent girls, found that future levels of psychological 

stress were predicted by weight-reducing behaviour, indicating that 

weight reducing behaviour may have some negative psychological 

impact on the young dieter. 

It has been postulated that anxiety is important in maintaining bulimia 

nervosa as either a primary or secondary feature, as patients are often 

anxious and many bulimic episodes are precipitated by feeling of 

tension and anxiety. This theory is supported in part, by the finding 



that anti-anxiety medication has been found to be helpful in some 

cases of clinical bulimia nervosa (Rosen et al., 1990). 
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Further analysis has revealed that predominant mood disturbance in 

bulimia nervosa is largely secondary to disturbed eating patterns, and is 

clearly related to concerns about weight and food and shape. Thus, 

anxiety appears to help maintain the disorder, although this may be 

ameliorated by drugs and by therapy for weight and eating problems 

(Steere, Butler & Cooper, 1990). 

Some evidence has been found to corroborate the anxiety reduction 

model of bulimia nervosa. For instance, Greene, Petrie and Zeichner 

(1990) found that purging was an anxiety reduction mechanism with 

potential to negatively reinforce the binge purge cycle. However other 

studies have found mixed support for the anxiety model of bulimia. 

Williamson, Goreczny, Davis, Ruggiero and McKenzie (1988) found 

that except for heart rate and forearm (electromyogram) EMG, normals 

responded similarly to bulimics, whereas with VMR (peripheral 

vasomotor response) and skin resistance, the bulimic subjects 

responded in a manner suggestive of less anxiety than non-bulimic 

subjects. 

In a laboratory examination by Cattanach et al., (1988), it was found that 

stressors provoked strong negative mood states. A second major 

finding in this study was that the eating disordered group did report a 

greater desire to binge than controls, relative to their baselines, 

especially during the stressors involving disappointment and 

rejection. This provides some support for the suggestion that stressors 

involving interpersonal isolation, rejection, or disappointment may be 
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related to binge episodes. Finally, this study revealed that disordered 

eaters perceived more global stress in their lives,and exhibited a lower 

general sense of mastery and self -esteem than individuals low in 

disordered eating. The authors point out that these links could flow in 

either direction, or could be mediated through a third variable. 

In a recent study by Soukup, Beiler and Terrell (1990), it was found that 

bulimics reported a greater number of negative life events and feelings 

of being pressured than did a non-eating disordered group. Both 

anorexics and bulimics reported higher levels of stress, more 

depression, lower levels of confidence in their ability to solve 

problems, a tendency to avoid confronting problems, and feelings of 

being driven. 

1.2.9 Depression 

Much of the current literature reflects the evident connection between 

bulimia nervosa and depression. This has been investigated because of 

the high incidence of depression in bulimic individuals and positive 

responses in bulimic individuals to anti-depressant medication 

(Schlesier-Carter et al., 1989). 

Most research seems to indicate that the typically high incidence and 

level of depression in bulimia is reflected in, and related to, depressive 

cognitive patterns (maladaptive thinking patterns related to depressive 

symptomatology, including negative automatic thoughts, 

dysfunctional attitudes and causal attributions). However, depression 

is independent of the extreme food and weight related cognitions that 

characterise bulimia (Clark, Feldman & Channon, 1989). 
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Many studies have found a high incidence of depression in bulimic 

subjects (Ledoux, Choquet & Flament, 1991). For instance Schleiser -

Carter et al., (1989) found that 45% of their subjects scored over 17 

(indicative of potentially serious depression) on the Beck Depression 

inventory. This finding seems to be consistent in longitudinal studies 

also (Hsu and Sobkiewicz, 1989), with the majority of those subjects 

still with diagnosable bulimia at the end of the study also exhibiting 

significant affective symptoms (71 %). 

There also appears to be different patterns of negative affect across the 

binge-purge cycle, with binge eaters experiencing significantly greater 

negative consequences following a binge, and toward eating in general, 

than normal eaters. In a study by Lingswiler, Crowther and Stephens 

(1989), it was found that bulimic subjects reported delayed 

consequences of binges which included depression and self

condemnation. A similar finding by Elmore and de Castro (1990) 

reported that bingeing in bulimic subjects resulted in increased 

depression and increased anxiety. Conversely it has also been found 

that bulimic subjects reported negative moods prior to engaging in 

binge episodes (Davis, Freeman & Garner, 1988). 

Restraint was not seen to be related to negative affect eating. However, 

bulimia was related to this, and other psychopathology concerning 

body shape, weight, ineffectiveness, distorted introceptive awareness 

and interpersonal trust (Laessle et al., 1989). 

There has also been a good deal of research on the incidence and 

patterns of depression in the family background of bulimic 

individuals. For instance, Scalf -Mclver and Thompson (1989) found 
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that inconsistent expression of affection by the mother was a predictor 

of both depression and bulimia in bulimic individuals. Blouin, Zuro, 

and Blouin (1990) found that the depressed subgroup of bulimic 

women they studied, perceived their families as being less cohesive, 

less independent, more oriented to achievement and less involved in 

recreational pursuits than did controls. 

Recent investigation has suggested that the depression variable in 

bulimia may be related to personality disorders, especially, borderline 

personality disorder. Wonderlich et al., (1990) found that depression 

was highest in individuals meeting the criteria for borderline and 

dependent personality disorder, with normal weight bulimia shown 

to be associated with histrionic personality disorder. 

Steinberg et al., (1990) suggest that there may be different subgroups for 

whom bingeing and purging serve different functions. For example, in 

borderline subjects, bingeing and purging may mediate depression 

because these subjects became less depressed after a binge-purge 

episode, whereas the non-borderline group became more depressed. 

It has also been pointed out that the psychological disturbances 

reported by bulimia nervosa subjects cannot be assumed to represent 

fundamental deficits, since they 

II may represent secondary elaborations of chronic dietary chaos 

rather than more fundamental deficits in functioning .... " (Garner, 

Olmstead, Davis, Rockert, Goldbloom & Eagle, 1990, p 1). 
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In non-clinical populations it has been found that a moderate, but 

stable association exists between depressive symptoms and eating 

abnormalities (Leung & Steiger, 1991). These authors also found no 

direct causal link between depressive symptoms and eating 

abnormalities. 

1.2.10 Survey Studies Including Prevalence Rates 

Survey studies, or studies which have looked at prevalence rates in 

community samples, have shown vast differences in results. A 

prevalence rate of 1.3% was found by Schotte and Stunkard (1987) 

whereas Halmi, Falk and Schwartz (1981) found a rate of 19%. This 

variation is caused through differences in methodology between 

studies (refer to above section on methodological concerns, page 6). 

Much of the data on prevalence rates is gathered from overseas 

sources, however, there have been a handful of studies completed 

recently in New Zealand. Bushnell et al., (1990) using DSM III criteria, 

found that the overall lifetime prevalence rate for males was 0.2%, 

whereas the corresponding overall lifetime rate for females was 1.9%. 

The largest prevalence rate found was in females aged 18 to 24 years 

(4.5%). Clinicians ratings of DSM III bulimia gave a rate of 1.7%, and for 

draft DSM III-R criteria, a rate of 1.6%. The figures for prevalence found 

by Welch and Hall (1990) were significantly higher with a bulimia 

prevalence rate for nurses of 2.5%, bulimia being defined by the 

Bulimia Test (Smith & Thelen, 1984). 

Further evidence suggests that the annual rate for bulimia may be 

increasing with a seven fold increase ( from 6 to 44, per 100,000 
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population) in female referrals to an eating disorder service for the 

period between 1977-1986 (Hall & Hay, 1991). 

1.3 RATIONALE OF THE PRESENT STUDY 

An increased awareness of how bulimia, life stress, body image 

disturbance, depression and psychopathology, and restraint interact, is 

fundamental to understanding the etiology of, and improving 

prevention strategies and treatment procedures for bulimia nervosa 

and incipient disordered eating. 

The previous introduction and literature review outlines much of the 

evidence for believing that these variables are interrelated. However, 

there have been very few studies which have explored the relationship 

between all of these variables, in non-clinical, community samples. 

The present study aims to examine the relationship between the above 

variables, in a New Zealand community sample. The rationale for 

examining the interrelationship between these variables in a sample of 

young women is as follows. 

Firstly, only a small number of studies have been done to examine 

multi-factorial theories of the development and maintenance of 

bulimia nervosa. It would appear to be important to see how well the 

particular factors investigated in the present study theorised to account 

for bulimic symptoms, account for the variance in this community 

sample. 



30 

Secondly, it is important to examine these factors in a community 

sample rather than in subjects seeking help with a clinical eating 

disorder. Also, given the wide variance in estimated prevalence, 

community surveys of the kind undertaken in this study provide 

additional evidence on prevalence for comparison with other studies. 

It appears that there is very little community based data on the 

variables involved in the onset and maintenance of bulimia nervosa. 

Although more data is becoming available on prevalence rates, there is 

still a great lack of understanding of the multiplicity of factors that 

determine incipient or sub-clinical bulimia nervosa, or disturbed 

eating patterns in non-clinical populations. This type of information 

may help us to prevent the development of clinically severe levels of 

eating disorder. 

Lastly, it is important to realise that most research has been conducted 

using non-New Zealand samples. The present study will help 

determine the relevance_ of existing theories and research to the New 

Zealand situation. Findings from this study may support overseas 

findings, or show them to be less general than may have been 

assumed. 

1.4 AIMS OF THE PRESENT STUDY 

The main focus or aim of the present study was to explore the 

relationship between several of the main factors, as derived from 

existing research, associated with bulimia nervosa. Thus, the study 



was primarily intended to gather information concerning bulimia 

nervosa symptoms in young women. 
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1.5 HYPOTHESES TO BE INVESTIGATED IN THE PRESENT STUDY 

Several hypotheses were investigated in the present study concerning 

the relationship examined between the variables. It was hypothesized 

that the variables of life stress, body image disturbance, restraint, 

cognitive distortions, general behavioural effects of eating thoughts, 

depression and psychopathology would increase with increasing 

bulimia nervosa symptoms. Therefore the hypotheses were; 

(1) Bulimia nervosa symptoms would increase with increasing score of 

life stress events; 

(2) Bulimia nervosa symptoms would increase with increasing score 

of body image distortion, as measured by body image silhouettes; 

(3) Bulimia nervosa symptoms would increase with increasing score 

for restraint, as measured by the Revised Restraint Scale; 

(4) Bulimia nervosa symptoms would increase with increasing score of 

psychopathology, as measured by the Symptom Checklist; 

(5) Bulimia nervosa symptoms would increase with increasing score of 

depression, as measured by the Beck Depression Inventory; 

(6) Bulimia nervosa symptoms would increase with increasing score of 

cognitive distortions, as measured by the Cognitive Distortions in 

bulimia scale; and 

(7) Bulimia nervosa symptoms would increase with increasing score of 

general behavioural effects of thoughts about eating. 



As the sample was gained from two different sources (University and 

Vocational training courses), and findings of prevalence rates have 

been equivocal, it was necessary to examine the data to see if the two 

groups of respondents were different from each other on any of the 

measures used. 
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CHAPTER TWO 

METHOD 

2.1 SUBJECTS 

The subjects involved in the present study were 243 women, between 

the ages of 17 and 25. They were volunteers from differing tertiary 

institutions, firstly vocational courses (n = 65), course topics included 

nannying and child care, secretarial and horticultural work, and 

hairdressing, and secondly university (n = 178). The aim in doing this 

was to sample a wide range of socio - economic groups and scholastic 

achievement. Overall, there were 11 refusals, four from university 

students and seven from vocational course participants. 

Subjects were made aware of the fact that their participation in this 

study was voluntary, and that information obtained was to be kept 

confidential. Subjects were also given the opportunity to contact the 

experimenter at a later date to discuss the findings of the study, or to 

discuss any queries they may have had about seeking further advice, 

information or counselling with reference to eating disorders. 

2.2 PROCEDURE 

The women were all contacted initially in person. The university 

students were approached in weekly tutorials, and the other students 

were contacted during their training courses. The women were given 
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the opportunity of either handing in the questionnaires at the end of 

the tutorial or training session, or to the experimenter at a specified 

later time. The questionnaire took between 20 and 30 minutes to 

complete. 

The experimenter, at the time of recruitment, gave a short 

introduction to the questionnaires, explaining the purpose, duration 

and nature of the questions. However, the focus of the entire 

questionnaire was indicated to be a study on eating habits and mood, 

rather than specifically as a study of bulimia. This was so that the 

subjects would be less likely to give their answers in terms of their 

personal perceptions of eating disorders, but instead give an unbiased 

representation of their ideas and eating behaviour. 

All questionnaires were stapled together in a fixed order at the time of 

presentation to the subject. A covering letter was attached to the front 

of the questionnaires, so that it was always read first. This letter, 

outlined the purpose of the study, gave assurance of confidentiality and 

the experimenter's contact address. Ethical approval for the study was 

obtained from the University of Canterbury, Department of Psychology, 

Ethics Committee prior to the study being commenced. Approval from 

the organisers of the vocational courses was also obtained. 

2.3 THE QUESTIONNAIRE 

The questionnaire took approximately 25 minutes to complete. 

On the initial page of the questionnaire, basic demographic 

information was obtained. This information consisted of age of 



respondent, ethnic group, occupation, and self-estimated weight and 

height. 
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The main section of the questionnaire was comprised of a battery of 

measurement instruments which are listed in the section following (A 

copy of the questionnaire can be found in Appendix 1). 

2.4 MEASUREMENT INSTRUMENTS IN THE QUESTIONNAIRE 

2.4.1 The Beck Depression Inventory (B D I) 

The Beck Depression Inventory (Beck, Ward, Mendelson, Mock & 

Erbaugh, 1961), is a self -report instrument designed to measure 

depressive symptomatology. The BDI contains 21 items, which consist 

of a group of four statements. The respondent has to choose the one 

which best represents his or her feelings at the time. The BDI is widely 

considered to have sound psychometric properties (Carson, 1987). In a 

recent review of 25 years of evaluation of the BDI, Beck, Steer and 

Garbin (1988) found that the BDI shows high correlations with other 

self report depression instruments and clinical ratings. Items are able 

to be broken down into somatic, performance and cognitive affect sub

scales. 

In researching bulimia, therefore, the BDI is currently the most suitable 

instrument. The BDI has also been used in much of the previous 

research in this area, thus direct comparisons across other studies are 

made possible. 
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2.4.2 Stress and Life Events 

Stressful life events were measured using a series of five point Likert 

scales, on such issues as : How stressful was the past year? What 

stressful events occurred in the past year? and questions pertaining to 

the quality of, and stress involved in close relationships. On the Likert 

scales a score of 1 was considered to mean 'not stressful' and a score of 

five was considered to mean 'very stressful'. The stress and life event 

items were taken from a diagnostic survey for eating disorders (Garner 

& Garfinkel, 1985). 

2.4.3 The Cognitive Distortions in Bulimia Scale (BCD S) 

This scale assessed cognitive distortions specifically related to Bulimia. 

This instrument is a 25 item questionnaire devised by Schulman, et.al., 

(1986), to measure irrational beliefs and cognitive distortions associated 

with bulimia. It was found to have a coefficient alpha of 0.97. Factor 

analysis revealed two clear factors measuring cognitive distortions 

related to automatic eating behaviours, and to physical appearance. 

Data attesting to convergent and divergent validity of the BCDS, were 

both good. In predicting group membership it correctly classified 93.6% 

of all subjects, and was also predictive of the severity of bulimia as 

measured by frequency of binge eating episodes. 

2.4.4 The Bulimia Test (BULIT) 

The Bulimia Test (Smith & Thelin, 1984) is a 32 item, self-report, 

multiple choice scale. It was constructed by comparing responses of 

clinically identified bulimic subjects with normal female college 
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students on 75 preliminary test items, which were based on criteria of 

the DSM III. Results of re-testing and judgments of diagnostic 

interviews, showed that the BULIT was a reliable and valid predictor of 

bulimia in a non-clinical population, indicating a high degree of 

construct validity. A lower correlation with a measure of anorexia 

nervosa suggests that this test is able to discriminate between the two 

overlapping syndromes. 

A recent study by Wertheim (1991) found further support for the 

construct validity of the BULIT, replicating correlations in a normal 

sample. However, two areas of concern emerged. These were, possible 

under reporting of symptoms and a lack of correlation with binge 

eating. 

As the BULIT was based on the DSM III criteria, it was important to see 

how the older criteria related to the newer criteria found in the 

updated DSM III-R. This aim was achieved by selecting items from the 

BULIT which pertained to the DSM III R criteria. 

The DSM III-R criteria include five items. These are: Recurrent 

episodes of binge eating; feeling a lack of control over eating during 

eating binges; regular engagement in either self-induced vomiting, use 

of laxatives or diuretics; strict dieting or fasting, or vigorous exercise in 

order to prevent weight gain; a minimum of at least two binge eating 

episodes a week for at least three months, and persistent over concern 

with body shape and weight. These criteria were assessed by items 1, 6, 

7,10, 12, 13, 15, 19, 22, 24, 26, 29, 30, 34 of the BULIT. 
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2.4.5 The Revised Restraint Scale ( RRS) 

This is a ten item questionnaire, in which items are scored zero to four 

or zero to five, with larger numbers indicating increasing severity of 

restraint, (Herman & Polivy, 1975). The RRS, has been widely used as a 

measure of cognitive control and monitoring of eating behaviour in 

studies on eating disorders and obesity, and so makes comparability 

across studies easier. 

2.4.6 Eating Habit Interference Scale (EH IS) 

A series of five, 5-point Likert scales were used to determine the effects 

of eating habits on aspects of everyday life, including effects on: work 

/ study, daily activities, thoughts, feelings about self and interference in 

personal relationships. This scale was originally part of a diagnostic 

survey for eating disorders (Garner & Garfinkel, 1985), thus providing a 

good indicator of general behavioural effects of eating patterns and 

aiding in diagnosis. It was also used as a measure of construct validity 

for the BULIT score, cognitive distortions, and restraint. 

2.4.7 The Symptom Checklist (S CL) 

This checklist was used to assess general psychiatric symptomatology 

(Yager, Gerst, Grant & Woo, 1977). It is a 34 item, self- administered 

screening device, which has been used in other research of this kind. 

Subjects are asked to check items on the SCL according to the frequency 

of their occurence, from "not at all" to "every day". Included are 

physical, interpersonal, behavioural, substance abuse, affective and 



cognitive symptoms. Thus, it appears that the SCL provides a good, 

simple and general coverage of other psychiatric symptoms. 

2.4.8 Body Image Distortion Silhouettes (B I D S ) 
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A set of nine drawings of female silhouettes, arranged from very thin 

(figure 1) to very heavy (figure 9) (Stunkard, Sorenson & Schulsinger, 

1980), was used to investigate the subjects' perceptions of their current 

and ideal figures, and the figure they thought was most attractive to the 

opposite sex. The subjects were asked to indicate the figure which best 

represented each of these statements. This measure of body image has 

been validated across other studies of this type (Fallon & Rozin, 1985). 

2.4.9 Body Mass Index ( B MI) 

Body mass information was calculated from self-report data on weight 

and height using the formula Body Mass Index (B MI)= weight/ 

(height) 2 (Bremmer, 1991). Height and weight estimates were 

converted into metric units (centimetres and kilograms) where 

necessary. 

2.5 DEBRIEFING 

After completing the questionnaire, the subjects were individually 

thanked for their participation, and their queries about the 

questionnaire were discussed with them. For any women who 

expressed a need for professional help, the name and address of the 

Christchurch Bulimic Support group was given to them. They were 



also given the opportunity of contacting the experimenter at a later 

date to discuss the results of the study. 

2.6 DATA ANALYSIS 
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Data analysis was performed using SPSS-X (Statistical Package for Social 

Sciences, 1986). Pearson product moment correlation coefficients were 

used to investigate the association between variables, and to ascertain 

the significance of these. Multiple regression analysis was also 

performed to investigate the relative importance of different variables. 

An item analysis of the Bulimia Cognitive Distortions Scale was 

undertaken, and t-tests for independent measures were employed to 

ascertain the significance of effects of the variables. 



CHAPTER THREE 

RESULTS 

The first section of the results deals with descriptive information about 

young women and their eating habits, including demographic findings 

and scores on the standardised questionnaires. The means, frequency 

distributions, and in some cases, median scores will be presented. The 

second section will present comparisons between samples of university 

and non-university subjects. Correlational data between measures of 

bulimia and other variables will also be presented in this section. The 

final section will discuss the multiple regression analysis of the 

variables involved in this study. Multiple regression analysis is used to 

examine the relative effect of a set of variables on the specified 

dependent variable. 

3.1 DESCRIPTIVE INFORMATION 

As the number of subjects in this study was large (n=243), in most cases 

percentages will be presented. These are both meaningful and easy to 

understand. 
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3.2 DEMOGRAPHIC DATA PERTAINING TO THE WOMEN IN 

THE STUDY 

3.2.1 Age 

The women's ages in this study ranged from 17 to 25 years. The 

median age was 19, and the mean age was 18.9 years. Figure 1 shows the 

frequency distribution of age of the subjects. 
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Figure 1: Frequency Distribution of the Range of Ages of Women 

involved in the Study. 

3.2.2 Ethnic Status 

The ethnic status of the women in this study was predominantly 

Pakeha, with 91.3% of the sample classifying themselves as such. Of the 
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remaining 8.7 %; 3.3% classified themselves as Maori or Pacific Island, 

and 3.7% classified themselves as "other", which included those 

describing themselves as being of mixed ethnic group or Asian. These 

figures are consistent with demographic figures for the city of 

Christchurch, a city of 300,000 residents of whom 93% are of European 

decent (Bushnell et al., 1990). The data for the present study can be seen 

in figure 2, below. 
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Figure 2: Ethnic Status of Women in the Study 
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3.2.3 Occupational Status 

The majority (78%) of women in this sample classified themselves as 

students. Of the remaining 22%, 10.3 % classified themselves as 

working, 8.3% as unemployed and 3.4% classified themselves as 

"other". The latter category was comprised of part-time students and 

social welfare beneficiaries. These results are presented in figure 3. 
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Figure 3:Type of Occupation Listed by Subjects 

4 

1-student 
2-working 
3-unemployed 
4-other 

3.3 DESCRIPTIVE INFORMATION OF MAJOR VARIABLES 

UNDER EXAMINATION IN THIS STUDY 

3.3.1 Body Mass Information 

Body mass information was calculated from self-report data on 

weight and height. 
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Figure 4: Frequency Distribution of Body Mass Index of Women in this 

Study. 

As can be seen in figure 4, the Body Mass Index figures ranged from 16 

to 36. The average BMI score was 22.19, with a median score of 21.86. 

These figures can be compared with recent New Zealand findings, 

which found that the average BMI, for females in this age range is 23.5 

(Wilson, Russell & Paulin, 1990). 

Overweight is defined as having a Body Mass Index of between 25 and 

30, and obese is defined as having a BMI of 30 or greater (Bremmer, 

1991). According to the data of Bremmer (1991), 1.2% of the subjects 

could be classified as obese and 8.2% as overweight. 

3.3.2 Body Image Distortion Measurements 

Body Image Distortion Silhouettes were measured using nine 

silhouettes ranging from thin to obese. 
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Figure 5: Frequency Distribution of Various Body Image Silhouettes 

Chosen by the Subjects. 

Figure 5 shows the frequency distribution for selection of the Body 

Image Silhouettes. The mean selected category for the "Self-perceived 

Silhouettes" was 3.93, with a median of four and a range of between 

two and eight. The results of the "Ideal Body Shape" and the "Most 

Attractive Silhouette" were more similar. The mean for selected ideal 

shape was 2.98, with a median of 3 and a range from two to five. 

Similarly, the mean for most attractive silhouette to the opposite sex 

was 2.90, with a median of three and a range from two to five. 

As can be seen from these results, the ratings for self -perceived 

silhouettes were consistently larger than those for the ideal body shape, 

and for the silhouette judged most attractive to the opposite sex. 



3.3.3 Measurement of Bulimia 
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Figure 6. Frequency Distribution of Subjects' Scores in the Bulimia Test. 

Figure 6 shows the pattern presented by the women's Bulimia Test 

scores. The range of scores was between 34 and 133, with a mean of 57.9 

and a median of 52.5. Subjects were classified as bulimic if their total 

score was 102 or above (2.4%) (Smith & Thelin, 1984). However, all 

other subjects who scored between 97 and 102 were considered sub

clinically bulimic (a further 2.4%). These findings are consistent with 

the Christchurch epidemiological study (Bushnell et al., 1990) which 

found that 4.5% of their female subject pool (aged between 18 and 24) 

were bulimic. 

A wide range of prevalence rates have been found, ranging from 1.3% 

as found by Schotte and Stunkard (1987). Conversely Halami, Falk and 
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Schwartz (1981) found a rate of 19%. This variation is caused by 

differences in methodology between studies. The present study fits in 

with those prevalence rates near the lower end of the spectrum, which 

appear to be more in line with those rates found using the DSM III-R 

(Bushnell et al., 1990). 

3.3.4 DSM III-R Adjusted Measurement of Bulimia 

As the BULIT was based on the DSM III, and new diagnostic 

classifications are slightly different, it was deemed important to address 

the new criteria presented by the DSM III-R. This aim was achieved by 

selecting items from the BULIT which pertained to the DSM III-R 

criteria (relating directly to the five items comprising the DSM III-R 

criteria as mentioned in the Method). These were items 1, 6, 7,10, 12, 13, 

15, 19, 22, 24, 26, 29, 30, 34. The BULIT scores were then examined to 

determine whether subjects scoring highly on these items scored highly 

on other major variabies. 

Subject 106, failed to complete three items of the questionnaire, yet still 

presented a relatively high score of 92. Subject 100 scored positive 

results on all of the five DSM III-R criteria, the other seven subjects 

reported symptoms on at least four out of five DSM III-R criteria. Given 

these results, one of the eight subjects would unequivocally be 

diagnosed as having bulimia nervosa by DSM III-R criteria, while seven 

would just fail to meet all DSM III-R criteria. 
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Table 1: Profiles of High Scorers in the Bulimia Test ( DSM III-R, 

adjusted group). 

Subject Bulimia Depression & Cognitive Stress Restraint 

100 

106 

135 

186 

302 

316 

357 

412 

BULIT EHIS Psychopathology distortions 

BDI SCL BCDS STRESS RRS 

132 21 26 65 100 15 29 

92 16 12 78 75 11 12 

100 22 12 65 93 9 28 

111 21 21 67 73 13 19 

98 18 5 66 56 17 15 

123 20 28 73 103 11 21 

76 17 6 30 69 12 18 

118 17 22 69 102 13 17 

The results from the above table suggest that, for subjects scoring highly 

on the revised BULIT criteria, there is often an increasing score in other 

measures of maladjustment. Often the high score on the revised 

criteria is linked with a high score particularly in the bulimia cognitive 

distortions scale. Across other measures, however, no clear pattern 

emerges. 

3.3.5 Eating Habit Interference in Everyday Life. 

The interference of Eating Habits was examined using a series of five 5-

point Likert scales, concerning how much eating habits interfered with 

daily activities. 
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Figure 7: Frequency Distribution of Eating Habit Interference Scale 

Figure 7 presents the results from the Eating Habit Interference Scale. A 

mean of 11.86, a median of 12 (equivalent to a qualitative median of 

"sometimes"), and a range of between 5 and 25 were calculated, with a 

maximum possible score of 25. 



According to qualitative descriptions, 11.1 % of the subjects said that 

their eating habits "never " interfered with aspects of their everyday 

life, 28.4% said their eating habits "rarely" interfered, 37.4 % said their 

eating habits "sometimes" interfered, 20.6% said they "often" interfered 

and 2.5% of the subjects said their eating habits "always" interfered with 

their everyday functioning. 

3.3.6 Measurement of Restraint 
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Figure 8: Frequency Distribution of the Results Given by the Revised 

Restraint Scale. 

The pattern of results given by the Revised Restraint Scale were as 

follows: a mean of 12.54, a median of 12, and a range from O to 30. The 

maximum score for this instrument was 35. Some studies (Rand & 

Kuldau, 1991) have used the mid-point on the Revised Restraint Scale, 

as the cut-off criterion for restrained eaters. Given this, 28.8% of this 

sample would be considered restrained eaters. 
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In a recent study by Rand and Kuldau (1991), a survey of 2215 adults in 

the community, they found that restrained eaters (defined as above 

midpoint on the Revised Restraint Scale) were predominantly normal 

and overweight women under 65 years of age. A similar prevalence of 

restrained eating was obtained in students (18.9%) and same age non

students (21.5%). 

3.3.7 Depressive Symptomatology 

Depressive symptoms were measured using the Beck Depression 

Inventory. 
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Figure 9:Frequency Distribution of Scores on the Beck Depression 

Inventory. 

Figure 9 shows the frequency distribution of the BDI scores. In this 

study a mean of 8.0 and a stc1.ndard deviation of 7.6 were calculated. A 
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median of six, and a range from 1 to 41 were also found. The 

maximum possible score for this instrument is 63. 

The scores on this questionnaire can be interpreted as indicating the 

severity of depression. According to these parameters subjects scoring 

between zero and four would be considered as having minimal or no 

depression (40.7%), those between five and seven as having mild 

depression (18.1 %), those between 8 and 15 as having moderate 

depression (25.9%) and those scoring 16 or over as suffering from 

potentially serious depression (15.2%). These scores seem reasonable in 

comparison with those found in other recent studies including,those 

found by Bennett, Spoth and Borgen (1991) who reported a mean BDI 

score of 11.27. 

Other studies have found a high incidence of depression in bulimic 

subjects (Ledoux et al, 1991). Schlesier-Carter et al (1989) found that 45% 

of their subjects scored over 17 on the Beck Depression inventory. 

Depression has also been found in longitudinal studies (Hsu & 

Sobkiewicz, 1989), with the majority of those subjects still with 

diagnosable bulimia, at the end of the study, also reporting significant 

affective symptoms (71 %). As this data was from clinically bulimic 

subjects, it is difficult to compare with this community sample. 

However, the correlation between these two variables will be 

examined, in the following section of the results. 

Richardson (1991) found the rate of current depression in her sample of 

Christchurch women (as determined by the BDI), was 11.62, with a 

standard deviation of 9.95. However, the age range in Richardson's 

sample was older, with a mean age of 35. A recent epidemiological 
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study in Christchurch found that females had a lifetime prevalence of 

DSM III depression, of 16%, with no significant effects of age (Wells, 

Bushnell, Hornblow, Joyce & Oakley-Browne, 1989). 

3.3.8 General Psychiatric Symptoms 

The Symptom Checklist recorded the frequency of subjects' experience 

of physical, interpersonal, behavioural, substance abuse, affective and 

cognitive symptoms. 
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Figure 10: Distribution of Symptom Checklist Scores. 

As can be seen in Figure 10, the range of scores presented on the 

Symptom Checklist was from 4 to 124, the mean score was 45.98, and 

the median score was 44. 
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A relatively recent study done in Christchurch (Haye, 1983) found that 

married women of average age 22.4 years, had a Symptom Checklist 

score of 24.0, with a standard deviation of 3.2. This is considerably lower 

than that found in the present study. However the Haye (1983) sample 

were recently married, whereas in the present study 66.3% of the 

sample were without a partner. This means that in this respect the 

samples were not matched. 

3.3.9 Stress Ratings 

Each person's score reflected· the amount of stress they felt, reported on 

six Likert scales examining life events and relationships (rated from 1 to 

5). 
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Figure 11. Frequency Distrib!ltion of Stress Score Ratings 
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Stress ratings showed a mean score of 11.23, a median of 11 and a range 

between 6 and 19. The maximum possible score was 30, and the 

minimum score possible was 5. A quantitative score of 5 would imply 

"not stressful". A quantitative score of 18, would imply "average 

stress", and a score of 30 would imply "extremely stressful". Thus, the 

mean for this sample indicates that these subjects felt their lives were 

moderately stressful. 

3.3.10 Cognitive Distortions 

Cognitive distortions were assessed using the Bulimia Cognitive 

Distortions Scale, which investigates cognitive distortions related to 

weight, appearance and eating behaviour. 
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Figure 12: Frequency Distribution of Scores on the Cognitive 

Distortions Test. 

The minimum possible score for this test is 25 and the maximum 

possible score is 125, however, the scores for this test ranged from 24 to 
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104, as the lowest scorer omitted to answer one question. A mean of 

55.5 and a median of 55 were also calculated. 

The cut-off score, found by Schulman et al., (1986) to be associated with 

clinical diagnosis of Bulimia by the DSM III, was 61. On this basis it can 

be calculated that 21 % of the present sample had some degree of eating 

disorder. 

3.4 DIFFERENCES BETWEEN THE SAMPLES 

This section of the results deals with the comparison between the two 

subject groups, namely the university and non-university sub-samples. 

Table 2 shows the list of mean scores and standard deviations arising 

from the two samples, for the various measurement instruments. 

Ostensibly, there were no significant differences on measures of the 

main variables between the two samples. An exception to this was the 

Beck Depression Inventory, which showed a higher score in the non

university sample. (t= 8.3, df=l, p<.005). 
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Table 2: List of mean and Standard Deviation scores presented by the 

University and the Non-University Group. 

Scale University Non-Universi tr 

I, SD I, SD 

BMI 21.8 2.8 23.3 3.3 

BDI 7.2 6.90 10.3 8.8*** 

RRS 12.9 6.1 11.7 5.3 

EHIS 11.7 4.5 12.4 4.6 

BODYl 3.8 1.0 4.2 1.1 

BODY2 2.9 0.6 3.1 0.8 

BODY3 2.9 0.6 3.0 0.8 

SCL 46.2 17.0 45.S 22.5 

BCDS 54.3 16.2 58.4 19.4 

BULIT 58.5 17.9 56.1 20.7 

AGE 18.9 years 1.5 19.1 years 2.2 

WEIGHT 60.0 kg 8.0 59.8 kg 2.4 

HEIGHT 166.2 cm 6.9 163.0 cm 9.3 

STRESS 11.2 2.6 11.3 3.0 
***= significant at p<0.005 

3.5 CORRELATIONS 

This section of the results presents correlation co-efficients obtained 

between the major variables. These include bulimia and eating 

disorder information, depression and psychopathology, and cognitive 

distortions including body image distortion. 
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Results in this section will be presented in two parts. Firstly, correlation 

co-efficients between the different aspects measured in each major 

variable group, and secondly, correlations across the major variable 

groups. 

Table 3. The Major variables included in the correlation analysis. 

Major Variables Variable measures 

Bulimia Bulimia Test (BULIT) 

· Eating Habit Interference 

Scale (EHIS) 

Depression & The Beck Depression 

Psychopathology Inventory (BDI) 

The Symptom Checklist 

(SCL) 

Cognitive Distortions The Bulimia Cognitive 

Distortions Scale(BCDS) 

Body Image Distortion 

Silhouettes(BIDS) 

Stress Stress Score 

Restraint Revised Restraint Scale 

(RRS) 

Correlations are considered to be significantly different from zero if the 

level of significance is p<.01. A significance level of p<.01 implies that 

there is only 1 % probability that the true correlation is zero, and that 

the variables are not therefore, related. 
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Correlations with a significance level of p<.01 are denoted by boldface 

type. 

3.5.1 Correlations Between the Major Variables 

Within-Group Correlatio1ts Between Different Measures of tlte Same 

Variable 

Correlations between different measures of the same major variable 

can act as validity checks. In some instances, two separate measures 

were taken for that purpose (for example the BULIT and EHIS scales 

measure similar constructs, as do the Body Image Silhouettes and the 

BMI). In other instances, two measures were taken because no single 

measure would adequately measure the variable (for example, the BDI 

and SCL measure overlapping constructs within the area of 

psychopathology), while ·in still other cases there was only one measure 

of the variable because no other measurement device was available 

(i.e., Stress Score). 

Within-Group Correlations between Measures of Body Image 

Silhouettes and Actual Reported Body Size 

Table 4 shows the correlations between the various measures of body 

image. It shows that the self-perceived silhouette (BIDS 1) shows a 

moderate positive correlation with the ideal silhouette (BIDS 2). The 

Self-Perceived Silhouette (BIDS 1) shows a weak positive correlation 

with the Opposite Sex Ideal Perceived Silhouette (BIDS 3). The Ideal 

Silhouette (BIDS 2) shows a relatively strong positive correlation with 

the Opposite Sex Ideal Perceived Silhouette (BIDS 3). 
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Table 4: Correlations between Measures of Body image and Actual 

Reported Body Size. 

BIDS 2 BIDS 3 BMI 

BIDS 1 .35 .16 .65 

BIDS 2 .61 .32 

BIDS 3 .2 

boldface denotes significant at p < .01. 

There is a relatively strong positive correlation between the Self

Perceived Silhouette (BIDS 1) and the BMI, indicating that subjects with 

a high BMI, rated themselves as more like the larger silhouette . In 

other words, there was a reasonable congruence between actual body 

size and the reported matching silhouette. There is a moderate 

correlation between the Ideal Silhouette (BIDS 2) and the BMI, 

indicating that those perceiving the ideal figure as larger, were more 

likely to have a higher BMI. Lastly, it appears that there is a weak 

positive correlation between the BMI and the Opposite Sex Ideal 

Perceived Silhouette (BIDS 3). 

Correlation between Body Mass Index and Bulimia Test 

The following table presents the correlation between the BMI, which 

was measured by combining the subjects reported weight and height, 

the subjects Self-Perceived Silhouette and the Bulimia Test. 
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Table 5: Correlation between the Body Mass Index and the Bulimia Test. 

Body size Bulimia 

BIDS 1 .41 

BMI .19 

boldface denotes significant at p < .01. 

Table 5 shows that bulimia and perceived body size showed a 

moderately strong positive correlation, indicating that subjects with a 

high BULIT score reported their matching silhouette to be larger. 

Interestingly, there was only a weak positive correlation between the 

BMI and the BULIT, indicating that subjects were only slightly more 

likely to be high scorers on the BULIT, if they had a high BMI. 

Bulimia and Cognitive Distortions 

Correlations between bulimia and cognitive distortions are shown in 

Table 6. Correlations with the body image distortion silhouettes are also 

shown. 

The Cognitive Distortions Scale showed a strong positive correlation 

with both measurements of eating disorder, indicating that those with 

high scores on both measures of eating disorder were very likely to 

have high scores on the Cognitive Distortion scale (BCDS). 

The Self Perceived Ideal Silhouette (BIDS 1), showed a moderate 

positive correlation with the BULIT, indicating that subjects with a 

larger Self Perceived Silhouette were more likely to have higher BULIT 

scores. The Ideal Silhouette (BIDS 2) showed a weak negative 

correlation with the BULIT score, indicating that there was a tendency 
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Table 6: Correlations between Bulimia, Body Image Distortion 

Silhouettes and Cognitive Distortions. 

Bulimia Cognitive Distortions 

BCDS BIDS 

BULIT .74 BIDS 1 .43 

BIDS 2-.19 

BIDS 3 -.21 

EHIS .66 BIDS 1 .38 

BIDS 2 -.14 

BIDS 3 -.12 

boldface denotes p < .01. 

for subjects scoring highly on the BULIT to perceive a smaller ·body 

shape as ideal. The opposite sex perceived ideal (BIDS 3) showed a 

moderate negative correlation indicating that subjects who had high 

BULIT scores, tended to assume that the males' perceptions of the ideal 

female figure were thin. 

The pattern presented by the EHIS scale correlations with the Body 

Image Distortion Silhouettes were very similar to those found with the 

BULIT. In fact, the trends were the same, but marginally weaker. A 

moderately strong positive correlation was found between the Self 

Perceived Silhouette (BIDS 1) and the EHIS, indicating that an 

increasing size of silhouette corresponded with an increasing BULIT 

score. A weak negative correlation between the EHIS and the Ideal 
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Silhouette indicates that those perceiving the ideal body shape as 

smaller, were somewhat more likely to score highly on the EHIS. 

There was also a weak negative correlation between the opposite sex 

ideal perceived silhouette and the EHIS indicating that the subjects 

scoring highly on the EHIS were somewhat more likely to perceive the 

opposite sex ideal silhouette as thinner. 

Bulimia, Psychopathology a1td Depression 

The correlations between bulimia and depression and psychopathology 

are presented in Table 7. 

Table 7: Correlations between Bulimia, Depression and 

Psychopathology. 

Bulimia Depression Psychopathology 

BDI SCL 

BULIT .58 .47 

EHIS .47 .44 

boldface denotes significant at p < .01. 

Table 7 shows that bulimia nervosa symptoms as measured by the 

BULIT and EHIS were moderately positively correlated with measures 

of psychopathology and depression. This finding indicates that, subjects 

scoring highly on the measures of bulimia symptoms (The BULIT, and 

The EHIS), were somewhat more likely to also be suffering from 

symptoms of depression and general psychiatric symptoms involving 

physical, interpersonal, behavioural, substance abuse, affective and 

cognitive symptoms. 
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Witlziu group correlations between Depression, Stress and Psychiatric 

Symptoms 

Table 8 shows the within group correlations between the measures of 

psychopathology. 

Table 8:Tlze Correlation between Beck Depression Inventory Score and 

Other Major Variables Under Study. 

Depression Other Major Variables 

BCDS SCL Stress RRS 

BDI .62 .60 .41 .40 

The above table shows that depression is moderately positively 

correlated with the Bulimia Cognitive Distortion Score, Psychiatric 

Symptoms, the Stress Score, and the Restraint Scale Score. This 

indicates that as the depression score increases scores on these other 

scales also increase. 

Bulimia and stress 

The correlations between bulimia and stress are presented in Table 9. 

The stress scores were weakly correlated in a positive direction with the 

scores on the bulimia test, indicating that those reporting a high level 

of stress, were somewhat more likely to have a high bulimia score, the 

same tendency was true of the EHIS. 
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Table 9: Correlations between Bulimia, and Stress. 

Bulimia Stress 

BULIT .31 

EHIS .21 

boldface denotes significant at p < .01. 

Bulimia and Restraint 

The correlations between bulimia and restraint are presented in Table 

10. 

Table 10: Correlations between Bulimia, and Restraint. 

Bulimia Restraint 

BULIT .70 

EHIS .63 

boldface denotes significant at p < .01. 

Table 10 shows that the correlation between bulimia symptoms and 

restraint was strongly positive, indicating that those subjects who were 

high scorers on the BULIT were also likely to be restrained eaters. 
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There was also a moderately strong positive correlation between EHIS 

and the RRS, lending support to the previous finding. 

3.6 MULTIPLE REGRESSION ANALYSIS 

The final section of the results explores relationships between the 

major variables (those variables showing correlations with The BULIT 

of 0.3 or greater), as disclosed by a multiple regression analysis. For 

these results it was decided that multiple regression would be the most 

appropriate form of statistical analysis. This type of examination 

determines how the independent variables (in this case scores on the 

different measurement instruments) account for the variance in the 

dependent variable (e.g. the Bulimia Test), across the sample, when 

examined in comparison with each other. The purpose of this analysis 

was exploratory, therefore no hypotheses concerning the outcome of it 

were made. 

Theory and/ or past research may have posited several factors to be 

studied as likely contributors to a criterion state. In examining these a 

researcher could analyse them as a set of single paradigm studies, but 

this may run the risk of missing the complexity of relationships. 

Bulimic behaviour is not accessible to true experiments for obvious 

reasons. Multiple regression analysis has the ability to examine the 

variance accounted for by various factors in naturalistic settings. It can 

be used as a descriptive and as an inferential tool, that is, describing 

both results of the sample, and as predictive of the population. 
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Separate multiple regression analyses were performed using both 

bulimia and depression measures as the dependent variables since a 

major theoretical and clinical concern relates to the independence of 

bulimia and depression. If both were predicted by the same or similar 

sets of variables, that might strengthen the view that they were , 

clinically and theoretically closely related entities, while marked 

differences in predictors would suggest the independence of bulimia 

and depression. 

As none of the variables entered into the multiple regression were 

correlated with each other more than 0.75, it appeared that there was 

not sufficient evidence of multi-colinearity to warrant the prior use of 

factor analysis. 

3.6.1 Multiple Regression Analysis using Bulimia Nervosa 

Symptoms as the Major Dependent Variable. 

Table 11: Multiple Regression Analysis using Bulimia Score as the 

Major Dependent Variable. 

Multiple R DF Sum of F sig F 

R Square Squares 

.80 .65 7 34271.69 39.78 .001 

The results of the simultaneous multiple regression analysis show that 

the major variables of stress, BMI, psychopathology symptoms, 

restraint, depression and cognitive distortions account for 65% of the 

variance across the sample. 
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This analysis further revealed the following patterns of variance 

accounted for by each of the major variables as presented in Table 12. 

Table 12: Correlation Coefficients of Major Variables found using 

Bulimia Symptoms as the Dependent Variable. 

Variable B Beta t Sig t 

BIDS 1 .14 .01 .11 .91 

Stress .04 .01 .11 .91 

BMI -.57 -.08 -1.3 .20 

SCL .03 .03 .48 .63 

RRS 1.30 .42 6.45 .001 

BDI .28 .11 1.53 .13 

BCDS .45 .42 5.80 .001 

These results imply that the significant variables in the regression 

analysis were the cognitive distortions (B =.42) and restraint variables 

(B =.42), these variables were the most predictive of the variance of 

Bulimia Test scores across this sample. Those not predictive of Bulimia 

Test scores were the Beck Depression Inventory (B =.11), Symptom 
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Checklist (B =.03), Body Mass Index (B =-.08), Self Perceived Silhouette 

(B =-.01), and Stress score (B =.01). 

3.6.2 Multiple Regression Analysis with Depression as the Major 

Dependent Variable 

Table 13 shows, the results of a second multiple regression analysis. 

Using depression as the major dependent variable, it shows which of 

the variables account for a significant proportion of the variance across 

the sample. 

Table 13: Multiple Regression Analysis using Depression as the Major 

Dependent Variable. 

Multiple R DF Sum of F sig F 

R Square Squares 

.73 .54 5 4726.48 38.55 .001 

The above table shows that in the second multiple regression analysis 

the major variables of stress, bulimia symptoms, psychiatric symptoms, 

restraint, and cognitive distortions (as found in the Bulimia Cognitive 

Distortion Scale) account for 54% of the variance in depression scores 

across the sample. 

The table below shows that when depression was taken as the 

dependent variable, stress, psychiatric symptoms, and cognitive 

distortions accounted for most of the variance across the sample in 

depression scores (B =.17, .30 and .32, respectively). Those not 
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accounting for significant amount of the variance were restraint and 

bulimia test scores. 

Table 14: Multiple Regression Analysis using Depression as tlte Major 

Dependent Variable. 

Variable B Beta t Sig t 

Stress .45 .17 2.83 .005 

BULIT .06 .16 1.82 .070 

SCL .12 .30 4.76 .001 

RRS -.05 -.04 -.60 .549 

BCDS .13 .32 3.84 .001 

It appears therefore that the variables predicting depression and those 

predicting bulimia were different in this sample, indicating that 

bulimia and depression are largely independent. 

3.7 ITEM ANALYSIS OF THE BULIMIA COGNITIVE 

DISTORTION SCALE. 

The following section of results deals with an item analysis of the 

Bulimia Cognitive Distortions Scale. It was necessary to do this because 
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when the Multiple Regression Analysis was performed it was found 

that depression scores on the BDI and bulimia as measured by the 

BULIT were not related, yet The BULIT Scores were highly related with 

the BCDS scores. 

This result was puzzling because both instruments dealt,at least in part, 

with the measurement of dysfunctional cognitions as they related to 

the scores on the BULIT. Also it has been noted by several researchers 

(Dritschel et al., 1991; Stieger et al., 1990) that there is a tendency to 

depressogenic cognitions with regard to eating and weight. So it was 

important to examine what was happening to the results at the item 

level. 

The best way to determine if there were differences in the pattern of 

cognitions between depression and bulimia, was an item analysis of the 

BCDS, involving subjects scoring high on the BDI and low on the 

BULIT, and those subjects scoring low on the BDI and High on the 

BULIT. 

The table below shows that there were certain patterns emerging 

between the two different groups with items 1, 2, 3, 4, 8, 9, 12, 13, 17 and 

22, showing some differences between the groups. These items 

concerned appearance (items 1,3 and 13) diet (items 2 and 4) eating 

(items 9, 17 and 22) and one purge specific item (item 22). 

The trend emerging showed that the high bulimia/ low depression 

subjects scored higher on the items concerning purging and eating, 

whereas the high depression low bulimia subjects tended to score 

higher on appearance, weight, diet and on some eating items. 

\ 
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no. 

1. * 
2. 

3.* 

4. 

5.* 

6.* 
7. 
8. 
9. 
10 
11. 
12.* 

13.* 

14. 
15. 

16. 
17. 
18.* 

19. 
20.* 

21. 
22. 
23. 
24. 

25. * 
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Table 15. Item analysis of the Bulimia Cognitive Distortions Scale, with 
respect to Level of Depression and Level of Bulimia. 

high bulimia(87) low bulimia(60.1) differ-
low depression(S.9) high ence 

Question n=9 deprcssion(18.6) between 
mean i tern score n=19 groups >.2 

mean i tern score 
If my hair isn't perfect I'll look terrible. 3.0 3.8 .8 
No matter what I do I'll never be able to 3.1 3.7 .6 
stay on a normal diet. 
If my makeup isn't perfect everyone will 2.6 3.1 .5 
notice. 
Other people can eat three meals a day 2.2 3.0 .8 
but I'm different. 
If others comment on my appearance 3.6 3.8 
negatively I won't be able to stand it 
If I gain a pound I feel like a failure. 2.9 2.8 
After I have eaten I have to get rid of it. 2.2 2.0 
When I feel bloated I must vomit. 2.0 1.6 -.4 
If I'm lonely I must eat. 2.6 3.0 .4 
If I gain weight I must be out of control. 2.8 2.9 
When I get angry I must binge. 2.3 2.3 
My value as a person is related to my 2.6 3.1 .5 
weight. 
If someone doesn't compliment me on my 2.1 2.6 .5 
appearance, it means they feel 
negatively about it 
When I feel depressed I must binge. 2.9 2.8 
Bingeing and purging control me I don't 2.0 2.0 
control them. 
Food is my only comfort. 1.8 2.0 
I can't eat normally no matter what I do 2.1 2.5 .4 
People who can't stay on diets are 1.9 1.8 
failures. 
When 1 overeat I should feel guilty. 3.3 3.1 
If my clothes don't fit perfectly everyone 3.4 3.3 
will notice .. 
If I overeat I've blown it. 3.0 2.8 
I can't help myself when I cat. 3.4 2.6 -.8 
When I feel frustrated I must cat. 2.8 2.6 
Vomiting after bingcing is a good way to 1.4 1..6 
have your cake and eat it too 
If I'm not thin I'm fat. 3.0 3.2 
MEAN 62 66.8 4.8 
Appearance 22.2 25.7 3.5 
Automatic behaviours 39.9 40.5 

* denotes appearance based questions, other questions relate to automatic behaviours. 

Although these items were not directly related to the literature on 

depressive cognitions some elements of these could be seen on close 



examination. For example,Items 1, 2, 3, 13 and 17 appeared to contain 

some measure of overgeneralisation. Personalisation could be seen in 

items 4, 12 and 17. Elements of catastrophisation in items 1 and 2. with 

external locus of control in items 17 and 22. 

3.7.1 Results of the Item Analysis of the Bulimia Cognitive 

Distortions Scale 

The results of t-tests for independent means performed on BCDS total 

means, those performed on .the means of the Appearance based 

questions, and those performed on the Automatic Behaviour based 

questions showed that there were no significant differences between 

the two groups on these measures. This indicates that there is not likely 

to be a hidden interaction effect between depression, bulimia symptoms 

and cognitive distortions. 
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CHAPTER FOUR 

DISCUSSION 

The main purpose and rationale of this study were to examine the 

pattern of scores and inter-relationships between measures of bulimia 

nervosa symptoms, depression, cognitive distortions, body image 

distortion, stress, restraint, and psychiatric symptoms in a non-clinical, 

New Zealand sample, as this appeared to be a largely neglected area of 

research. 

Discussion of the results of this study will proceed as follows. Firstly 

descriptive, demographic and personal information about young 

women and their eating habits will be discussed. This is followed by a 

discussion of findings concerning the relationships between the main 

variables under study. Results pertaining to the hypotheses being 

tested are central to this section of the discussion although other 

results will also be discussed. Results in rdation to the theories 

involved in this area are also discussed. Finally, directions for future 

research will be discussed. 

4.1 DEMOGRAPHICS OF THE SAMPLE 

As a sample, these young women were overwhelmingly pakeha, and 

mostly students. The majority of subjects were from a university 

sample. This raises issues of possible differences in socio-economic 
) 

status . In all likelihood, this sample is not fully representative of the 

women in this age group. According to recent statistical data 
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(Department of Statistics, 1992), the national percentage of women 

between the ages of 20 and 24 who ,vere working was 61 %, those who 

were unemployed were 10.7%, and those who were not in the labour 

force were 28.3%. Presumably, these figures include those women 

working part time as part of the statistics of those working. 

Thus, the present study was not fully representative of women in the 

population, since (a) women in paid employment, (b) women working 

at home were under represented, and (c) unemployed women 

currently seeking work w~re also under-reported. However, as the 

average age of onset of bulimia is usually in adolescence or early adult 

life (DSM III-R), and several studies have found a high incidence of 

bulimia nervosa in college populations (Halami et al., 1981), this study 

was reasonably representative of those women at risk of developing 

bulimia nervosa, which is an important focus of the study. 

When the major variables were examined between the university and 

non-university groups, differences were small, except on the 

depression variable. The possible reasons for the differences in the 

depression score between the two sub-samples will be discussed below. 

The finding of the present study was that there were no significant 

differences with respect to ethnic origin. Three recent epidemiological 

studies have found no significant differences in bulimia prevalence 

across race (Rand and Kuldau, 1992; Bennett, Spoth & Borgen, 1991; 

Bushnell et al., 1990), which is consistent with the present study. 

However, the very small number of non-pakeha respondents limits 

any conclusions about ethnic differences which may be drawn. 
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Body Mass Index results showed that most of the sample should be 

considered as within the normal weight range1 and these young 

women were1 on the whole, slightly smaller than recent figures suggest 

is the typical size for women in this age range. This discrepancy could 

be, in part, due to the fact that this was a self-report survey, while the 

other figures were derived from actual measurements (Wilson et al., 

1990), so that report bias may have affected the present data. 

4.2 FINDINGS CONCERNING THE MAJOR VARIABLES 

UNDER STUDY 

4.2.1 Bulimia Nervosa 

There were no significant differences between the university and non

university students, with regard to BULIT scores. However, some 

interesting data was found with regard to within-group measures of 

eating disorders, which showed that the BULIT and the EHIS scales 

showed correlations of a similar magnitude and direction with all of 

the major variables. 

With regard to rates of prevalence found in the present study, it 

appeared that the BULIT, the DSM III-R adjusted BULIT, and the EHIS 

were all measuring the same construct and were relatively similar in 

estimates of prevalence. However there were some differences 

between them. According to the BULIT recommended cut-off scores, 

2.4% of the sample could be diagnosed as suffering from bulimia 

nervosa, and a further 2.4% as sub-clinically eating disordered, whereas 

with the DSM III-R adjusted BULIT, only .41 % were diagnosed as 



suffering from bulimia nervosa, and a further 2.9% as sub-clinically 

eating disordered. 

In comparison with other studies, the findings of this study are 

relatively consistent with their findings. For instance, Bushnell et al 

(1990) found that 4.5% of a Christchurch female sample (between the 

ages of 18 and 24) were bulimic and Welch and Hall (1990) reported a 

figure of 2.5%, in Wellington nurses. The findings in the present study 

are also consistent with trends noted with respect to the relationship 

between the DSM III and The DSM III-R rates of bulimia, as several 

other studies have found that rates go down when using the DSM III-R 

criteria (Bushnell et al., 1990; Thelen, Farmer, Wonderlich & Smith, 

1991). 

The multiple regression analysis showed that the variables most 

predictive of high bulimia nervosa symptoms were cognitive 

distortions and restraint. This would seem to indicate that the bulimia 

nervosa symptoms are not primarily related to depression, body image 

distortion, stress or other psychiatric symptoms. 

4.2.2 Depression and Psychiatric Symptoms. 

Those attending University were less depressed than non-university 

students, perhaps because the non-university group were more likely 

to have been unemployed or had recently experienced unemployment. 

However, this explanation does not fully account for the results, since 

those taking access courses may well have been happy to be selected to 

do the various vocational courses in which they were participating, 



and there was a high likelihood of their finding employment after 

completing the course. 
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According to a recent epidemiological survey in Christchurch it appears 

that the average incidence of depression for females is 16% , with no 

effects of age difference (Wells et al, 1989). Thus the present sample, 

with an average of 15.2% potentially seriously depressed, was slightly 

lower than this. There could be many reasons for this including 

different measurement techniques, as the Wells et al (1989) study used 

a diagnostic interview schedule, whereas the present study used a self

report format. Another difference was that there was a large difference 

in samples, as the present study had a sample size of 243 women 

between the ages of 17 and 25, and there were 1498 men and women of 

ages 18 to 84, in the epidemiological study. 

There was no direct causal relationship between depression symptoms 

and bulimia nervosa symptoms. This find~ng has been noted by other 

researchers including Leung and Steiger (1991) who also indicate that, 

" ... speculation of one or more unspecified" third Variables" ( either 

genetic and/or psycho social factors ) might have lead to increased 

vulnerability to both EDs and affective disturbances, thereby 

producing an association between eating pathology and depression." 

(Leung & Steiger, 1991, p 517). 

These authors go on to suggest that there are many plausible reasons 

why a causal linkage between depression and bulimia was not 

detected, including; the possibility that the research lacked sufficient 

power to detect causal relationships between these variables, that the 
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mechanisms linking depressive symptoms and eating pathology are 

very complex, or finally that the mechanisms linking depressive 

symptoms vary across different sub-groups. 

The variables most predictive of depression, in the multiple regression 

analysis using depression as the dependent variable, were stress, 

psychiatric symptoms and cognitive distortions. The finding that 

depression is related to psychiatric symptoms would seem to be 

supported by literature including the DSM III-R, and the link with 

cognitive distortions is attested to by the bulk of literature on cognitive 

distortions in depression ( Beck, 1976; Dritschel et al., 1991). 

Psychiatric symptoms were certainly much higher for this sample of 

women than that found in a previous Christchurch survey, although 

the Haye (1983) sample were recently married young women, whereas 

in the present study two thirds of the sample were without a partner. 

The General Health Questionnaire (Siegart, McCormick, Taylor & 

Walkey, 1987), an instrument measuring psychological disturbance, 

given as part of a national survey (Wilson, Russell & Paulin, 1990), 

found that for 19 to 24 year olds, 59% reported no or low symptoms, 

15% reported mild to moderate symptoms and 25% reported high to 

severe symptoms. Although these results are not directly comparable, 

when examined with the present study, which used the Symptom 

Checklist, it appears that the majority of the subjects in the present 

study reported mild to moderate symptoms, with only a small 

minority reporting high to severe, or no to low symptoms. 
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Psychiatric symptoms showed no direct link with bulimia symptoms in 

the multiple regression analysis. At present there is very little 

literature available on psychopathology in bulimia, other than 

depression and borderline personality disturbance. Garner et al., 1990, 

have pointed out that the psychological disturbances reported by 

bulimia nervosa subjects cannot be assumed to represent fundamental 

deficits, since they may represent secondary elaborations of chronic 

dietary chaos rather than more fundamental deficits in functioning 

(Garner, et al., 1990). 

4.2.3 Stress. 

Stress correlated moderately with the bulimia test. This would indicate 

some support for the stress/ anxiety model of etiology of bulimia 

nervosa. The mean score for these subjects indicated that they had 

moderately stressful lives. However when the stress variable was 

entered into the multiple regression equation it was found that it was 

not an important predictor of the variance in bulimia nervosa 

symptoms. 

4.2.4 Restraint. 

Restraint correlated highly with bulimia nervosa symptoms when 

examined as a bivariate correlation, and when examined as part of the 

multiple regression analysis. This would indicate that there is a 

genuine connection between the two variables. The correlation 

between restraint and bulimia has been found in other studies, for 

example in a large community study of over two thousand adults, 

binge eating was reported more often by restrained eaters than 



unrestrained subjects (Rand & Kuldau, 1991), and restraint has been 

causally implicated in the development of bulimic episodes (Charnock, 

1989). 

The link between Bulimia Test scores and restraint is also supported by 

the fact that cognitive distortions were highly correlated with Bulimia 

Test scores, as restraint is believed to be a highly cognitive construct 

(Polivy and Herman, 1985; Polivy, Herman, Olmstead & Jazwinski, 

1984). The latter idea is supported by studies wh~re subjects have been 

given differing· loads of foodstuffs, and high restraint subjects have 

usually, if they believed they had ingested a large pre-load, regardless 

of calorie weighting, tended to eat more on a subsequent meal , 

showing all-or-nothing thinking (Rudderman, 1986). 

4.2.5 Cognitive Distortions in Bulimia N ervosa 

Cognitive distortions, as measured by the Bulimia Cognitive Distortion 

Scale, were one of the two variables most highly correlated with 

bulimia symptoms, when the relationship between these variables was 

examined using Pearson product moment correlations. The BCDS was 

also found to be a major predictor of bulimia test score, as found in the 

multiple regression analysis. This indicates that there is a genuine 

connection between the two variables. 

There was however one inconsistency regarding the BCDS, this was 

that according to the cut-off associated with DSM III diagnosis of 

bulimia, given by Schulman et al 1986), 21 % of subjects had some kind 

of cognitive distortion representative of an eating disorder yet only 2.4 

% were bulimic according to the bulimia test, and only .41 % according 
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to the DSM III-R, revised BULIT criteria. This would suggest that some 

revision of this scale with regard to diagnostic criteria is in order. 

The BCDS measures cognitive distortions regarding appearance and 

automatic behaviours. Thus these findings are consistent with 

literature in this area which indicates, it has often been found, that the 

thinking patterns of patients with eating disorders are marked by 

cognitive distortions involving the themes of body shape and weight, 

similar in form to those identified in depressed patients (Dritschel et al, 

1991) 

Because of this overlap between cognitive distortions and depression, 

and the finding that cognitive distortions, and not depression, were 

related to bulimia test scores, an item analysis of the BCDS was 

performed. This analysis yielded no significant results, which would 

imply that the cognitive distortions in bulimia are different from those 

in depression, and more distinctly related to bulimia focused concerns, 

regarding eating and weight. 

4.2.6 Body Image Distortion. 

The three silhouettes were moderately inter-correlated. This result is 

consistent with expectations, as it is to be expected that ones reported 

body size should correlate with ones self perceived silhouette. A 

slightly smaller correlation was found with subjects ideal silhouette 

and a smaller correlation again with ideal perceived by the opposite 

sex. This is consistent with results from a study by Zellner, Harner and 

Adler (1989), which found that all of the women they surveyed had 
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ideal and "attractive to the opposite sex" figures ·which were thinner 

than their current figures. 

The Self-Perceived Silhouette showed a moderate positive correlation 

with the BULIT. Weak negative correlations were found between the 

Ideal Body Image Silhouette and the BULIT, and The Most Attractive 

Silhouette and the BULIT. This finding lends some limited support to 

theories that postulate a link between body image disparagement and 

bulimia nervosa (Hsu and Sobkiewicz, 1991). 

The finding that silhouette 1, the Self-Perceived Silhouette was more 

highly correlated with the bulimia test than the actual reported B MI, 

would suggest that there is some evidence of body image distortion, in 

that those subjects scoring highly on the BULIT tend to perceive 

themselves as larger than what their reported B MI would suggest they 

are. However, when the Self-Perceived Silhouette was entered into the 

multiple regression analysis, it was found that this was not 

significantly predictive of BULIT scores. It thus appears that the 

involvement of Body Image Distortion in Bulimia would not appear to 

be of primary importance in accounting for bulimia symptoms. 

Mixed results have been found in other literature. Hsu and Sobkiewicz 

(1991), found, when reviewing several studies, that " ... over-estimation 

is not a characteristic of all or most bulimics" (Hsu & Sobkiewicz, p24). 
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4.3 THEORIES WITH RELEVANCE TO THE RESULTS 

Although some theorists have argued that biologically based 

depression is a primary cause of bulimia nervosa (Levey et al., 1989; 

Brownell & Foreyt, 1986). The results of the present study would tend 

to support the idea that bulimia nervosa is not a variant of an affective 

disorder, since depression and BULIT scores were predicted by a 

different constellation of variables in the multiple regression analysis. 

The present results also support the idea that cognitive distortions are 

crucial to the development and maintenance of bulimia nervosa as 

well as restraint, which has also been indicated as a cognitively based 

variable (Polivy & Herman, 1985; Polivy, Herman, Olmstead & 

Jazwinski, 1984). 

Theories of the importance of Body Image Distortion are supported in 

part by the correlation between the Self-Perceived Silhouette and the 

BULIT being higher than that of the BULIT and the Body Mass Index 

score, although this link does not appear to be primary as it was not 

significant in the multiple regression analysis. 

Stress has also been postulated to be a primary or a secondary feature of 

bulimia nervosa (Rosen et al., 1990), the results of the present study 

would suggest it is not a primary factor in bulimia nervosa. This is 

supported by a second study which found that bulimia increase was not 

linked to exam stress Levey (1987, as cited in Levey et al., 1989) 

Sociobehavioural theories suggest that the desire for thinness is 

combined with a break down in restraint which leads to the cycle of 
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bingeing and purging, which is in turn, related to anxiety reduction 

through negative reinforcement (Brownell & Foreyt, 1986). Although 

no clear analyses were performed using this theory as a hypothesis, it 

would appear unlikely to be supported using the present results, as 

stress did not appear to be significant in the multiple regression 

analysis using bulimia test score as the dependent variable. 

Multi-factorial theories support the idea that many factors are at work 

in the development and maintenance of bulimia nervosa (Tobin et al., 

1991). These authors see this pathway as cyclic, with many entry sites 

into the onset of bulimic symptoms, and the emergence of subgroups 

of patients who may be classified more by one stage of the model than 

another. 

This theory would account for many of the results in this study, as it 

could account for many of the discrepancies in results. For instance 

theories postulating the importance of several of these variables have 

been generated concerning clinic.al cases of bulimia nervosa. It may 

very possibly be that these symptoms gradually occur over time, with 

some emerging earlier (for example, possibly cognitive distortions and 

restraint) and others later (perhaps depression, stress, e.t.c). 

4.4 RESULTS IN RELATION TO HYPOTHESES 

The hypotheses in the present study would suggest that the factors 

investigated would increase in correlation with symptoms of bulimia 

nervosa. 
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It appeared that most of the factors did indeed increase with increasing 

BULIT scores, showing moderate to strong positive Pearson product 

moment correlations with bulimia nervosa symptoms. Several times 

the correlation, although small, could confidently be taken as not zero. 

This was possibly due in part to the sample being reasonably large. 

The Body Image Distortion figures showed a negative correlation with 

bulimia test scores, however this finding still supported the idea that 

body image distortion increases with increasing bulimia test scores. 

This finding means that the thinner the preferred silhouette the higher 

the bulimia score, especially in respect to the self-perceived silhouette 

where the correlation between the self perceived silhouette and the 

BULIT was higher than that between the reported B M I and the 

BULIT. 

4.5 METHODOLOGICAL CONCERNS 

The difficulty in comparison between studies, with respect to The DSM 

III and DSM III- R criteria, as experienced in the present study, should 

hopefully be improved now that the new DSM III- R criteria appears to 

be more in line with clinicians diagnoses (Smith et al., 1991). 

There is a long way to go before methodologies are even vaguely 

consistent between studies, and therefore comparison of prevalence 

rates and findings straightforward. 

It would also seem advisable to test twice which would gather a more 

robust measure of test-retest reliability. This would benefit the research 
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by helping to rule out some of the effects of extraneous variables, for 

example the effects of situational variables such as approaching exams, 

which may have effected the results, as well as giving more of an idea 

of the rate of, and changes in, bulimia nervosa symptoms over time. 

4.5.1 Self Report Format 

It would appear that greater accuracy in this area would be achieved in 

part by further attention to distortions in the self-report format. 

Vituosek, Daly and Heiser (1991), point out that: 

"Self-report of internal phenomena is inevitably distorted, since 

human beings are imprecise in monitoring their complex 

cognitive and affective experience, and are influenced by both 

automati'c and motivated biases in information processing." (p 663) 

Vituosek et al., felt that improvement in self report accuracy could be 

achieved by several methods including, separating research and 

therapy, providing incentives for accurate accounts, obtaining 

information from other informants, using more appropriate control 

groups, collecting data in vivo, asking for behavioural concomitants, 

seeking subjects' commentary on their own responses, and making 

creative use of non-obvious assessment techniques. 

4.S.2 Criticisms from Subjects Participating in this Study 

Criticisms gathered from subjects included requests for definitional 

information such as the definition of "binge", which may imply that 

studies in the past may have resulted in varying prevalence rates 
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because of lack of definitional information. Subjects also felt that often 

they had to choose one answer, for example, 'choose the ideal 

silhouette to the opposite sex', when they would have preferred to 

write a longer explanation of their complex views on the question. 

This finding would suggest that it is important to leave room for the 

subjects own explanations of their answers when using a survey / 

questionnaire design. In the present study this was attempted, by 

outlining in the covering letter that subjects were encouraged to write 

notes in the margin of the questionnaire, hov;ever some subjects may 

have just answered without fully understanding this. 

4.6 DIRECTIONS FOR FUTURE RESEARCH EMERGING 

FROM THE PRESENT STUDY 

It would appear from the results of the present study that a worthwhile 

area for future research is that of cognitive distortions in bulimia 

nervosa. In the present study, it was found that specific distortions 

regarding weight and appearance were the most highly correlated with 

the dependent measure of bulimia nervosa. This would imply that in 

therapy for Bulimia nervosa it is important to pay attention to this 

area. This finding would also suggest that it may prove profitable to 

examine more general measures of cognitive distortions to examine 

whether these too are significantly related to bulimia nervosa. 

The finding that cognitive distortions are an important area for 

treatment of bulimia nervosa is supported by studies concerning the 

outcome of therapy for bulimia nervosa. For instance Agras, Schneider, 

Arnow, Raeburn, and Telch (1989) in a recent review of cognitive 



behavioural and response prevention treatments for bulimia nervosa 

found that Cognitive -behavioural treatment was the most successful 

in reducing purging and in promoting positive psychological changes. 

The present study would suggest the importance of these factors, and 

would also suggest that the area of cognitive distortions may be an 

important focus in education for the attempt to prevent the 

development of bulimia nervosa in community and sub-clinically 

bulimic groups. 

Another area that would seem to be important for further study is that 

of depression which was also reasonably highly correlated with bulimia 

nervosa symptoms, and as research has shown, is highly related to 

cognitive distortions. This would also suggest that it would seem 

germaine to examine more. closely the cross-over effect between these 

two variables. 

Restraint was also strongly linked to bulimia nervosa symptoms and 

would seem to warrant further investigation, with respect to the 

precise mechanisms relating the phenomenon of restraint to that of 

bulimia nervosa, for while this and other studies have established a 

link between restraint and bulimia, there are also differences between 

those subjects with high restraint and those with many bulimic 

symptoms. 

The multiple regression analyses performed in the present study would 

suggest that further path analyses may help to disclose the model 

which best fits the relative input of different variables. Longitudinal 

studies may also help to illuminate these findings further. 
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Appendixl Eating Behaviour Survey 
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University of Canterbury. Department of Psychology. 

CONFIDENTIAL 
Eating Behaviour Survey. 

Please Answer the following Questions ... 

Phone Number: ------
Sex: M [ ] F [ ] 

Ethnic Group : [ ] Pakeha [ ] Maori & Pacific Island [ ]Asian 

Other, please specify ____________ _ 

Age: ___ _ 

Occupation: [ ] student [ ] working [ ] unemployed 

Other, please specify ____________ _ 

Height: ft inches or ems 

Weight: ___ stone., or kilos 

Instructions for filling out this Survey. 

* This Survey aims to get general information about eating habits. 

* It is NOT a test and there are no right or wrong answers. 

* The information obtained in this survey will be kept in confidence 
by the researchers, and no information identifying any individual 
person, will be revealed to others. 

* Filling out this Survey is completely voluntary. If you wish to you 
may leave it incomplete and return it to the researcher. 

* If you have any questions about eating habits or about the results of 
the study, please feel free to write to Nonie Smart, Room 712, 
Department of Psychology, University of Canterbury, Private Bag, 
Christchurch. 

* Read each question carefully and choose the answer that best sums 
up your present situation, please feel free to write notes to clarify your 
answer. 

* Please answer EVERY question. Only one answer is required for 
each question unless otherwise specified. 

* This Survey will take approximately Thirty minutes to complete. 
Please return your completed forms to Nonie Smart as arranged, 
within the next two days. Thank you for your co-operation. 

Col. 5 

Col. 13 
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The Revised Restraint Scale, 

Please tick the best answer, for each question. 
(N.B. 14 lbs equals 1 stone) 

1. How often are you dieting? 

[] never [] rarely [ ] sometimes [] often [] always 

2. What is the maximum amount of weight that you have ever lost 
within one month ? 

[] 1 - 4 lb 
0- 2kg 

[] 5 - 9 lb 
2.5-4.5 kg 

[] 10 -14 lb 
5-7 kg 

[] 15 -19 lb 
7.5 - 9.5 kg 

3. What is your maximum weight gain within one week? 

[] 0 - 1 lb 
0 - 0.5 kg 

[] 1.1 - 2 lb 
0.5-1 kg 

[] 2.1- 3 lb 
1-1.5 kg 

[]3.1-5lb 
1.5 - 2.5 kg 

[] 20+ lb 
10+ kg 

[]5.l+lb 
2.5+ kg 

4. In a typical week , how much does your weight fluctuate ? 

(] O - 1 lb 
0 - 0.5 kg 

[] 1.1 - 2 lb 
0.5 -1 kg 

[]2.l-3lb 
1-1.5 kg 

. [] 3.1- 5 lb 
1.5 - 2.5 kg 

[] 5.1+ lb 
2.5+ kg 

5. Would a weight gain of 5lbs/21<g affect the way you live your life? 

[] not at all [] slightly [] moderately [] very much 

6. Do you eat sensibly in front of others and splurge alone? 

[] never [] rarely [ ]sometimes [ ] often [] always 

7. Do you give too much time and thought to food ? 

[] never [] rarely [ ]sometimes [ ] often [] always 

8. Do you have feelings of guilt after overeating? 

[] never [] rarely [ ]sometimes [ ] often [] always 

9. How conscious are you of what you are eating? 

[ ] not at all (] slighlty (] moderately (] extremely 

10. How much over your desired weight were you at your maximum 
weight? 

[) 0-1 lb 
0-0.5 kg 

(]1-5lb 
0.5-2.5 kg 

[] 6-10 lb 
3-5 kg 

[] 11-20 lb 
5.5-10 kg 

[] 21 + lb 
10.5+ kg 

Col.14. 

--

Col.23. 
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Current Feelings Questionnaire, 

Please read these groups of statements carefully, then pick out 
the one statement in each group which best describes the way you 
have been feeling in the PAST WEEK, including today. Tick the space 
" [v] ", beside the statement you picked. If several statements in the 
group seem to apply equally well, tick each one. Be sure to read all the 
statements in each group before making your choice. 

1. [ ] I do not feel sad. 
[ ] I feel sad. 
[ ] I am sad all the time and I can't snap out of it. 
[ ] I am so sad or unhappy that I can't stand it. 

2. [ ] I am not particularly discouraged about the future. 
[ ] I feel discouraged about the future. 
[ ] I feel I have nothing to look forward .to 
[ ] I feel that the future is hopeless and that things cannot 

improve. 

3. [ ] I do not feel like a failure 
[ ] I feel like I have failed more than the average person. 
[ ] As I look back on my life, all I can see is a lot of failures. 
[ ] I feel I am a complete failure as a person. 

4. [ ] I get as much satisfaction out of things as I used to. 
[ ] I don't enjoy things the way I used to. 
[ ] I don't get real satisfaction out of anything anymore. 
[ ] I am dissatisfied or bored with everything. 

5. [ ] I don't feel particularly guilty. 
[ ] I feel guilty a good part of the time. 
[ ] I feel quite guilty most of the time 
[ ] I feel guilty all of the time 

6. [ ] I don't feel I am being punished. 
[ ] I feel I may be punished. 
[ ] I expect to be punished. 
[ ] I feel I am being punished. 

7. [ ] I don't feel disappointed in myself. 
[ ] I am disappointed in myself. 
[ ] I am disgusted with myself. 
[ ] I hate myself. 

8. [ 1 I don't feel I am any worse than anybody else. 
[ ] I am critical of myself for my weaknesses or mistakes. 
[ ] I blame myself all the time for my faults. 
[ ] I blame myself for everything bad that happens. 

Col.24. 

---

Col.3l. 
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9. [ ] I don't have any thoughts of killing myself. 
[ ] I have thoughts of killing myself, but I would not carry 

them out. 
[ ] I would like to kill myself. 
[ ] I would kill myself if I had the chance. 

10. [ ] I don't cry any more than usual. 
[ ] I cry more now than I used to. 
[ ] I cry all the time now. 
[ ] I used to be able to cry, but now I can't cry even though I 

want to. 

11. [ ] I am no more irritated now than I ever am. 
[ ] I get annoyed or irritated more easily than I used to. 
[ ] I feel irritated all the time now. 
[ ] I don't get irritated at all by the things that used to irritate 

me. 

12. [ ] I have not lost interest in other people. 
( ] I am less interested in other people than I used to be. 
[ ] I have lost most of my interest in other people. 
[ ] I have lost all of my interest in other people. 

13. [ ] I make decisions about as well as I ever could. 
[ ] I put off making decisions more than I used to. 
[ ] I have greater difficulty in making decisions than before. 
[ ] I can't make decisions at all any more. 

14. [ ] I don't feel that I look any worse than I used to. 
[ ] I am worried that I am looking old or unattractive. 
[ ] I feel that there are permanent changes in my appearance 

that make me look unattractive. 
[ ] I believe that I look ugly. 

15. [ ] I can work about as well as before. 
[ ] It takes extra effort to get started doing something. 
[ ] I have to push myself very hard to do anything. 
[ ] I can't do any work at all. 

16. [ ] I can sleep as well as usual. 
[ ] I don't sleep as well as I used to. 
[ ] I wake up 1 to 2 hours earlier than usual and find it hard to 

get back to sleep. 
[ ] I wake up several hours earlier than I used to and I cannot 

get back to sleep. 

Col.39. 
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17. [ ] I don't get more tired than usual. Col. 40. 
[ ] I get tired more easily than I used to. 
[ ] I get tired from doing almost anything. 
[ ] I am too tired to do anything. 

18. [ ] My appetite is no worse than usual. 
[ ] My appetite is not as good as it used to be. 
[ ] My appetite is much worse now. 
[ ] I have no appetite at all any more. 

19. [ ] I haven't lost much weight, if any, lately. 
[ ] I have lost more than 5 pounds (2.5 kg). 
[ ] I have lost more than ~O pounds (5 kg). Col.44. 
[ ] I have lost more than 15 pounds (7.5 kg). 

20. [ ] I am no more worried about my health than usual. 
[ ] I am worried about physical problems such as aches and 

pains; or upset stomach or constipaton. 
[ ] I am very worried about physical problems and it's hard to 

think of much else. 
[ ] I am very worried about physical problems and it's hard to 

think about anything else. 

21. [ ] I have not noticed any recent change_s in my interest in sex. 
[ ] I am less interested in sex than I used to be. 
[ ] I am much less interested in sex now. 
[ ] I have lost interest in sex completely. 
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Life Adjustment Questionnaire 
Please rate the last year of your life, for stress. Circle your answer. 

Not Stressful Average Extremely Stressful 

1 2 3 4 5 • What was the most stressful thing that happened over the last year ? 

Please circle on the scale below, the quality of your relationship with 

each of the following ( Leave out any relationships you do not have) : 

Terrible Poor Fair Good Excellent 

Mother 1 2 3 4 5 

Father 1 2 3 4 5 

Husband/ other 1 2 3 4 5 

Male friends 1 2 3 4 5 

Female friends 1 2 3 4 5 

Children 1 2 3 4 5 

Please circle on the scale below how much your eating habits interfere 

with the following : • Never Rarely Sometimes Often Always 

Work/study 1 2 3 4 5 

Daily Activities 1 2 3 4 5 
(other than work) 

Thoughts 1 2 3 4 5 

Feelings about myself 1 2 3 4 5 

Personal Relationships 1 2 3 4 5 

• Col.SB· 
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Body Image Thoughts. 

Please pick the sihouettes which BEST answer the following 
questions, even if they are not a perfect match. 

1. Please put a circle round the silhouette which you consider most 
like your own body. 

2. Please put a tick (I) above the head of the silhouette you consider 
to be closest to the ideal body shape. 

3. Please underline (_) the silhouette you consider would be most 
attractive to the opposite sex. 

Col. 59 

Col. 61 
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Symptom Checklist. 

The following is a checklist of symptoms that may have troubled 
YOU within the past THREE MONTHS. Please note how frequently 
each symptom has troubled you by marking the appropriate box. Do 
not leave any question unanswered. Only use the box "Doesn't 
apply" when an item could not pertain to you (for example, if you 
were never married, items about a spouse could not apply). 

A. Within the past three months 
I have had trouble with: 

1. Falling asleep ... 

[ ] Not at all. 
[ ] Less than once a month. 
[ ] Several times a month. 
[ ] Several times a week. 
[ ] Every day. 
[ ] Doesn't apply. 

2. Sleeping too much ... 

[ ] Not at all. 
[ ] Less than once a month. 
[ ] Several times a month. 
[ ] Several times a week. 
[ ] Every day. 
[ ] Doesn't apply. 

3. Staying asleep ... 

[ ] Not at all. 
[ ] Less than once a month. 
[ ] Several times a month. 
[ ] Several times a week. 
[ ] Every day. 
[ ] Doesn't apply. 

4. Waking up early ... 

[ ] Not at all. 
[ ] Less than once a month. 
[ ] Several times a month. 
[ ] Several times a week. 
[ ] Every day. 
[ ] Doesn't apply 

5. Napping during the day ... 

[ ] Not at all. 
[ ] Less than once a month. 
[ ] Several times a month. 
[ ] Several times a week. 
[ ] Every day. 
[ ] Doesn't apply. 

6. Suddenly falling asleep ... 

[ ] Not at all. 
[ ] Less than once a month. 
[ ] Several times a month. 
[ ] Several times a week. 
[ ] Every day. 
[ ] Doesn't apply. 

7. Blacking out or fainting 
( dizzinesss) ... 

[ ] Not at all. 
[ ] Less than once a month. 
[ ] Several times a month. 
[ ] Several times a week. 
[ ] Every day. 
[ ] Doesn't apply. 

8. Losing my appetite ... 

[ ] Not at all. 
[ ] Less than once a month. 
[ ] Several times a rnon th. 
[ ] Several times a week. 
[ ] Every day. 
[ ] Doesn't apply. 

Col.62 

Col.69 
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9. Eating too much ... 14. Headaches ... 

[ ] Not at all. [ ] Not at c1ll. 
[ ] Less than once a month. [ ] Less thnn 0111 ·•! n month. 
[ ] Several times a month. ( ] Several linH·~ il month. 
[ ] Several times a week. [ ] Several limc•r- ,1 week. Col.70 

[ ] Every day. ' 

[ ] Every day. 
[ ] Doesn't apply. [ ] Doesn't ap11ly. 

10. Diarrhoea ... 
15. Backaches ... 

[ ] Not at all. 
[ ] Less than once a month. [ ] Not at all. 
[ ] Several times a month. [ ] Less than once a month. 
[ ] Several times a week. [ ] Several times a month. 
[ ] Every day. [ ] Several times il week. 
[ ] Doesn't apply. [ ] Every day. 

[ ] Doesn't apply. 

11. Constipation ... 
16 Other physicnl problem~ ... 

[ ] Not at all. (please specify) 
[ ] Less than once a month. ---------------------
[ ] Several times a month. 
[ ] Several' times a week. [ ] Not at all. 
[ ] Every day. [ J Less than once a month. 
[ ] Doesn't apply. [ ] Several times a mon Lh. 

[ ] Several times a week. 
[ ] Every day. Col.79 

12. Control of my bladder ... [ 1 Doesn't apply. 

[ ] Not at all. 
[ ] Less than once a month. B. During the Past three monlhs, 
[ ] Several times a month. I have ... 
[ ] · Several times a week. 
[ ] Every day. 17. visited a doctor ... 
[ ] Doesn't apply. 

[ J Not at all. 
[ ] Less than once a mon lh. 

13. Seizures or epilepsy .. [ ] Several times a month. 
[ ] Several times a week. 

[ ] Not at all. [ ] Every day. 
[ ] Less than once a month. [ ] Doesn't apply. 
[ ] Several times a month. 
[ ] Several times a week. 
[ ] Every day. 18. worked ... 
[ ] Doesn't apply. 

[ ] Not at all. 
[ ] Less than once a month. 
[ ] Several times a mon lh. 
[ ] Several times a week. 
[ ] Every day. 
[ ] Doesn't apply. 
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19. Attended school. .. 

[ ] Not at all. 

23. Had fights with my parenl(s) ... 

[ ] Not at all. 
[ ] Less than once a month. 
[ ] Several times a month. 
[ ] Several times a week. 
[ ] Every day. 
[ ] Doesn't apply. 

20. Had trouble taking care of my 24. 
house ... 

· [ ] Not at all. 
[ ] Less than once a month. 
[ ] Several times a man th. 
[ ] Several times a week. 
[ ] Every day. 
[ ] Doesn't apply. 

21. Fought with my spouse/partner 
(Physical)... 25. 

[ ] Not at all. 
· [ ] Less than once a month. 
[ ] Several times a month. 
[ ] Several times a week. 
[ ] Every day. 
[ ] Doesn't apply. 

[ ] Less than once a month. 
[ ] Several times a month. 
[ ] Several times a week. 
[ ] Every day. 
[ ] Doesn't apply. 

Had fights with friends or 
Employers 
(Physical or Verbal) ... 

[ ] Not at all. 
[ ] Less than once a month. 
[ ] Several times a month. 
[ ] Several times a week. 
[ ] Every day. 
[ ] Doesn't apply. 

Had fights with strangers 
(Physical or Verbal) ... 

[ ] Not at all. 
[ ] Less than once a month. 
[ ] Several times a month. 
[ ] Several times a week. 
[ ] Every day. 
[ ] Doesn't apply. 

2 

22. Fought with my spouse/partner 
(Verbal)... 26. Had satisfactory sexual relalions ... 

[ ] Not at all. 
[ ] Less than once a month. 
[ ] Several times a month. 
[ ] Several times a week. 
[ ] Every day. 
[ ] Doesn't apply. 

[ ] Not at all. 
[ ] Less than once a monlh. 
[ ] Several Limes a month. 
[ ] Several times a week. 
[ ] Every day. 
[ ] Doesn't apply. 

Col. 5 

-:...ol. 12 
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27. Had unsatisfactory sexual 31. Pain killers such as Panadeine 
relations ... Aspirin etc . ... 

[ ] Not at all. [ ] Not at all. Col.13 

[ ] Less than once a month. [ ] Less than once a month. 
[ ] Several times a month. [ ] Several times a month. 
[ ] Several times a week. [ ] Several times a week. 
[ ] Every day. [ ] Every day. 

[ ] Doesn't apply. 

28. Have been drunk. .. 
32. Diet pills ... 

[ ] Not at all. 
[ ] Less than once a month. [ ] Not at all. 
[ ] Several times a month. [ ] Less than once a month. 
[ ] Several times a week. [ ] Several times a month. 
[ ] Every day. [ ] Several times a week. 
[ ] Doesn't apply. [ ] Every day. 

[ ] Doesn't apply. 

29. Have had hangovers ... 
33. Sleeping pills ... Col.20 

[ ] Not at all. 
[ ] Less than once a month. [ ] Not at all. 
[ ] Several times a month. [ ] Less than once a month. 
[ ] Several times a week. , ( ] Several times a month. 
[ ] Every day. [ ] Several times a week. 
[ ] Doesn't apply. [ ] Every day. 

[ ] Doesn't apply. 

c. During the past three months 
I took: 34. Other Medications ( Please list such 

things as vitamins, over the counter 
medications etc.) ... 

30. Tranquilizers (Ativan,Equanil, -------------------------
Serepax etc. ) ... -------------------------

[ ] Not at all. [ ] Not at all. 
[ ] Less than once a month. [ ) Less than once a month. 
[ ] Several times a month. [ ] Several tinws a month. 
[ ] Several times a week. [ ] Several times a week. 
[ ] Every day. [ ] Every day. 
[ ] Doesn't apply [ ] Doesn't apply. 
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D. During the past three months 39. Sad ... 
I have felt: 

[ ] Not at all. 
[ ] Less than once a month. Col.21 

35. Unusually happy ... [ ] Several times a month. 
[ ] Several times a week. 

[ ] Not at all. [ ] Every day. 
( ] Less than once a month. [ ) Doesn't apply. 
[ ] Several times a month. 
[ ] Several times a week. 
[ ] Every day. 40. Depressed ... 
[ ] Doesn't apply. 

[ ] Not at all. 
[ ] Less than once a month. 

36. "High" ( not from drugs or [ ) Several times a month. 
alcohol) ... [ ] Several times a week. 

[ ] Every day. 
( ] Not at all. [ r Doesn't apply 
[ ] Less than once a month. 
[ ] Several times a month. 
[ ] Several times a week. 41. That someone or something is 
[ ] Every day. controlling my thoughts or actions ... 
[ ] Doesn't apply. 

[ ] Not at all. 
[ ] Less than once a month. 

37. Unrealistically afraid of situations, [ ] Several limes a monlh. 
people, things, places ... [ ] Several times a week. 

[ ] Every day. 
[ ] Not at all. [ ] Doesn't apply. 
[ ] Less than once a month. 
[ ] Several times a month. 
[ ] Several times a week. 42. That other people could sense 
[ ] Every day. my thoughls (Telepathy) ... , Col. 29 
[ ] Doesn't apply. 

[ ] Not at all. 
( ] Less than once a month. 

38. Afraid, tense ... [ ] Several tin1es a month. 
[ ) Several times a week. 

[ ] Not at all. [ ] Every day. 
[ ] Less than once a month. [ ] Doesn't apply. 
[ ] Several times a month. 
[ ] Several times a week. 
[ ] Every day. 43. That life is not worth living ... 
[ ] Doesn't apply. 

[ ] Not at all. 
[ ] Less Lhan once a month. 
[ ] Several limes a month. 
[ ] Several Limes a week. 
[ ] Every day. 
[ ] Doesn't apply. 
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E. During the past three months 48. Thoughts of killi11g 11,ysclf ... 

44. 

45. 

46. 

47. 

I have had: 
[ ] 
[ ] 

. Not at all. 

Periods where my thoughts go too fast .. [ ] 
Less than once ii 111onlh. 
Several times n 1111111 lh. 
Several times n \\'l'Ck. 

Every day. 

Col 30 

[ ] Not at all. 
[ ] 
[ ] 
[ ] 
[ ] 
[ J 

Less than once a month. 
Several times a month. 
Several times a week. 
Every day. 
Doesn't apply. 

Periods where I speak too fast. .. 

[ ] Not at all. 
[ ] Less than once a month. 
[ ] Several times a month. 
[ ] Several times a week. 
[ ] Every day. 
[ ] Doesn't apply. 

Unwanted thoughts or feelings 
that I can't get rid of... 

[ ] Not at all. 
( ] Less than once a month. 
[ ] Several times a month. 
[ ] Several times a week. 
[ ] Every day. 
[ ] Doesn't apply. 

49. 

so. 

51. 

[ ] 
[ ] 
[ ] Doesn't apply. 

Periods of confusion ... 

[ ] Not at all. 
[ ] Less than once n month. 
[ ] Severnl limes n mnnth. 
[ J Several times a wcl!I<. 
[ ] Every day. 
[ ] Doesn't apply. 

Memory trouble including lnss 
of _memory while drunk ... 

[ ] · Not at all. 
[ ] Less than once a monlh. 
[ ] Several times a month. 
[ ] Several times a week. 
[ ] Every day. 
[ ) Doesn't apply. 

Col..39 

Experiences of unusual sights, sounds, 
odours, tastes or body feelings ... 

[ ] Not nt all. 

Times when I can't stop myself from [ ) Less than once a mon Lh. 
[ ] Several times a month. 

doing certain unwanted actions ... 
[ J Several limes n week. 

[ ] Not at all. 
[ ] Less than once a month. 
[ J Several times a month. 
[ J Several times a week. 
[ J Every day. 
[ ] Doesn't apply. 

[ ] Every day. 
[ ] Doesn't apply. 

52. No energy ... 

[ ] Not at all. 
[ ] Less than once a month. 
[ ] Several tin,es a man th. 
[ ] Several limes a week. 
[ ] Every day. 
[ ] Doesn't apply. 

53. During the past three months I , 
have been in hospital for outpatient: 
treatment or overnight. 

Yes/No 
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Current thoughts Questionnaire. 

Please tick the best answer, for each question. 

1. If my hair isn't perfect I'll look terrible. 

[ ] strongly disagree. 
[ ] disagree. 
[ ] neutral. 
[ ] agree. 
[ ] strongly agree. 

2. No matter what I do I'll never be able to stay on a normal diet. 

[ ] strongly disagree. 
[ ] disagree. 
[ ] neutral. 
[ ] agree. 
[ ] strongly agree. 

3. If my makeup isn't perfect everyone will notice. 

[ ] strongly disagree. 
[ ] disagree. 
[ ] neutral. 
[ ] agree. 
[ ] strongly agree. 

4. Other people can eat three meals a day but I'm different. 

[ ] strongly disagree. 
[ ] disagree. 
[ ] neutral. 
[ ] agree. 
[ ] strongly agree. 

5. If others comment on my appearance negatively I won't be able 
to stand it 

[ ] strongly disagree. 
[ ] disagree. 
[ ] neutral. 
[ ] agree. 
[ J strongly agree. 

Col. 40 

Col. 44 
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6. If I gain a pound I feel like a failure. 

[ ] strongly disagree. 
[ ] disagree. 
[ ] neutral. 
[] agree. 
[] strongly agree. 

7. After I have eaten I have to get rid of it. 

[ ] strongly disagree. 
[ ] disagree. 
[ ] neutral. 
[ ] agree. 
[ ] strongly agree. 

8. When I feel bloated I must vomit. 

[ ] strongly disagree. 
[ ] disagree. 
[ ] neutral. 
[ ] agree. 
[ ] strongly agree. 

9. If I'm lonely I must eat. 

[ ] strongly disagree. 
[ ] disagree. 
[ ] neutral. 
[ ] agree. 
[ ] strongly agree. 

10 If I gain weight I must be out of control. 

[ ] strongly disagree. 
[ ] disagree. 
[ ] neutral. 
( ] agree. 
[ ] strongly agree. 

11. When I get angry I must binge. 

[ ] strongly disagree. 
[ ] disagree. 
[ ] neutral. 
[ ] agree. 
[ ] strongly agree. 

Col.45 

Col.49 
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12. My value as a person is related to my weight. 

[ ] strongly disagree. 
[ ] disagree. 
[ ] neutral. 
[ ] agree. 
[ ] strongly agree. 

13. If someone doesn't compliment me on my appearance it means 
they feel negatively about it. 

[ ] strongly disagree. 
[ ] disagree. 
[ ] neutral. 
[ ] agree. 
[ ] strongly agree. 

14. When I feel depressed I must binge. 

[ ] strongly disagree. 
[ ] disagree. 
[ ] neutral. 
[ ] agree. 
[ ] strongly agree. 

15. Binging and purging control me I don't control them. 

[ ] strongly disagree. 
[ ] disagree. 
[ ] neutral. 
[ ] agree. 
[ ] strongly agree. 

16. Food is my only comfort. 

[ ] strongly disagree. 
[ ] disagree. 
[ ] neutral. 
[ ] agree. 
[ ] strongly agree. 

17. I can't eat normally no matter what I do. 

[ ] strongly disagree. 
[ ] disagree. 
[ J neutral. 
[ ] agree. 
[ ] strongly agree. 

Col. 50 

Col.SS 



i7 

18. People who can't stay on diets are failures. 

[ ] strongly disagree. 
[ ] disagree. 
[ ] neutral. 
[ 1 agree. 
[ ] strongly agree. 

19. When I overeat I should feel guilty. 

[ ] strongly disagree. 
[ ] disagree. 
[ ] neutral. 
[ ] agree. 
[ ] strongly agree. 

20. If my clothes don't fit perfectly everyone will notice. 

[ ] strongly disagree. 
[ ] disagree. 
[ ] neutral. 
[] agree. 
[ ] strongly agree. 

21. If I overeat I've blown it. 

[ ] strongly disagree. 
[ ] disagree. 
[ ] neutral. 
[] agree. 
[ ) strongly agree. 

22. I can't help myself when I eat. 

[ ) strongly disagree. 
[ ] disagree. 
[ 1 neutral. 
[ 1 agree. 
[ 1 strongly agree. 

23. When I feel frustrated I must eat. 

[ 1 strongly disagree. 
[ 1 disagree. 
[ ] neutral. 
[ ] agree. 
[ ] strongly agree. 

Col.56 

Col.61 
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24. Vomiting after binging is a good way to have your cake and eat it 
too. 

[ ] strongly disagree. 
[ ] disagree. 
[ ] neutral. 
[ ] agree. 
[ ] strongly agree. 

25. If I'm not thin I'm fat. 

[ ] strongly disagree. 
[ ] disagree. 
[ ] neutral. 
[ ] agree. 
[ ] strongly agree. 

CoJ,62 

Col. 63 
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The Eating Habits Que~tionnaire, 

Please tick the best answer, for each question. 

1. Do you ever eat uncontrollably to the point of stuffing yourself 
(i.e., going on eating binges) ? 

[] Never. 
[ ] Once a month or less . 
[ ] 2 - 3 times a month. 
[ ] Once or twice a week. 
[ ] 3 - 6 times a week. 
[ ] Once a day or more. 

2. I am satisfied with my eating patterns. 

[] Agree. 
[ ] Neutral. 
[ ] Disagree a little. 
[ ] Disagree. 
[ ] Disagree strongly. 

3. Have you ever kept eating until you thought you'd explode ? 

[ ] Practically every time I eat. 
[ ] Very frequently. 
[ ] Often. 
[ ] Sometimes. 
[] Seldom 
[] Never 

4. Would you presently call yourself a "binge eater" ? 

[ ] Yes, absolutely. 
[] Yes. 
[ ] Yes, probably. 
[ ] Yes, possibly. 
[ ] No, probably not. 

5. I prefer to eat: 

[ ] At home alone. 
[ ] At home with others. 
[ ] In a public restaurant. 
[ ] At a friend's house. 
[ ] Doesn't matter. 

Col.64 

Col. 68 
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6. Do you feel you have control over the amount of food you 
consume ? 

[ ] Most or all of the time. 
[ ] A lot of the time. 
[ ] Occasionally. 
[ ] Rarely. 
[] Never. 

7. I use laxatives or suppositories to help control my weight. 

[ ] Once a day or more. 
[ ] 3 - 6 times a week. 
[ ] Once or twice a week. 
[ ] 2 - 3 times a month. 
[ ] Once a month or less. 
[ ] Never. 

8. I eat until I feel too tired to continue. 

[ ] Once a day or more. 
[ ] 3 - 6 times a week. 
[ ] 
[ ] 
[ ] 
[ ] 

Once or twice a week. 
2 - 3 times a month. 
Once a month or less. 

Never. 

9. How often do you prefer eating ice cream, milk shakes, or 
puddings during a binge ? 

[] Always. 
[ ] Frequently. 
[ ] Sometimes. 
[ ] Seldom or never. 
[ ] I don't binge. 

10. How much are you concerned about your eating binges? 

[ ] I don't binge. 
[ ] Not concerned. 
[ ] Bothers me a little. 
[ ] Moderate concern. 
[ ] Major concern. 
[ ] Probably the biggest concern in my life. 

Col.69 

' 

Col. 73 
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11. Most people I know would be amazed if they knew how much 
food I can consume at one sitting. 

[ ] Without a doubt. 
( ] Very probably. 
[ ] Probably. 
[ ] Possibly. 
[] No. 

12. Do you ever eat to the point of feeling sick ? 

[ ] Very frequently. 
[ ] Frequently. 
[ ] Fairly often. 
[ ] Occasionally. 
[ ] Rarely. 
[] Never. 

13. I am afraid to eat anything for fear that I won't be able to stop. 

[ ] Always. 
( ] Almost always. 
[ 1 Frequently. 
[ ] Sometimes. 
( ] Seldom or never. 
[] Never. 

14. I don't like myself after I eat too much. 

[] Always. 
[ ] Frequently. 
[ ] Sometimes. 
[] Seldom. 
[] Never. 
[ ] I don't eat too much. 

15. How often do you intentionally vomit after eating ? 

[ ] 2 or more times a week. 
[ ] Once a week. 
[ ] 2-3 times a month. 
[ ] Once a month. 
[ ] Less than once a month. 
[] Never. 

Col. 5 ...----

Col.9 
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16. Which of the following describes your feelings after binge 
eating? 

[ ] I don't binge eat. 
[ ] I feel O.K. 
[ ] I feel mildly upset with myself. 
[ ] I feel quite upset with myself. 
[ 1 I hate myself. 

17. I eat a lot of food when I'm not even hungry. 

[ ] Very frequen t1 y. 
[ 1 Frequently. 
[ ] Occasionally. 
[ ] Sometimes. 
[ ] Seldom. 
[ ] Never. 

18. My eating patterns are different from eating patterns of most 
people. 

[] Always. 
[ ] Almost always. 
[ ] Frequently. 
[ ] Sometimes. 
[] Seldom. 
[ ] Never. 

19. I have tried to lose weight by fasting or going on crash diets. 

[ ] Not in the past year. 
[ ] · Once in the past year. 
[ ] 2-3 times in the past year. 
[ ] 4-5 times in the past year. 
[ ] More than 5 times in the past year. 

20. I feel sad or blue after eating more than I'd planned to eat. 

[] Always. 
[ ] Almost always. 
[ ] Frequently. 
[ ] Sometimes. 
[] Seldom. 
[ ] Never or not applicable. 

Col. O 

Col.14 
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21. When engaged in an eating binge, I tend to eat foods that are 
high in carbohydrates. 

[ ] Always. 
[ ] Almost always. 
[ ] Frequently. 
[ ] Sometimes. 
[ ] Seldom. 
[ ] I don't binge. 

22. Compared to most people, my ability to control my eating seems 
to be: 

[ ] Greater than others' ability. 
[ ] About the same. 
[ ] Less. 
[] Much less 
[ ] I have absolutely no control. 

23. One of your best friends suddenly suggests that you both eat at a 
new restaurant that night. Although you'd planned on 
eating something light at home, you go ahead and eat out, eating 
quite a lot and feeling uncomfortably ill. How would you feel 
about yourself on the way home ? 

[ ] Fine, glad I tried a new restaurant. 
[ ] A little regretful that I'd eaten so much. 
[] Somewhat disappointed in myself. 
[ ] Upset with myself. 
[ ] Totally disgusted with myself. 

24. I would presently label myself a "compulsive" eater ( one who 
engages in episodes of uncontrolled eating). 

[ ] Definitely. 
[ ] Yes. 
[ ] Yes, probably. 
[ ] Yes, possibly. 
[ ] No, probably not. 

25. If I eat too much at night , I feel depressed the next morning. 

[] Always. 
[ ] Frequently. 
[ ] Sometimes. 
[ ] Seldom. 
[ ] Never. 
[ ] I don't eat too much at night. 

Col.1S ~l 
7 

Col. 19 
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26. Do you believe that it is easier for you to vomit than most 
people? 

[ ] Yes, it's no problem at all for me. 
[ ] Yes, it's easier. 
[ ] Yes, it's a little easier. 
[ ] About the same. 
[ ] No, it's less easy. 

27. I feel that food controls my life. 

[] Always 
[ ] Almost always 

·1 ] Frequently. 
[ ] Sometimes. 
[] Seldom. 
[ ] Never. 

28. How often do you vomit after eating in order to lose weight? 

[ ] Never. 
[] Less than once a month. 
[] Once a month. 
[] 2-3 times a month. 
[ ] Once a week 
[ ] Two or more times a week. 

29. When consuming a large quantity of food, at what speed do 
you usually eat? 

[ ] More rapidly than most people have ever eaten in their 
lives. 

[] A lot more rapidly than most people. 
[ ] A little bit more rapidly than most people. 
[ ] About the same rate as most people. 
[ ] More slowly than most people. 
[ ] Not applicable. 

30. I use diuretics (water pills) to help control my weight. 

[ ] Once a day or more. 
[ ] 3-6 times aweek. 
[ ] Once or twice a week. 
[ ] 2-3 times a month. 
[ ] Once a month or less. 
[] Never. 

µ1 
I 

Col. 24 
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31. How do you think your appetite compares to that of most people 
you know? 

[ ] Many times larger than most. 
[ ] Much larger. 
[ ] A little larger. 
[ ] About the same. 
[ ] Smaller than most. 

32. Females only; My last menstrual period was. 

[] Within the past month . 
[ ] Within the past two months. 
[ ] Within the past 4 months. 
[ ] Not within the past 6 months. 

My Menstrual cycles are usually Regular /irregular. 
(please circle your answer.) 

Col.27 
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