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ABSTRACT 

This study explored three areas believed to play a central role 

in the pathogenesis and presenting clinical picture of the eating 

disorders. anorexia nervosa and bulimia. Measures of personal 

effectiveness, family dynamics, and traditional sex-role beliefs were 

assessed in groups of restricting anorexics, bulimic anorexics, normal 

weight bulimics and controls. Control subjects manifested the highest 

degree of psychological adjustment, resourcefulness, and self-direction, 

while restricting anorexics obtained the lowest score on this measure. 

Bulimics experienced the highest degree of personal effectiveness of the 

patient groups, with bulimic anorexics falling in-between restricting 

anorexics and bulimics. Control subjects also reported that they felt 

more independent, accepted and tolerated in their family than any of the 

eating disorder groups. Bulimic subjects scored closest to controls on 

this measure, with bulimic anorexics experiencing the least degree of 

acceptance, tolerance and independence of all groups. Finally, control 

subjects defined themselves in a more traditionally masculine role than 

did any of the eating disorder groups. Restricting anorexics were most 

likely to describe themselves as passive, submissive, constricted and 

sensivitive; bulimic subjects were more likely to endorce such 

self-descriptive adj ectives as assertive, uninhibited, self-confident 

and competitive. Bulimic anorexics perceived themselves to be less 

vi 
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traditionally feminine than did restricting anorexics) but more than 

bulimics or controls. The results of this study support the theory that 

ego deficits contribute to the development of eating disorders. 

------------------------ .. _---



INTRODUCTION 

Once considered a rare disorder, anorexia nervosa has become 

increasingly common in young, adolescent women during the past 20 years 

(Bemis, 1979; Bruch, 1973; Garfinkel & Garner, 1982; Thompson & 

Schwartz, 1982; Vigersky, 1977). Bulimia, virtually unheard of until 

1979 (Russell, 1979), has exploded into the public's awareness. 

Together, these two eating disorders have been declared a national 

epidemic (International Medical News Service, 1982; Pope, Hudson & 

Yurgelun-Todd, 1984). Researchers estimate that approximately one in 

200 females between the ages of 12 and 18 are anorexic (APA, 1980; 

Crisp, Palmer & Kalucy, 1976), and as many as 13% to 18% of college-age 

women are bulimic (Halmi, Falk & Schwartz, 1981; Pope, et al., 1984). 

Furthermore, although eating disorders were once thought to occur 

predominantly in young, white, middle and upper class females (Bruch, 

1973; Crisp, et al., 1976; Morgan & Russell, 1975), there is increasing 

evidence that the disorders are affecting a wider range of individuals 

of both sexes (Burns & Crisp, 1985; Fichter, Daser & Postpischil, 1985) 

and in all socio-economic classes (Garfinkel & Garner, 1982; Levenkron, 

1982. 

Clinical Picture of Anorexia Nervosa 

The clinical picture presented by patients with anorexia nervosa 

includes a 25% loss of original body weight in a relentless pursuit of 

thinness (Bruch, 1970). This desire to be thin often persists until the 

individual reaches a severe state of emaciation, with concomitant 

1 
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physical and psychological complications. Amenorrhea is invariably 

present, and usually occurs after significant weight loss. Amenorrhea 

may also coincide with, or preceed, the onset of illness (Bemis, 1978; 

Beumont, George & Smart, 1976; Crisp & Stonehill, 1971). Hyperactivity, 

early morning insomnia, and decreased sexual interest are common 

clinical features (Bruch, 1973; Crisp & Stonehill, 1971), and the 

behavioral abnormalities include severe restriction of food intake, 

hoarding or hiding of food, and monotonous or eccentric diets (Bemis, 

1978; Bruch, 1973; Garfinkel & Garner, 1982). Other significant 

characteristics of the illness include a distorted body image, 

ritualistic behavior, and obsessive preoccupation with food and cooking 

(APA, 1980; Bemis, 1978; Bruch, 1973; Garfinkel & Garner, 1982). 

Anorexics achieve their dramatic weight loss through a 

combination of excessive dieting, fasting or excessive exercise 

(Beumont, et al., 1976). Rigid, self-imposed rules are followed in a 

ritualistic manner. For example, an anorexic might believe that before 

any food can be eaten, it must be divided into four equal portinos, and 

then quartered equally again. The anorexic might then require herself 

to chew each bite a specified number of times before swallowing, and 

after eating, complete a rigorous exercise routine before bedtime. 

These rituals gradually begin to consume an increasing amount of time 

and emotional energy, and result in withdrawal from others and social 

isolation (Bruch, 1973; Crisp, 1974; Garfinkel & Garner, 1982; Garner & 

Bemis, 1982; Thompson & Schwartz, 1982). 
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Etiology of Anorexia Nervosa 

Bruch (1973), a well-known leader in the area of eating 

disorders, has formulated a theory stating that anorexia nervosa is .the 

result of a "desperate struggle for a self-respecting identity" (p. 

250). She writes, "[In] primary anorexia nervosa, the main issue is a 

struggle for control, for a sense of identity, competence and 

effectiveness" (p. 251). She believes that three significant ego 

deficits contribute to the development of this disorder: a severe 

distortion of the body image and body concept, an inaccurate perception 

of internal body stimuli, and a debilitating sense of ineffectiveness. 

An anorexic's stubborn assertion that she looks "just fine" or 

is even "too fat" seems absurd when she is visibly emaciated and 

skeleton-like. Yet, this distorted body image and overwhelming fear of 

becoming fat is characteristic of patients with true anorexia nervosa. 

Transformation of this denial into a realistic, objective body image 

perception is a necessary prerequisite for lasting weight gain and 

complete recovery. 

Bruch (1973) asserts that "the experience of hunger is not 

innate, but something that contains important elements of learning" (p. 

45). Thus, the anorexic's inability to correctly identify internal body 

stimuli may result from inappropriate and confusing early experiences 

that interfere with this early learning process. Although most 

anorexic's families are devoid of significant psychopathology, Bruch has 

discovered a common theme in many of her patient's childhoods: they had 

an "absence or paucity of appropriate and confirming responses to 
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signals indicating their needs and other forms of self expression" (p. 

55). 

During the early stages of development, appropriate responses to 

an infant's cues are necessary for development of a sense of self, 

separate from the object, and to distinguish different bodily 

sensations, such as hunger and fatigue, from other uncomfortable 

feelings. As an active participant in the process of development, the 

child continually interacts with the environment, and awareness of the 

self as a separate entity evolves through experiences and 

experimentation with the surroundings. These transactions facilitate 

development of a sense of adequacy and competency as the child achieves 

successful need gratification. 

In a similar view, Mahler, Pine and Bergman (1975) propose that 

separation and individuation from the mother is a result of the child's 

progression through a series of distinct phases. The Normal Autistic 

phase is marked by the infant's lack of awareness of a significant 

other. As development proceeds, dim awareness of an undifferentiated 

"need-satisfying" object indicates transition into the Normal Symbiotic 

phase. Mahler, et al. , describe this as the "state of 

undifferentiation, of fusion with mother, in which the 'I' is not yet 

differentiated from the 'not-I' and in which inside and outside are only 

gradually coming to be sensed as different" (p. 44). The infant 

gradually begins to achieve a greater awareness of the mother as 

distinctly different from the self in the Practicing phase, by 

initiating physical separation from the mother and by actively exploring 

the environment. Throughout this exploratory period, it is imperative 
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that the mother remain available as a "home base" for the child to 

return to and "check back in" with. The mother's optimal and 

predictable emotional availability and appropriate responses t:o the 

infant's needs facilitate "the rich unfolding of the toddler's thought 

processes, reality testing and coping behavior" (p. 79). while under- or 

over-availability or inappropriate responses inhibit normal, healthy 

development. 

If a parent consistently disregards, misinterprets or 

contradicts an infant's cues, the child will lack the necessary feedback 

to appropriately differentiate the self and internal experiences from 

those stimuli that are externally induced. External cues from the 

environment will then be required as a substitute for an internal sense 

of awareness. As development progresses, the individual will lack a 

sense of self-directedness and will instead look to others for direction 

and guidance. "Thus, he will become an individual deficient in his 

sense of separateness, with 'diffuse ego boundaries,' and will feel 

helpless under the influence of external forces" (Bruch, 1973, p. 56). 

This reliance on others for the validation of internal 

experiences and definition of self results in a sense of personal 

ineffectiveness (Bruch, 1973; 1978; 1982a; 1982b). Bruch (1982a) 

writes, "Long before the illness appears, these girls feel helpless and 

ineffective in conducting their own lives, and the severe discipline 

over their bodies represents a desperate effort to ward off panic about 

being powerless" (p. 1532). Rigid control of body weight and continued 

weight reduction enable the anorexic to feel competent and respected in 

at least one area (Casper, 1983). 
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The onset of anorexia nervosa in the adolescent is often 

difficult for parents, teachers and significant others to comprehend. 

Throughout childhood, the anorexic has typically been described as an 

unusually good, obedient, pleasing and helpful child (Bemis, 1978; 

Bruch, 1973, 1978, 1982a; Strober, 1980), who has often been a high 

achiever and has done well in school (Bemis, 1978; Beumont, et a1., 

1976; Garfinkel & Garner, 1982; Garner & Bemis, 1982; Halmi, 1974; 

Yates, Leehey & Shisslak, 1983). The anorexic, however, experiences 

this obedience as a response to the demands and expectations of others, 

rather than self-initiated and willful behavior. 

The dramatic weight loss and stubborn defense of the anorexic's 

position is believed to come at a time when the person is faced with 

increasing independence in unfamiliar life situations. Changing 

schools, dating, making new friends, and increasing independence from 

the family are all inherent adolescent challenges the anorexic feels ill 

equipped to successfully master. Preoccupation with food and weight 

becomes a cover-up for underlying problems and doubts about self-worth. 

"They suffer from a deep fear of being incompetent, a 'nothing,' of not 

getting or even deserving respect" (Bruch, 1982a, p. 1532). The 

anorexic believes that through weight reduction and being thin, he or 

she will demonstrate mastery, control and competence, and will therefore 

be deserving of respect (Bruch, 1978; 1982a; Garner, Garfinkel & Bemis, 

1982). 

Bruch's (1973) proposal that anorexia nervosa results from 

specific ego deficits has been supported by other authors (Garfinkel & 

Garner, 1982; Selvini-Palazzoli, 1974; Sugarman, Quinlan & Devenis, 
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Selvini-Palazzoli (1974) writes, "It is often the parental 

couple, with its own pathology, or the whole family group, who sabotage 

the basic needs of the patient's ego, and quite especially the feeling 

that she is unique, capable and worthy of respect" (P. 88). In her 

analytic work, Selvini-Palazzoli has found that the pre-anorexic 

infant's relationship with the primary caretaker is characterized by 

parental control, rather than mutual pleasure, tenderness and joy. 

"During childhood and the latency period, an insensitive parent 

constantly interferes, criticizes, suggests, takes over vital 

experiences and prevents the child from developing feelings of his own" 

(p. 88). In the prepubescent period, the child passively surrenders in 

interpersonal relationships. When faced with new life tasks in 

adolescence, "the depressed ego ••• reactivates the overwhelming sense of 

helplessness experienced during the infantile period, when the pateint 

was quite incapable of satisfying her own vital needs" (p. 89). The 

anorexic projects the bad internalized mother onto her body, and as a 

result, her body becomes a symbolic representation of the "bad object," 

and must be mistrusted and controlled. "The bad body kept at bay from 

the self protects the existence of a good, idealized, enhanced, 

acceptable and respected ego" (p. 93). 

In an effort to further explain the development of anorexia 

nervosa, Sugarman, et al. (1981) attempt to integrate cognitive, object 

relations, and familial dimensions into a comprehensive theoretical 

model. Along with Bruch (1973) and Selvini-Palazzoli (1974), Sugarman, 

et al. (1981) correlate parental over- or under-involvement or 

overcontrol of the developing child with an inhibition of growth and 
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impoverished development of independence and autonomy. Consolidation of 

the anorexic's self and other boundaries are prevented by the parent's 

inability to tolerate the child's separateness. During the Practicing 

period (Mahler, et al., 1975), the child begins to fear that any 

physical separation from the mother will result in total loss of that 

object. Thus, the child is not able to achieve internal representation 

of the object and therefore, object constancy is not attained. 

Sugarman, et al. (1981) write, "This developmental arrest at the 

transitional period between the differentiation and practicing 

subphases, and at a level of sensorimotor representation promotes a 

vulnerability to anaclitic depression and an infantile personality 

structure ••. with poor ego strength" (p. 551). Anorexic symptoms serve 

to maintain ego boundaries by making the anorexic distinctly different 

from others and creating a sense of mastery over their bodies. 

The theoretical models just discussed emphasize the importance 

of an environment that fosters the infant's separation and individuation 

from the primary caretaker. Parents that are emotionally available but 

not over- or under-involved with their child appear to facilitate the 

child's development of autonomy and sense of self. Confusing early 

experiences, a need for external validation and direction, and 

overwhelming doubts about self worth undermine healthy development, and 

may result in a desperate attempt to achieve mastery, control and 

personal effectiveness through severe weight loss and amenorrheic 

thinness. 
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Clinical Picture of Bulimia 

In addition to dieting, fasting, and exercising, some anorexics 

utilize self-induced vomiting or purging in their relentless efforts to 

lose weight (Bemis, 1978; Bruch, 1973; Pyle, Mitchell & Eckert, 1981; 

Russell, 1979; Russell, 1985). In this study, the term "bulimic 

anorexic" will be used to describe a subgroup of low-weight anorexics 

with clear-cut episodes of binging and/or purging. As many as 47% of 

anorexics may also manifest a binge/purge cycle (Casper, Eckert, Halmi, 

Goldberg & Davis, 1980), and there is increasing evidence that bulimic 

anorexics are distinctly different from anorexics who restrict food 

intake as their sole method of weight control (hereafter referred to as 

"restricting anorexics") (Beumont, et a1., 1976; Boskind-Lodahl & White, 

1978; Boskind-White, 1983; Casper et al., 1980; Fairburn, 1980; Gandour, 

1984; Garfinkel & Garner, 1984; Pyle, et a1., 1981; Russell, 1979; 

Russell, 1985). 

Bulimia is characterized by the episodic rapid consumption of 

large quantities of food. Bulimics often feel out of control and fear 

they will be unable to stop eating voluntarily (APA, 1980). Binges 

typically consist of high calorie, high carbohydrate foods (Pyle, et 

al., 1981), eaten in exorbitant quantities (whole pies, dozens of 

doughnuts, loaves of bread, etc.). Large amounts of liquids are also 

frequently ingested. The caloric content of a binge may range from 1200 

to 20,000 calories (Russell, 1979). Binges may last from less than two 

hours up to eight hours (Pyle, et al., 1981), but an average of 12 hours 

a week is spent on binging (Mitchell & Pyle, 1981). Binges often end 

due to abdominal pain, social interruption or sleep (APA, 1980). Most 
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frequently, binging is followed by vomiting, but some bulimics may try 

to purge themselves by abusing laxatives or diuretics (Mitchell & Pyle, 

1981) . 

Bulimia occurs in individuals who are not anorexic, and there 

has been recent controversy in the literature about whether bulimia is a 

chronic, end-stage of anorexia nervosa, or a distinct syndrome 

(Boskind-Lodahl & White, 1978; Boskind-White & White, 1983; Casper, et 

al., 1980; Fairburn, 1980; Garfinkel & Garner, 1984; Pyle, et al., 1981; 

Russell, 1979). Most previous studies of bulimia have involved 

anorexics who engage in the binge/purge cycle (Ben-Tovim, Marilov & 

Crisp, 1979; Beumont, et al., 1976; Garfinkel, Moldofsky & Garner, 1980; 

Strober, 1981a). A well-controlled comparison study of homogeneous 

groups of normal-weight bulimics, bulimic anorexics, and restricting 

anorexics might help to clearly differentiate these three expressions of 

disturbed eating behavior. 

Unlike the restricting anorexic or the bulimic anorexic, 

however, the true bulimic is not critically underweight. Most bulimics 

fluctuate within a normal weight range (APA, 1980), and since binging is 

typically done privately (Pyle, et al., 1981; Russell, 1979), bulimics 

are often able to keep their disordered eating pattern a secret for some 

time. One married woman successfully concealed her bulimia from her 

husband for over 18 months (Fairburn, 1980). 

In anorexia nervosa, cardiovascular and respiratory changes, as 

well as renal complications, are typically a result of the anorexic's 

severe weight loss. In bulimia, low weight is not the critical issue, 

but other potentially hazardous side effects are often present. The 
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most notable are fluid and electrolyte abnormalities, which can result 

in hypokalemia, with subsequent abnormal heart rhythms and potential 

death. Other reported side effects are renal failure, acute gastric 

dilation, persistent sore throat, infection of the salivary glands, and 

damage to the teeth and. gums (Gandour, 1984; Mitchell & Pyle, 1981; 

Pyle, et al., 1981; Russell, 1979). 

Comparatively 

etiologic factors 

Etiology of Bulimia 

little has been written about 

associated with bulima. While 

the significant 

many authors 

acknowledge the distinct bulimic symptoms, few provide comprehensive 

theoretical underpinnings for this disorder. Russell (1979), for 

example, states only that "overeating could at times be interpreted as 

meeting an unfulfilled emotional need" (p. 443). Others (Wilson, 1984; 

Wooley & Wooley, 1981) suggest that bulimia is similar to an addictive 

or compulsive disorder, such as alcoholism or compulsive gambling. 

Bruch (1973) describes two phases of nutritional disorganization in 

anorexia nervosa: "absence or denial of desire for food and 

uncontrollable impulses to gorge oneself, usually without awareness of 

hunger, and often followed by self-induced vomiting" (p. 253). However, 

her explanation of the binge/purge cycle is merely an elaboration of her 

belief that disturbances in bodily awareness contribute significantly to 

the development of anorexia nervosa. 

In an extensive comparison of anorexic restrictors and anorexic 

bingers, Strober (1981a) examined several factors believed to predispose 

individuals to develop bulimia. He found that "the childhood 

development of the bulimic has been far more detrimental to ego control, 
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identity formation, and acceptance of pubertal transformations" (p. 41). 

Specifically, compared to restricting anorexics, greater family 

conflict, affective instability, and interpersonal difficulties 

characterize the childhood development of the future bulimic. Strober 

concludes that "the disposition toward bulimia is rooted in early 

disturbances in ego functioning, personality adaptation, and other 

maladaptive factors" (p. 28). 

Sugarman and Kurash (1982) believe that "bulimia reflects an 

arrest at the earliest stage of transitional object development" (p. 

58) • They further suggest that "all infants use their body as a 

transitional obj ect on the path to separation and individuation" (p. 

59) • The failure to adequately separate from the primary caretaker 

during the Practicing subphase (Mahler, et al., 1975) results in a 

fixation on one's body that inhibits physical exploration and the use of 

external transition obj ects. Barring the infant's ability to utilize 

abstract transitional objects, the body becomes a medium for the 

separation/individuation process. The concrete need-gratifying activity 

of eating allows the individual to evoke a sensorimotor representation 

of mother (Sugarman, et al., 1981). The bulimic's delicate self/other 

boundaries can not sustain the fear of fusion with the mother, however, 

and he or she feels compelled to reject this image and vomit the food 

just eaten. The concrete motor actions of binging and purging serve to 

maintain the bulimic's tenuous self/other boundaries. 

The possibility that bulimia is a manifestation of an underlying 

biological or affective disturbance has been advocated by other 

researchers (Green & Rau, 1974; Gwirtsman, Roy-Byrne, Yager & Gerner, 
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1983; Katz, Kuperberg, Pollack, Walsh, Zumoff & Weiner, 1984). 

Specifically, there has been speculation about the association of 

binging and vomiting with EEG abnormalities (Green & Rau, 1974) and 

affective disorders (Brotman, Herzog & Woods, 1984; Herzog 1984; Katz, 

et al., 1984; Levy & Dixon, 1985), and several authors have reported a 

reduction of bulimic symptomatology when treated with antidepressants 

(Pope, Jonas & Yurgelun-Todd, 1985; Pope, Hudson, Jonas & Yurgelun-Todd, 

1983; Pope, Hudson, Jonas & Yurgulun-Todd, 1985). Results from these 

studies have not been successfully replicated, however (Wermuth, Davis, 

Hollister & Stunkard, 1977), or have been equivocal when studied under 

double-blind, placebo-controlled conditions (Biederman, Herzog, Rivinus, 

Harper, Ferber, Rosenbaum, Harmatz, Tondorf, Orsulak & Schildkraut, 

1985; Pope, et al., 1983). In an elaborate review of the literature on 

affective illness and eating disorders, Halmi (1985) reports that the 

results of the available studies do "not allow one to conclude that the 

eating disorders are a form of affective disorder even though there are 

some signs and symptoms and physiological changes in common in those 

disorders" (p. 678). However, the similarities among the disorders and 

any possible etiologic explanations deserve further consideration under 

rigorous methodological conditions. 

Other researchers have focused on the importance of social 

influences and expectations in the development of bulimia 

(Boskind-Lodahl & White, 1978; Boskind-White & White, 1983; Lawrence, 

1979; Levenkron, 1982; Orbach, 1978). Levenkron (1982) cites our 

culture's increasing emphasis on thinness as a contributory factor in 

the escalating incidence of eating disorders. Similarly, Boskind-White 
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and White (1983) believe that bulimic women are desperately striving to 

fit into a sterotyped feminine role and therefore adopt a passive and 

helpless stance in their relationships with others. They also contend 

that women have traditionally tried to "please others" and often 

struggle to conform to the sleek. slim and fashionable image of women 

portrayed in the media. 

Given this position of passivity. helplessness and conformity in 

the world. the behavior of women with eating disorders may be understood 

as an attempt to fit into a stereotyped role while maintaining a shadow 

of cont'roI. Feeling powerless in the external world, self-starvation 

and self-induced vomiting are desperate ways to establish control in an 

area that defies interference by others--control over the physical being 

(Lawrence, 1979). The consequences of this control--emaciation. 

weakness and frailty--allow women to fit into dependent. helpless roles 

and to satisfy exaggerated images of physical attractiveness. 

Concurrently. they exert a passive power over others, who struggle and 

plead with them to stop their self-destructive behavior. 

As the woman's battle for power becomes primarily an internal 

one. weight control becomes a substitute for actively confronting the 

significant life issues of position and identity in the world. For many 

bulimics. food is their "best friend." and they turn to it in times of 

stress and crisis. Binging is often used to avoid pain, responsibility 

and intimacy. Defending a position, or directly facing and resolving 

issues that arouse anxiety seems unduly hazardous to the bulimic. The 

feelings that follow binging and purging. although negative, are 

predictable and safe. Bulimics typically avuid feeling vulnerable with 
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others by absolving themselves from responsibility and blaming their 

failures on their bulimia. It is much safer for them to destroy 

themselves than to risk potential emotional damage from others. The 

self-perpetuating cycle prevents them from taking risks that could 

ultimately lead to meaningful, interpersonal relationships and positions 

of respect in the community. 

The Significance of Family Issues 

The importance of family dynamics in the pathogenesis of 

anorexia nervosa and bulimia has received considerable attention (Crisp, 

Harding & McGuinness, 1974; Humphrey, 1986; Minuchin, Rossman & Baker, 

1978; Morgan & Russell, 1975; Yager 1982; Yager & Strober, 1985). In 

general, family theorists believe that families can produce and 

reinforce disturbed patterns of eating. "The daughter's illness 

sometimes serves a protective functioning for one or both parents as 

well as the patient, especially if the marital relationship is poor and 

acutely threatened by the prospect of their child's independence" 

(Crisp, et al., 1974, p. 172). 

Minuchin, et al., (1978) believe that family members often avoid 

interpersonal conflict by displacing their attention onto a sick child, 

and these "pathological family interactions appear to evoke and sustain 

the child's symptoms" (p. 53). They characterize the anorexic family as 

a highly enmeshed group that is typically child oriented. An enmeshed 

family is defined as "a system which hCi.s turned upon itself, developing 

its own microcosm. There is a high degree of communication and concern 

among family members, boundaries are blurred, and differentiation is 

diffused. Such a system may lack the resources necessary to adopt and 
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change under stressful circumstances" (p. 57). The members of an 

enmeshed family are often rigid and overly protective of each other. 

They are determined to avoid conflict and maintain the homeostasis of 

the family. Anorexic families have been classified as a "midrange 

dysfunctional group," characterized by a powerful coalition, usually 

between mother and daughter. This coalition may be more influential 

than the one between the parents (Yager, 1982). It forces the child 

into a role that she is not physically or emotionally capable of 

fulfilling without serious psychological consequences. 

There have been several attempts to find common characteristics 

of parents who have children with eating disorders (Crisp, et al., 1974; 

Morgan & Russell, 1975; Yager, 1982). Mothers are often found to be 

dominant and intrusive, while fathers are often passive and playa minor 

role in the family (Bemis, 1978). Fathers of bulimics have been found 

to be obsessive, to use discipline excessively, and to have a high 

degree of self-control (Crisp, et al., 1974). However, Kalucy, Crisp 

and Harding (1977) found obsessive traits in 29% of fathers and 14% of 

mothers, and Dally (1969) found parental behavior to range from extreme 

passivity to rigid, domineering, forceful and aggressive. In short, 

little consistency has been found. Morgan and Russell (1975) found that 

21% of anorexics had an immediate relative with a psychiatric illness 

and 51% had a close relative who was mentally ill. Depression, anxiety, 

phobias and alcohol abuse were most often found in relatives of 

anorexics, but descriptions differed widely. Many parents also had 

physical illnesses, such as gastrointestinal disorders, peptic ulcers 

and migrane headaches, which are often thought to be stress-related. 

--------------------_._---_. 
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Crisp, et ale (1974) suggest that parents of anorexics are more 

likely to be involved in nurturing professions, or to have a history of 

anorexia nervosa, obesity or drug dependence. Yager. (182) also reports 

that a significant number of both patients' mothers and fathers were at 

one time anorexic or extremely thin. Furthermore, the prevalence of 

anorexia among sisters of patients is between 3% and 10%. Other 

studies, however, have shown no correlation between the parent's weight 

and the weight of their anorectic child (Yager, 1982). 

Johnson and Flach (1985) compared the psychological environment 

of 105 bulimic familes with 86 control families using three self-report 

measures. Bulimics reported experiencing significantly less 

independence and cohesiveness within the family than did control 

subjects. Open, direct expression of emotion was discouraged in bulimic 

families, yet bulimics reported existing in a highly conflictual and 

angry family environment. Bulimic families had high achievement 

expectations for their members, and this was often associated with the 

severity of the bulimic symptomatology. Johnson and Flach saw the 

family environment of normal-weight bulimics as similar to that of the 

bulimic anorexics reported on by Strober (1981a), except that the 

normal-weight bulimics reported less conflict and expressiveness than 

did the bulimic anorexic groups. Whether these findings would differ 

from those of other distressed families remains to be determined. Yager 

and Strober (1985) suggest that "the underlying issue may be that these 

are all emotionally vulnerable families, and that such families are more 

likely to be breeding grounds for eating disorders than are sturdier 

families" (p. 485). 
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The familial influence on the incidence of anorexia nervosa is 

difficult to discern. Yager (1982) admonishes that family processes 

have typically been studied after the on£et of illness. This makes it 

difficult to tease out which family characteristics were present prior 

to the onset of illness and which are a result of the illness. 

Furthermore, while many studies suggest typical or characteristic 

attributes of families or parents with an anorexic child, there has 

actually been little consistency between the results evaluating 

personality characteristics of patients, parents of patients, or 

parent-child interactions (Yager, 1982; Yager & Strober, 1985). 

Purpose of this Study 

The current study attempts to empirically validate Bruch's 

(1973, 1978, 1982a, 1982b) and other's (Garner & Garfinkel, 1982; 

Selvini-Palazzoli, 1974; Sugarman, et al., 1981) hypothesis that eating 

disorders emanate from ego deficits, and in particular, a sense of 

personal ineffectiveness. Measures of ego-strength, locus of control, 

independence, acceptance, and autonomy in the family will be examined in 

normal controls and in groups of restricting anorexic., bulimic anorexic 

and bulimic patients. It is hypothesized that rigorous group membership 

criteria will provide additional support for the emerging belief that 

bulimic anorexics and bulimics are distfnctly different from restricting 

anorexics on a variety of personality dimensions. 

Specifically, it is hypothesized that compared to restricting 

anorexics, normal weight bulimics will manifest a greater sense of 

personal ineffectiveness, as measured by lower scores on the Ego 

Strength scale on the Minnesota Multiphasic Personality Inventory 
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(MMPI) , and a higher score on the Internal/External Locus of Control 

scale (an external locus of control). Bulimics are expected to 

experience less independence and expressiveness and more conflict within 

the family than restricting anorexics. The restricting anorexic's 

success at dieting and determination to exercise is believed to reflect 

a greater sense of personal effectiveness, concomitant with a more 

internally based locus of control than the bulimic's experience of 

uncontrolled binging and purging. Bulimic anorexics, with 

characteristics of both bulimics and restricting anorexics, are 

predicted to fall somewhere in the middle of these two groups. It is 

hypothesized that all three groups of eating disorder patients will 

demonstrate a greater sense of personal ineffectiveness and externally 

based locus of control than normal subjects. 

Family dynamics will also be evaluated in this study. The 

degrees of independence, expressiveness and conflict experienced in the 

family (measured by three of the Moos Family Environment Scale scores) 

will be examined, in addition to the individual's experience of 

acceptance and tolerance within the family (measured by four questions 

on the Berren-Shisslak Family Dynamics Survey). Restricting anorexics 

are expected to experience less independence, expressiveness and 

conflict, but more acceptance and tolerance, than bulimic subj ects. 

Bulimic anorexics are expected to fall somewhere in between the 

restricting anorexic and bulimic groups on these family measures. 

In addition, this study will exmaine the degree to which eating 

disorder patients maintain passive and helpless stances in their 

relationships with others and conform to traditional, sterotyped 
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feminine roles. Restricting anorexics are perceived to strive for 

conformity to external expectations and demands, while bulimics are 

expected to both comply and rebel against societal pressures in an 

exaggerated manner. All eating disorder groups are expected to exceed 

normal controls on measures of traditional, feminine interpersonal 

characteristics on the MMPI and the Bern Sex-Role Inventory. 

Empirical Support 

Group Differentiation. With the increasing realization that 

bulimc anorexics manifest a clinical picture that is distinctly 

different from that of restricting anorexics, and that some individuals 

display bulimic symptoms in the absence of significant weight loss, 

researchers have attempted to empirically differentiate the groups on 

the basis of a variety of demographic and personality variables 

(Ben-Tov-im, et al., 1979; Beumont, et al., 1976; Casper, et aI, 1980; 

Garfinkel, Modolfsky lie Garner, 1980; McKeon lie Shisslak, 1984; Stonehill 

lie Crisp~ 1977; Strober, 1981a; Strober, In press; Weiss, Ebert lie 

Jimerson, Unpublished manuscript). In a study assessing the clinical 

differences between "dieters" and "purgers" (Beumont, et al., 1976), 31 

patients diagnosed with anorexia nervosa were divided into two groups on 

the basis of whether weight loss was due to severe dieting, or whether 

self-induced vomiting or purging was used. The results indicate that 

both groups counted calories, exercised excessively and began to eat 

secretly. The dieters were found to be more socially withdrawn and 

sexually inexperienced. They had obsessional characteristics, were high 

achievers and did well in school. Very few had been overweight before 

the onset of illness, and dieting had usually been precipitated by some 
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psychosocial stressor. Amenorrhea occurred early and often persisted 

until several months after full recovery from the illness. In contrast, 

purgers had initially tried to diet, but resorted to using laxatives or 

vomiting to help control their weight. Many had been obese prior to the 

onset of illness. Purgers were also more outgoing and more likely to 

have been involved in a heterosexual relationship. Weight fluctuations 

were common, and amenorrhea coincided with weight loss. In general, the 

purger's symptoms were less responsive to treatment, and a poorer 

prognosis was indicated for these patients. 

In a similar study, Strober (1981a) compared 22 juvenile 

anorexic restrictors with 22 juvenile anorexic bingers. The groups had 

similar degrees of premorbid perfectionism, solitariness, 

submissiveness, competitiveness, and high academic achievement. They 

were also similar in eating behavior (other than vomiting) and degree of 

body size estimation. However, 45% of anorexic bingers were premorbidly 

obese, compared to 14% of the anorexic restrictors. Anorexic bingers 

displayed significantly more premorbid affective instability, clinical 

depression, and alcohol use than did restrictors, and their families 

were characterized by more conflicted interactions and expressions of 

negativity, greater distance and alienation from parents, and higher 

levels of parental discord. In addition, binger's mothers and fathers 

displayed a significantly greater percentage of some type of psychiatric 

disorder (e. g. affective disorders and alcohol abuse) • Strober 

hypothesized that the significant psychosocial stressors experienced by 

bingers within the 18 months preceeding the onset of illness required 

considerable effort to readjust to during a time that also coincided 
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with pubertal maturational changes. The author concludes that his 

results provide "substantial evidence of hypothesiz (sic) differences 

between bu.limic and restrictor subgroups of young anorexia nervosa 

patients" (p. 39), and that "bulimia would appear to index a unique 

entity rather than a symptom of chronic illness, although its incidence 

in anorectic patients does seem to increase with age" (p. 40). 

Further evidence of personality differences between restricting 

anorexics and bulimic anorexics has been compiled by Casper, et al. 

(1980). While the bulimic subjects in this study were significantly 

older than the restricting subjects, there were no significant 

differences in the ages of onset of the disorders. This suggests that 

bulimic anorexics may wait a longer period of time before they are 

identified or seek treatment on their own. Individuals in both groups 

made a conscious effort to diet, and began to restrict their food intake 

in response to external events in their lives. But while only 46% of 

the restricting anorexics adm:!.tted to feelings of hunger, 69% of the 

bulimic anorexic subjects reported feeling hungry. 

The findings of Casper, et al. (1980) were consistent with 

others (Beumont, et al., 1976; Strober, 1981a) in that bulimic anorexics 

were considerably more outgoing, sexually experienced, and depressed, 

yet Casper, et al. differed in their conclusion that fewer bulimics were 

overweight prior to the onset of illness. Symptoms of impaired impulse 

control (e.g. kleptomania and alcohol abuse) were found almost 

exclusively in the bulimic group. "Bulimic patients reported more 

intensely felt and se:rious psychic distress than patients who 

successfully controlled their eating. Bulimic patients were judged by 
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their parents and spouses as more depressed, worried, and discouraged" 

(p. 1034). Casper, et al., conclude, "our data $uggest that the more 

outgoing personality characteristics of patients with bulimia, in 

connection with lessened impulse and self-control apparent in a distinct 

psychiatric symptomatology, allows for their differentiation from 

fasting patients into a subgroup of anorexia nervosa patients" (p. 

1035). 

In a study of 21 eating disorder subjects (12 abstainers; 9 

vomiters) using the Present State Examination, Ben-Tovim, et al. (1979) 

found a similar degree of obsessional symptoms in both groups, but 

significantly more depression in the vomiters groups. However, these 

authors did not detect substantial differences between the two groups 

and conclude, "abstainers show a trend towards a more intense social 

unease than vomiters, but overall there is no substantial evidence for 

qualitative personality or symptomatic differences between vomiters and 

abstainers except in regard to the patterns of eatinp" (p. 324). 

Stonehill and Crisp (1977) found that vomiters scored higher on 

the depression scale of the Middlesex Hospital Questionnaire, but 

received scores similar to non-vomiters on the anxiety, obsessional, 

somatic, phobic or hysteria scales. Four of the six cases of long 

duration (symptoms present for four years or longer) were vomiters, and 

only one subject had been vomiting for less than three years. Upon 

follow-up four years later, vomiters scored significantly higher than 

the non-vomiters on the phobic scale, and tended to score higher on the 

anxiety scale and lower on the obsessional scale than non-vomiters. The 

authors conclude that vomiters display a significantly different 

------------------------_._--
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clinical picture than non-vomiters, and vomiting is "associated with 

chronicity and with a greater liability to death, through suicide or 

inanition" (p. 192). 

McKeon and Shisslak (1984) compared groups of restricting 

anorexics, bulimic anorexics, normal weight bulimics, and normal 

controls on measures of individual psychopathology, family dysfunction, 

and disordered eating attitudes and behavior. Their results indicated 

that "normal weight bulimics and bulimic anorectics were frequently 

shown to have similar elevated scores; significantly more impaired than 

controls in terms of interpersonal sensitivity, depression, paranoid 

ideation, and psychoticism," (p. 10). Although the results were not 

significant, restricting anorexics tended to be less psychologically 

disturbed than did bulimic anorexics or normal weight bulimics. The 

authors conclude that "normal weight bulimics manifest significantly 

more individual psychopathology than a normal control group, and at 

least equivalent psychopathology to a group of bulimic anorectics" (p. 

14). 

~o Deficits. The popularity and supporting clinical evidence 

of Bruch's theory has promted several researchers to attempt to 

empirically validate the distrubances in internal bodily awareness (see 

Garfinkel & Garner, 1982, for a review) and concomitant ego deficits. 

Ego deficits have been evaluated in terms of ego strength scores on the 

MMPI (Wingate & Christie, 1978), boundary distrubances 

(Selvini-Palazzoli, 1974; Strober & Goldenberg, 1981; Sugarman, Quinlan 

& Devenis, 1982) and measures of conformity, autonomy, anxiety, 

assertiveness and mastery (Strober, 1981b). 

-----------------------_._----
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Based on a study using Barron's Ego Strength Scale, Nacev (1980) 

reports, "patients who are better integrated and have stronger egos are 

less dependent ••• on their environment for support, comfort and security. 

They are able to utilize more productively their inner abilities, 

creativeness, potential and strength for dealing with their 

psychological and physical needs" (p. 695). Harmon adds, "the higher 

scorer on the Barron Ego Strength scale tends to experience fewer 

feelings of timidity, inadequacy, and self-blame than does the lower 

scorer" (p. 436). Thus, Wingate and Christie's (1978) finding that 

female anorexic patients scored significantly lower than normal controls 

on Barron's Ego Strength scale provides preliminary support for the 

notion that eating disorder patients suffer from a sense of personal 

inefectiveness, which Hilde Bruch believes is one manifestation of an 

ego deficit. 

Sugarman, et al. (1982) administered Rorschach inkblot tests to 

12 anorexic patients and 15 hospitalized controls. Anorexics obtained a 

greater percentage of contamination responses, which the authors believe 

is indicative of a defect in their self/other boundaries. The authors 

conclude, "much of the symptomatology reported in those anorectic 

patients who demonstrate contamination responses might be viewed as 

attempts to become autonomous through a desperate and extreme 

maintenance of the boundaries between themselves and others" (p. 460). 

Additional evidence of boundary disturban~e :m anorexic patients 

has been documented by other authors (Selvini-Palazzoli, 1974; Strober, 

et al., 1981). Strober, et al. (1981) found that anorexics experienced 

significantly more affective and descriptive intrusion into their 
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Rorschach percepts, and tend to display more deviant conceptual 

boundaries in their verbal responses than do controls. Vomiting was 

indicative of a greater degree of pathology in these subjects. 

Strober (1981b) administered several personality measures to 

groups of anorexic, depressed, and conduct disorder patients. He found 

that anorexics obtained higher scores than the remaining groups on 

measures of emotional control, conformity to external standards of 

behavior, interpersonal restraint and apprehension. Strober proposed 

that these results reflect deficiencies in a sense of balance, 

self-direction and tolerance of emotions, and speculates that "the 

anorectic lacks the plasticity of psychological functioning and adaptive 

controls necessary to engage constructively in these developmental tasks 

and progress toward identity formation" (p. 293). 

McLaughlin, Karp and Herzog (1985) assessed the personal 

effectiveness of 25 anorexic, 25 bulimic and 25 control subj ects by 

using the Block Ego Control Scale, the Adjective Check List (Autonomy 

Scale) and the Embedded Figures test. They report that "while the data 

clearly support Bruch's observation of an overcontrolling ego style in 

patients with anorexia nervosa, the findings with respect to bulimia are 

more equivocal" (p. 519). There was more variability among bulimics' 

ego control scores, although both eating disorder groups displayed a 

decreased ability to function autonomously when compared to controls. 

The authors conclude that "anorexic and bulimic women are deficient in 

their ability to use the self as a referent in the organization and 

structuring of their experience. As Bruch and others have suggested, 

the anorexic's characteristic overcompliance with external expectation 

---------------~ -- ~.---
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may well reflect a basic distrust of her own internal experience, aud 

underscores a major ego deficit to be corrected in psychotherapy" (p. 

520). 

Stereotyped Sex-Role Conformity. Limited empirical a.ttention 

has been given to the impact of sex-role stereotypes on the development 

of eating disorders. Orleans and Barnett (1984) administered the MMPI 

to bulimic anorexic in-patients and bulimic out-patients and found 

striking similarities between the eating disorder patients' low scores 

on Scale 5 and the pattern of scores on Scales 4, 5 and 6 (high 4/6 with 

a low 5). The authors believe that profiles with these configurations 

reflect a passive-dependent stance with others, significant investment 

in the feminine sex-role stereotype, and somewhat masochistic behavior 

with others. In addition, all subj ect' s scores reflected subj ective 

feelings of distress, depression and anxiety. 

The importance of a healthy integration of both masculine and 

feminine personality characteristics for optimal functioning in Western 

society has been suggested by Bern (1974). Sitnick and Katz (1984) used 

the Bern Sex Role Inventory to compare two groups of in-patient and 

out-patient anorexic women with two groups of normal controls. They 

hypothesized that anorexic women would not differ from controls on 

traditional feminine personality characteristics, but would be deficient 

in more traditional masculine characteristics, such as aggressive 

self-reliance. They found that "anorectic women, both hospitalized and 

non-hospitalized, scored significantly lower than two different groups 

of nonanorectic, nonhospitalized, functioning women on a scale measuring 
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masculine role traits, but did not demonstrate a significant difference 

from them on feminine trait scores" (p. 85). 

In another study assessing sex-role beliefs, Cante1on, Leichner 

and Herber (1986) compared anorexics, bulimics and controls and found 

that the hu1imic women see themselves as more feminine than the other 

groups and experience more dissatisfaction with their feminine 

qualities. The general trend, however, was that all three groups 

expressed a wish to be less feminine and more androgynous. 

In contrast, Srikameswaran, Leichner and Harper (1984) found no 

difference between eating disorder patient groups and normal controls on 

the Sex.Ro1e Ideology Scale, which measures beliefs about sex roles in 

society. Clearly, the extent to which stereotyped sex role beliefs 

affect the incidence of anorexia nervosa and bulimia in young women 

needs further empirical evaluation. 

In summary, the significance of early developmental experiences, 

ego deficits, and societal expectations and pressures in the 

pathogenesis of eating disorders has gained increasing popularity in the 

literature. This study 

classification on the basis 

will attempt 

of measures of 

to predict diagnostic 

personal effectiveness, 

family dynamics and stereotyped sex-role beliefs. Empirical validation 

of the hypothesized presence of ego deficits, family dysfunction, and 

conformity to external expectations will provide further support for 

Bruch's (1973) theory and increase understanding of the etiology of 

these disorders, with possible improvement and refinement of therapeutic 

interventions. 



METHOD 

Subjects 

The subjects of this study were in-patients and out-patients 

seen in the Arizona Health Sciences Center CAHSC), Eating Disorder 

Clinic, the UCLA School of Medicine, Adult and Teenage Eating Disorder 

Clinics, and a group of normal controls. Twenty three subjects were 

obtained from the AHSC Eating Disorder Clinic; seven were from UCLA 

Clinics, and 21 were normal controls. With one exception, all subjects 

were female; one male restricting anorexic from the UCLA Adult Eating 

Disorder Clinic was included in this sample. Of the 118 subj ects T,yho 

completed research packets in the data pool, 67 were excluded from the 

present study due to missing data. These subjects either declined to 

voluntarily complete the assessment or left the tests partially 

incomplete and therefore unscorable and unusable. As a result, the 

analyses in this study were based on a total of 51 subjects. 

The eating disorder patients were divided into three groups 

based on the subject's weight and disturbed eating patterns. Patients 

in the "restricting anorexic" group met the following DSM-III CAPA, 

1980) criteria: an intense fear of becoming fat, a distorted body 

image, weight loss of at least 25% from that normally expected for the 

subject's height and body size, and refusal to maintain a minimal normal 

body weight. For this study, anorexics had to achieve their low weight 

by primarily restricting their food intake and exercising excessively. 

Individuals who utilized vomiting or purging as a method of weight 
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control were excluded from this group. The anorexic group consisted of 

eleven subjects, ranging in age from 13 to 35. Only five of the 11 had 

completed all assessment instruments used in this analysis, however. 

The mean age of all restricting anorexic subjects was 19.5 years; the 

standard deviation was 6.47. Five of the 11 subj ects reported their 

current weight and height. The mean weight was 97.00 pounds, with a 

standard deviation of 14.90. The range of those subjects who reported 

their weight was 77 to 118 pounds. The average height of restricting 

anorexic subjects was 63.40 inches, with a standard deviation of 3.26. 

Height ranged from 59 to 68 inches. 

Patients in the "bulimic anorexic" group met the DSM-III 

criteria described above, but for this group, weight loss was achieved 

by food restriction, excessive exercise, and/or purging that occurred at 

least twice a week. Purging was defined as self-induced vomiting, 

laxative or diuretic abuse. This group included 23 subjects ranging in 

age from 14 to 37; ten individuals had complete data sets for this 

study. The mean age was 22,65 years, with a standard deviation of 7.22. 

Thirteen subjects reported their current weight and height. The mean 

weight was 100.85 pounds with a standard deviation of 15.50. The range 

of those who reported their weight was 85 to 145 pounds. The height of 

bulimic anorexic subjects ranged from 57 to 67 inches. The average 

height was 62.69 and the standard deviation was 2.64. Bulimic anorexics 

reported that they binged an average of 29.09 times per month with a 

standard deviation of 25.99. The number of binges reported ranged from 

6 to 90 per month. Bulimic anorexics revealed that they vomited an 

average of 53.30 times per month, with the number of episodes ranging 
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from 10 to 120 per month. The standard deviation of vomiting episodes 

was 35.07. 

The "bulimic" group consisted of normal-weight individuals who 

manifested a frequently occurring binge/purge cycle. The subjects 

identified the food consumed as a binge, and the binge was followed by 

self-induced vomiting, laxative or diuretic abuse. Normal weight 

individuals were also included in the bulimic group if they alternated 

an extended period of binging (several days or weeks) with a lengthy 

period of fasting. The bulimic group consisted of 15 subjects with a 

complete data set, and ranged in age from 15 to 46. The mean age of all 

bulimic subjects was 23.87 years; the standard deviation was 6.60. 

Forty-seven of the 63 subjects in the total data pool reported their 

current weight and height. The mean weight 'l7as 124.68 pounds with a 

standard deviation of 21.05. The range in weight was from 100-230 

pounds. Height ranged from 60 to 69 inches, with a mean of 64.51 inches 

and a standard deviation of 2.21. Bulimics reported that they binged an 

average of 28.07 times per month, with the number of binging episodes 

ranging from 4 to 90 per month. The modal number of binges per month 

was 30. Forty bulimics revealed that they vomited an average of 36.32 

times per month, with scores ranging from no episodes of vomiting to 120 

per month. The modal number of vomiting episodes per month was 30. 

Laxative use ranged from none to 600 per month. An average of 31.95 

laxatives per month was consumed by bulimic women. 

The normal control group was made up of 21 female undergraduate 

volunteers from the University of Arizona. The age range of this sample 

was from 18 to 26 years. The mean age was 20.33 years, and the standard 
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deviation was 2.18. All 21 subjects reported their current weight and 

height. Weight ranged from 100-198 pounds; the mean was 132.10 pounds, 

with a standard deviation of 23.66. The height of control subjects 

ranged from 62 to 71 inches. The average height was 65.57 inches, with 

a standard deviation of 2.04. 

The sample sizes of each diagnostic group in the current study 

approximately reflect the relative percentage of patients seen in each 

diagnostic group in the out-patient clinics. Approximately 10% of the 

patients in the AHSC Clinic have a diagnosis of anorexia nervosa 

(restricting-type); 20% have a diagnosis of anorexia nervosa 

(bulimic-type), and 65% have a diagnosis of bulimia. 

Instruments 

Barron's Ego Strength Scale (ES). This scale consists of 68 

items from the MMPI initially developed for the purpose of predicting 

patients' response to psychotherapy (Barron, 1953). Although other 

researchers' efforts to predict psychotherapeutic outcome using Barron's 

ES scale have yielded inconsistent results (Getter & Sundland, 1962; 

Graham, 1977), high scores on the scale reportedly reflect positive 

psychological adjustment, self-confidence, and an ability to cope with 

daily life problems (Graham, 1977). In his initial report, Barron 

(1953) writes, "the general impression conveyed from the scale is of 

greater resourcefulness, vitality, and self-direction in the high 

scorers, and effemj.nacy, inhibition and affectation in the low scorers" 

(p. 329). Barron suggests that the scale actually measures a "general 

factor of capacity for personality integration, or ego-strength" (p. 

329), which is a significant factor in psychotherapeutic change. 
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Generally, items from the ES scale fall into eight major 

categories: physical functioning and psychological stability, 

psychasthenia and seclusiveness, attitudes toward religion, moral 

posture, sense of reality, personal adequacy and ability to cope, 

phobias and infantile anxieties, and miscellaneous questions. The 

odd-even reliability for the scale was .76, and test-retest reliability 

after three months was .72. The ES scale also correlates positively 

with measures of intelligence, which Barron reports is commonly 

associated with "ego determined" behavior. 

Barron believes that ego strength is manifested by 

"physiological stability and good health, a strong sense of reality, 

feelings of personal adequacy and vitality, permissive morality, lack of 

ethnic prejudice, emotional outgoingness and spontaneity, and 

intelligence" (p. 332). These qualities also underlie the quality which 

Hilde Bruch refers to as "personal effectiveness," and this study will 

use the ego strength scale to measure the degree to which these 

personality characteristics are present in eating disorder patients. 

Rotter's Internal/External Locus of Control Scale (IE LaC). 

This 29 item, forced choice scale measures the extent to which 

individuals believe reinforcement, reward or success is determined by 

their own efforts or due to external factors seemingly out of their 

control. A factor analysis of the 29 items yielded one general category 

of questions accounting for 53% of the total variance (Rotter, 1966). 

Thus, there are no clearly identifiable subscales within the test. 

Measures of internal consistency for several populations ranged from .65 

to .79. Test-retest reliability scores ranged from .60 to .83 after one 
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month, and from .49 to .61 after two months. The discriminant validity 

of the scale was suggested by low correlations between the IE LOC scale 

and measures of intelligence, social desirability and political 

liberalness, 

Rotter (1966) provides support for the following hypotheses that 

attest to the construct validity of the IE LOC scale: Individuals who 

believe thay can control their future (1) are more aware of 

environmental stimuli that can affect future behavior; (2) actively 

attempt to improve their current life situations; (3) emphasize skills 

and achievements and are concerned about failures and (4) are resistant 

to external influences from others. To the extend that an internal 

locus of control corresponds to a healthier life adjustment, an 

individual's IE LOC score would correlate positively with a high score 

on Barron's ES scale (Artwohl, 1979) and has been selected to supplement 

other measures of personal effectiveness to be used with eating disorder 

patients. 

Moos Family Environment Scale (FES). This test is composed of 

90 true-false itmes which elicit information about family environments 

across the following ten dimensions: Cohesion, Expressiveness, 

Conflict, Independence, Achievement Orientation, Intellectual-Cultural 

Orientation, Active Recreational Orientation, Moral-Religious Emphasis, 

Organization and C0ntrol. These subscales reflect three underlying 

dimensions of the family environment: relationships, personal growth 

and system maintenance. Moos reports internal consistency scores for 

the FES range from .61 for Independence to .78 for Cohesion. 

Test-retest reliabilities over an eight week period ranged from .68 for 
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Independence to .86 for Cohesion. For this study, the Expressiveness, 

Conflict and Independence scales will be used to evaluate hypothesized 

problematic interactional styles within families of eating disorder 

patients. 

Berren-Shisslak Family Dynamics Survey (FDS). Thie instrument 

was designed to measure family member's perceptions of their role in the 

family, the roles of other family members, relationships in the family, 

and the overall family structure (Shisslak, Berren & McKeon, 1982). The 

FDS encompasses a family systems approach to family therapy and is based 

on the assumption that symptomatic individuals within a family system 

reflect more generalized family dysfunction. The authors assert that 

"the Family Dynamics Survey provides the clinician and researcher with 

the methodology for measuring structural properties (and hence 

structural changes) of families" (Shisslak, et al., 1982, pps. 7-8). 

The FDS asks the respondents to rate each family member using a 

five point Likert scale on a number of different dimensions. In 

addition, each person is asked to predict how other family members would 

rate him or her on the same dimensions. The s~bject's responses yield 

matrices containing the mean.scores of each individual's perceptions of 

the family and their predictions of how other family members perceive 

them. Test-retest reliability for the FDS ranged from .79 for Question 

14 ("Now take a guess as to the quality of communication each member of 

your family would say they have with you") to .95 for Question 11 

("Please indicate how close you feel toward each member of your 

family") • The reliability of the instrument appears to be consistent 

across all test items (Shisslak, et al., 1982). The FDS is in the early 

--------------------- --.--.-- -~-.-...... -
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stages of development, and the authors plan to gather additional data on 

the scale's inter-rater reliability, discriminant validity, predictive 

validity and concurrent validity. 

Consistently, reports in the literature have emphasized the 

significance of dysfunction in the families of eating disorder patients 

(Crisp, et al., 1974; Minuchin, et al., 1978; Morgan & Russell, 1975; 

Yager, 1982). The current study will use the following questions from 

the FDS to empirically examine reported problematic family relationships 

contributing to the pathogenesis of eating disorders: 

5. Please indicate how independent each member 
of your family is (i.e. has friends, and is 
involved in activities outside the family). 
Please make sure you have scored yourself on 
this item. 

6. Now, take a guess as to how independent each 
member of the family would say that you are. 

9. Please indicate whether or not you think each 
member of your family is (would be) tolerant 
and accepting of you, even if you did something 
with which they strongly disagreed. 

10. Now, take a guess as to how tolerant and 
accepting each member of your family would say 
you would be if they did something with which you 
strongly disagreed. 

These items, measuring independence and acceptance, together with the 

Expressiveness, Conflict, and Independence scales on the Moos FES, will 

offer additional information about the relationships between family 

dysfunction and the development of eating disorders in women. 

Bem Sex-Role Inventory (BSRI). "The Bem Sex-Role Inventory was 

founded on a conception of the sex-typed person as someone who has 

internalized society's sex-typed standards of desirable behavior for men 

and women" (Bem, 1974. p. 155). Forty items on the BSRI wel"e selected 
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to encompass socially desirable, sex-typed masculine and feminine 

qualities, while a 20 item scale contains items that are neutral f.-1ith 

regards to sex. The respondents are asked to indicate on a seven-point 

Likert scale the degree to which they believe 60 personality 

characteristics describe themselves. The extent to which a person 

endorses masculine or feminine items is reflected in his or her 

Masculinity and Femininity scores. An Androgyny score reflects the 

degree to which a person has incorporated both masculine and feminine 

personality characteristics into his or her behaivor, allowing for a 

more flexible sex-role self-concept and healthier psychological 

functioning. 

The BSRI has been shown to have internal consistency 

(Masculinity a =.86; Femininity a =.85), with low correlations between 

social desirability and the Masculinity, Femininity, and Androgyny 

scales. Test-retest reliability over a four week period ranged from .89 

for the Social Desirability scale to .93 for the Androgyny scale. 

For the current study, the Masculinity, Femininity, and 

Androgyny scales of the BSRI will be used to examine the degree to which 

eating disorder women incorporate society's feminine, sex-role 

stereotypes, in contrast to more masculine or androgynous sex-typed 

behaviors. 

Scale 5 on the MMPI. In addition to the BSRI, Scale 5 on the 

MMPI will be used to measure traditional sex-role stereotypes in female 

eating disorder patients. Although Scale 5 was developed by Hathaway 

and McKinley to identify homosexual males (Graham, 1977), the 60 items 
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that comprise the scale are commonly believed to reflect identification 

with and conformity to traditional sex-role beliefs. 

Procedure 

As a part of the initial intake and evaluation at the AHSC 

Eating Disorder Clinic, patients are asked to voluntarily complete a 

research packet consisting of a variety of paper and pencil tests. 

Those individuals who agree to participate in the research program are 

permitted to take the packets home to complete and return to their 

therapist within a two to three week period. Subjects in both the 

patient and control groups were informed that they could withdraw their 

consent to participate without affecting their evaluation, treatment or 

course grade. This research protocol has been in effect since 1982, and 

the data used in the current study reflects an accumulation of subjects 

during the past four years. 

Due to the small number of restricting anorexics and bulimic 

anorexics with complete data sets at the AHSC, additional subjects were 

collected at the UCLA School of Medicine. Three subjects in an adult 

out-patient eating disorder group agreed to take the packets home to 

complete, while three adolescent eating disorder in-patients agreed to 

participate in group testing sessions over a two day period to complete 

the forms. 

Normal control subjects were obtained from female undergraduate 

students from the University of Arizona. Six, three-hour testing 

sessions were held to collect the data. The Eating Attitudes Test 

devised by Garner and Garfinkel (1979) was used to screen out subjects 
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with potential eating disturbances. A score of 30 or above resulted in 

the exclusion of the subject from the control group. 

Four Discriminant Function Analyses (DFA) were run on the data 

to maximize the differences between diagnostic groups (restricting 

anorexics, bulimic anorexics, bulimics and controls) and variables 

designed to measure personal effectiveness (Barron's ES scale on the 

MMPI, Rotter's IE LOC scale, Moos FES subscale scores), independence and 

acceptance in the family (Moos FES subscale scores, selected questions 

from the FDS) and traditional sex-role beliefs (Scale 5 on the MMPI, 

BSRI Masculinity and Femininity scores). The first DFA attempted to 

maximize the differences in diagnostic groups by using diagnosis as the 

grouping variable and the ES scale and IE LOC scale as the 

discriminating variables. To ascertain whether the addition of the Moos 

Independence, Expressiveness and Conflict subscale scores added to the 

predictability of group membership on the basis of ES and IE LOC alone, 

a second DFA was performed. 

grouping variable, and 

In this analysis, diagnosis was again the 

ES, IE, LOC, Moos Independence, Moos 

Expressiveness, and Moos Conflict scores were the discriminating 

variables. 

Multiple variables were created from questions 5, 6, 9 and 10 on 

the FDS. Specifically, on questions 5 and 9, subjects scored their 

father, mother, and self on measures of independence and tolerance in 

the family, and these scores were each created as separate variables. 

The scores of siblings were averaged for each subject, yielding one 

score per subj ect for siblings. Subj ects with no father, mother or 

siblings were assigned zero for that variable. For questions 6 and 10, 
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the scores measuring family members' perceptions of the subj ect were 

averaged and compared to the score the subject gave herself. A DFA was 

then performed using diagnosis as the grouping variable and the above 10 

variables (e.g. Independence-Father, Independence-Mother, 

Independence-Siblings (average), Independence-Self), in addition to the 

Moos Independence, Expressiveness and Conflict subscale scores, as the 

discriminating variables. 

Finally, a fourth DFA was done to maximize the differences 

between diagnostic groups using the MMPI scale 5 and BSRI Masculinity 

and Femininity scores as the discriminating variables. For all of the 

above analyses, the SPSS DISCRIMINANT program was used to analyze the 

data. 

In addition to the above multivariate analyses, an univariate 

analysis of variance (ANOVA) was performed for each individual variable. 

Specifically, an ANOVA was done with the diagnostic group as the 

independent variable and ES, IE LOC, BSRI Masculinity, etc. as dependent 

variables. Because each group had different sample sizes, the 

conservative Sheffe procedure was used for the test of significance. 

The SPSS ANOVA program was used to analyze the data. 



RESULTS 

The first DFA yielded one significant function X2 (6)=15.41, 

p < .017) which maximized the differences between diagnostic groups on 

the basis of the ES scale and the IE LOC. The eigenvalue indicates that 

Function 1 accounted for 94.45% of the total variance between groups. 

Function 2 was not significant (p <.612). The structure matrix revealed 

that Function 1 was correlated almost exclusively with ES (r=.99). The 

control group received the highest mean score on the ES variable 

(x=56.52). Restricting anorexics had the lowest mean score (x=38.60), 

with bulimic anorexics scoring slightly higher (X=40. 20) • Bulimics' 

mean ES score was 48.00. In other words, the control group manifested 

the highest degree of psychological adjustment, resourcefulness, and 

self-direction, while restricting anorexics obtained the lowest scores 

on this measure. Bulimics had the most ego strength of the patient 

groups, with bulimic anorexics falling in-between restricting anorexics 

and bulimics. A one-way analysis of variance revealed significant 

differences between controls and restricting anorexic and bulimic 

anorexic subjects (F(.j,57)=6.83; p < .0005). 

Function 2, which was non-significant, was very highly 

correlated with IE LOC (r=.99). The general trend, however, was that 

bulimic anorexics had the most external locus of control (x=11.00), with 

restricting anorexics and controls having similar scores (x=10.20 and 

x=10.05, respectively) and bulimics having a more internally-based locus 

of control (x=9.47). Again, there were no pairwise comparisons among 

41 
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groups that were statistically significant. ES and IE LOC were almost 

uncorrelated in this analysis. 

The discriminant function based on ES and IE LOC was able to 

predict group membership 54.90% of the time. The classification results 

are presented in Table 1. 

A second DFA was performed adding three subs cales from the Moos 

FES (Expressiveness, Conflict and Independence) to the ES and IE LOC 

variables. One significant function emerged from this set of variables 

(X2 (15)=30.50, p < .01). This function accounted for 82.06% of the 

variance and was correlated most highly with ES (r=.69), Moos 

Independence (r=.46) and Moos Expressiveness (r=.43). 

Thus, Function 1 is comprised of variables designed to measure 

personal effectiveness (defined as positive psychological adjustment, 

self-confidence, assertiveness, an ability to cope with daily life 

problems and make appropriate decisions, and an ability to openly and 

directly express feelings). Control subjects manifested the highest 

degree of personal effectiveness, with restricting anorexics reporting 

that they felt only slightly more effective than bulimic anorexics. 

Bulimics felt better adjusted and more self-confident that either 

restricting or bulimic anorexics, but less than controls. 

Although an ANOVA performed for each measure of Expressiveness, 

Conflict and Independence did not reveal any significant differences 

among diagnostic groups, a few interesting trends emerged. Control 

subjects experienced the highest degree of Expressiveness (x=5.14) and 

Independence (x=6. 76) within the family, while restricting anorexic 

subjects reported the most conflict (X=5.20). Bulimics felt less able 



Table 1. Comparison of Predicted vs. Actual Group Membership on 
the basis of a Discriminant Function Analysis of Ego 
Strength and Internal/External Locus of Control. 

PREDICTED GROUP 

No. of Cases Restricting Bulimic 
Anorexic Anorexic Bulimic Control 

Restricting 5 3 1 0 1 
Anorexic 60.0% 20.0% 0.0% 20.0% 

Bulimic 10 2 4 2 3 
Anorexic 20.0% 40.0% 20.0% 20.0% 

Bulimic 15 2 4 6 3 
13.3% 26.7% 40.0% 20.0% 

Controls 21 0 3 3 15 
0.0% 14.3% 14.3% 71.4% 

PERCENT OF GROUPED CASES CORRECTLY CLASSIFIED: 54.90% 
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to express themselves freely (x=3.53), but more independent (x=5.47) 

than did restricting anorexics (x=4. 20; x=5. 200) or bulimic anorexics 

(x=3.50; x=4.90). 

The DFA based on ES, IE LOC, Moos Expressiveness, Moos Conflict 

and Moos Independence was able to predict group membership 52.94% of the 

time. Thus, the addition of the Moos family variables did not increase 

the ability to predict group membership, but actually decreased the 

percentage of cases correctly classified from 54.90% to 52.94%. It is 

important to remember, however, that the addition of variables could 

reduce the probability of accurate group predictability. Therefore, it 

may be important to consider the conceptual meaning of the variable, in 

addition to the variables' ability to predict group membership. The 

results are presented in Table 2. 

A third DFA was done using the 10 variables created from the FDS 

and the three Moos FES variables. One significant function was 

identified (X2 (39)=62.79; p <.009) which maximized the differences among 

groups on the basis of these family variables. The function accounted 

for 49.10% of the total variance between groups. The structure matrix 

revealed that Function 1 was most highly correlated with measures of 

self-directedness, assertiveness, self-perceptions of independence, 

sibling acceptance, and the family's tolerance of the subject. Controls 

had the most positive overall score on this function, while bulimic 

anorexics had the most negative score. Restricting anorexics felt 

slightly more self-directed, assertive, accepted and tolerated than 

bulimic anorexics, but still substantially less than bulimic and control 

subjects. 

--------------------_._----_._._---_._ ..... _--'-"'--'-' -



Table 2. Comparison of Predicted vs. Actual Group Membership on 
the Basis of a Discriminant Function Analysis of Ego 
Strength, Internal/External Locus of Control, Moos 
Expressiveness, Moos Conflict, and Moos Independence. 

PREDICTED GROUP 

No. of Cases Restricting Bulimic 
Anorexic Anorexic Bulimic Control 

Restricting 5 2 2 1 0 
Anorexic 40.0% 40.0% 20.0% 0.0% 

Bulimic 10 1 4 3 2 
Anorexic 10.0% 40.0% 30.0% 20.0% 

Bulimic 15 3 5 6 1 
20.0% 33.3% 40.0% 6.7% 

Control 21 1 1 4 15 
4.8% 4.8% 19.0% 71.4% 

PERCENT OF GROUPED CASES CORRECTLY CLASSIFIED: 52.94% 
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These family variables correctly predicted group membership 

77.78% of the time. However, because of the small number of subjects 

and the large number of variables, the restricting anorexic and bulimic 

anorexic group covariance matrices were singular, resulting in a 

profound overestimation of predictability of group membership. 

Therefore, these results should be interpreted with extreme caution. 

The classification data are presented in Table 3. 

ANOVA's performed on each individual variable revealed that 

there was a significant difference between diagnostic groups on the 

basis of sibling tolerance and acceptance (F(3,56)=2.881; p < .04). 

Although the Sheffe procedure did not reveal any significant pairwise 

comparisons, the general trend was that the siblings of restricting 

anorexics were perceived to be tolerant most of the time (X=4. 00; 

4="most of the time"). Siblings of control subjects were perceived to 

be only slightly less tolerant (X=3.83) followed by siblings of bulimic 

subjects (x=3.54). Brothers and siste:cs of bulimic anorexic subjects 

were perceived to be the least tolerant (x=2.80; 2="rarely"). 

Although not reaching statistical significance (F(3,58)=2.63; 

p < .059), the subject's perception of her family member's assessment of 

her independence is worth mentioning. More control subjects thought 

their family members would say they were independent (X=4. 07; 

4="independent"); restricting anorexics predicted the lowest assessment 

of their independence (x=3 .10; 3="neither independent nor dependent"), 

with bulimics (x=3.45) falling in-between restricting anorexics and 

bulimic anorexics (x=3.72). No other variables resulted in significant 

differences among diagnostic groups. 

----------------------- ---_ .... _-_. -- - - -- ---



Table 3. Comparison of Predicted vs. Actual Group Membership on 
the Basis of a Discriminant Function Analysis of Family 
Variables from the Family Dynamics Survey and Moos 
Expressiveness, Moos Conflict, and Moos Independence. 

PREDICTED GROUP 

No. of Cases Restricting Bulimic 
Anorexic Anorexic Bulimic Control 

Restricting 5 5 0 0 0 
Anorexic 100.0% 0.0% 0.0% 0.0% 

Bulimic 9 0 6 3 0 
Anorexic 0.0% 66.7% 33.3% 0.0% 

Bulimic 16 1 1 14 0 
6.3% 6.3% 87.5% 0.0% 

Control 15 2 0 3 10 
l3 .3% 0.0% 20.0% 66.7% 

PERCENT OF GROUPED CASES CORRECTLY CLASSIFIED: 77 • 78% 
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A final DFA was done to maximize the differences among 

diagnostic groups on the basis of Scale 5 on the MMPI, and the BSRI 

Masculinity and Femininity subscale scores. One significant function 

emerged (X2 (9)=22.54, p < .007) that accounted for 68.14% of the 

variance. This function was highly correlated with MMPI scale 5 (r=.85) 

and the Masculinity subscale score on the BSRI (r=.70). Control 

subjects endorsed more sex-typed masculine qualities and obtained higher 

scores on Scale 5 of the MMPI than any of the patient groups. Thus, 

controls are most likely to reject the traditional female role and see 

themselves as more assertive, competitive, uninhibited, self-confident 

and unemotional than are eating disorder patients. Restricting 

anorexics were most likely to describe themselves in terms of a 

stereotyped female role and see themselves as more passive, submissive, 

constricted and sensitive. Of the patient groups, bulimics were least 

likely to accept and conform to traditional female roles, but they still 

endorced substantially fewer traditional masculine qualities than did 

controls. Bulimic anorexics perceived themselves to be less 

traditionally feminine than did restricting anorexics, but more than 

bulimics or controls. This DFA was able to correctly predict group 

membership 54.69% of the time. The classification results are presented 

in Table 4. 

An analysis of var.i.anc.e using MMPI Scale 5 as the dependent 

variable revealed a significant difference among diagnostic groups 

(F(3,100)=2.91; p < .038). Pairwise comparisons using the Sheffe 

procedure revealed that control subjects were significantly different 

than restricting anorexic, bulimic anorexic and bulimic subjects. 



Table 4. Comparison of Predicted vs. Actual Group Membership on 
the Basis of a Discriminant Function Analysis of MMPI 
Scale 5 and the Bern Sex-Role Inventory Masculinity and 
Femininity Scales. 

PREDICTED GROUP 

No. of Cases Restricting Bulimic 
Anorexic Anorexic Bulimic Control 

Restricting 4 2 2 0 0 
Anorexic 50.0% 50.0% 0.0% 0.0% 

Bulimic 9 2 4 1 2 
Anorexic 22.2% 44.4% 11.1% 22.2% 

Bulimic 30 4 5 15 6 
13.3% 16.7% 50.0% 20.0% 

Control 21 3 0 4 14 
14.3% 0.0% 19.0% 66.7% 

PERCENT OF GROUPED CASES CORRECTLY CLASSIFIED: 54.69% 
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Control subjects received a mean T-score of 52.43 on Scale 5; bulimics 

scored the lowest (x=45.29), while restricting anorexics and bulimic 

anorexics scored only slightly higher (X=45.56; x=46.21, respectively). 

A significant difference also emerged between groups with the 

BSRI Masculinity score as the dependent variable (F(3,71)=3.36; 

p < .024). Although no significant pairwise comparisons emerged using 

the Sheffe procedure, control subjects obtained the highest mean score 

on this vairable (X=4.83). while restricting anorexics obtained the 

lowest mean score (x=3.82). Bulimic anorexic subjects endorsed more 

traditional masculine adjectives (x=3.94), and bulimic subjects received 

the highest mean score of all patient groups (i=4.47). The results of 

all ANOVAs performed on each variable are presented in Table 5. 



Table 5. Univariate Analysis of Variance Results by Diagnqstic Group and All 
Dependent Variables. 

Restricting Bulimic 
Anorexic Anorexic Bulimic Control 

VARIABLE MEAN (SD) MEAN (SD) MEAN (SD) 11EAN (SD) F (DF) -- -
Ego Strength 35.75 (15.65) 42.08 (17.65) 47.35 (10.46) 56.52 (8.81) 6.83 (3,57) ** 

N 7 14 34 21 

IE LOC 10.00 (1.83) 11.21 (3.42) 10.24 (4.35) 10.05 (3.25) 0.33 (3,72) 
N 8 12 20 21 

Indep (F) 3.86 (1.77) 3.67 (0.99) 3.15 (1.35) 3.48 (1.25) 0.69 (3,56) 
N 7 12 20 21 

Indep (M) 3.57 (1.27 3.08 (1.38) 2.63 (1.34) 3.25 (1.33) 1.12 (3,55) 
N 7 13 20 19 

Indep (Sib) 3.40 (1.52) 3.46 (1.33) 3.87 (0.93) 3.31 (1.06) 0.87 (3,55) 
N 7 13 20 19 

Indep (Self) 2.86 (1.22) 3.21 (1.67) 3.60 (1.39) 4.17 (0.99) 2.18 (3,58) 
N 7 14 20 18 

Indep (Avg) 3.10 (0.98) 3.72 (0.67) 3.45 (1.20) 4.07 (0.73) 2.63 (3,55) 
N 7 14 20 18 

Tolerance (F) 2.86 (1.57) 3.00 (1.35) 2.75 (1.29) 3.43 (1.12) 1.04 (3,56) 
N 7 12 20 21 

Tolerance (M) 4.29 (0.76) 3.21 (1.31) 3.28 (1.27) 3.80 (0.95) 2.06 (3,55) 
N 7 14 18 20 

V1 
I-' 



Restricting Bulimic 
Anorexic Anorexic Bulimic Control 

VARIABLE MEAN . (SD) MEAN (SD) MEAN (SD) MEAN (SD) F (DF) -
Toler (Sib) 4.00 (1.07) 2.80 (1.49) 3.54 (1.04) 3.83 (0.84) 2.88 (3,56)* 

N 7 13 20 20 

Toler (Avg) 3.90 (0.82) 3.34 (0.77) 3.33 (0.93) 3.73 (0.74) 1.53 (3,58) 
N 7 14 20 21 

Tol (Others) 3.23 (1.31) 3.59 (0.79) 3.84 (0.66) 3.53 (0.82) 1.05 (3,57) 
N 7 13 20 21 

Moos Express 4.38 (1. 69) 3.24 (1.99) 3.88 (2.33) 5.14 (2.41) 2.53 (3,85) 
N 8 17 43 21 

Moos Conflict 4.50 (2.27) 3.65 (2.47) 3.84 (2.81) 3.62 (2.11) 0.26 (3,85) 
N 8 17 43 21 

Moos Indep 5.00 (2.14) 4.94 (2.61) 6.05 (2.09) 6.76 (1.67) 2.47 (3,85) 
N 8 17 43 21 

MMPI 5 45.56 (7.50) 46.21 (10.48) 45.29 (10.44) 52.43 (6.90) 2.91 (3,100)* 
N 9 19 55 21 

Bem Masc. 3.82 (0.53) 3.94 (1.17) 4.47 (0.99) 4.83 (0.74) 3.36 (3,71) * 

N 6 13 35 21 

Bem Femin. 4.84 (0.66) 5.13 (0.59) 5.21 (0.51) 5.14 (0.52) 0.80 (3,71) 
N 6 13 35 21 

**p < .001 
VI 

*p < .05 N 



DISCUSSION 

Subjects 

The incidence and prevalence statistics of the eating disorder 

patient population reflect the inherent difficulty in obtaining sample 

sizes large enough to draw solid conclusions from. Four years of data 

collection in a relatively active eating disorder clinic resulted in 

only a small number of restricting anorexic and bulimic anorexic 

subjects. This was due to the small actual number of patients seen in 

the clinic and their tendency to omit or fail to complete the assessment 

instruments in the research packet used specifically in the current 

study. 

The small number of patients available did not permit rigorous 

control methods to be utilized for potentially confounding patient 

variables such as duration of illness, age of onset of illness, age of 

onset of illness, and prior treatment experiences. These are important 

aspects of any patient's illness and should be carefully controlled for 

in future studies. The differences among diagnostic groups along 

dimensions such as socio-economic status, family constellation, school 

and work history could also be of diagnostic or clinical interest. 

The current study did request participants to report their age 

and current weight. Restricting anorexic subjects were the youngest of 

all groups, with a mean age of 19.50 years. Bulimic anorexics and 

bulimic subj ects were relatively the same age (i=22. 65 years versus 

x=23.87 years), while controls were slightly younger (x=20.33 years). 

53 
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The finding that restricting anorexics are typically younger than 

bulimic anorexic or bulimics is reported elsewhere in the literature 

(Casper, et al., 1980; Halmi, 1974). This may reflect a higher degree 

of family involvement, or more obvious symptomatology, which results in 

involvement in treatment at an earlier age. Although bulimic anorexics 

are also at a relatively low weight and might be identified for 

treatment at a younger age, some writers believe that purging results 

from an inability to restrict food intake for a long period of time and 

the tendency for prolonged dieting to precipitate binging (Casper, et 

al., 1980; Polivy & Herman, 1985). Thus, bulimia associated with 

anorexia nervosa may reflect a longer course of the illness, with the 

age of the subjects in treatment being slightly higher than restricting 

anorexic subjects. 

The age of bulimic subjects in this sample is similar to that 

obtained by other researchers (Abraham & Beumont, 1982; Johnson & 

Larson, 1982; Pyle, et al., 1981; Russell, 1979). Although bulimia is 

typically believed to occur in the older adolescent or young adult 

(Pyle, et al., 1984), a recent report reveals that the incidence of 

bulimic behavior is also escalating among younger adolescents (Killen, 

Taylor, TeIch, Saylor, Maron & Robinson, 1986). A comparison of these 

young teenagers with older adolescents and adults may help delineate 

those factors associated with the onset of the syndrome and those 

correlated with chronicity. At this point, it is unclear to what degree 

the results obtained in this and other studies are affected by the 

duration of the bulimic's illness and the relatively later involvement 

of the normal weight bulimic in treatment. 
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In addition to age, the current weight of group members was also 

examined. In this study, restricting anorexic subjects weighed only 

slightly less than bulimic anorexic subjects (x=97.00 pounds versus 

x=100.85 pounds). This, in fact, is consistent with the definitional 

criteria. in that both restricting anorexic and bulimic anorexic 

subjects were required to be at a low weight for inclusion in this 

study. The bulimic group weighed more (x=124.68) than the groups with 

anot'exia nervosa, but less than normal controls (x=132.10). Although 

the group membership criteria for the bulimic group required the 

individuals to be at a "normal weight," the results indicate that 

purging may allow bulimics to maintain their weight at a level that is 

somewhat below that of individuals who do not binge and vomit or abuse 

laxative. There is, therefore, a reinforcing aspect of this disturbed 

eating behavior. Recent exploration of "set-point theory" by Garner, 

Rockert, Olmsted, Johnson and Cocina (1984) reveals that bulimia might 

actually help the individual maintain his or her weight below the body's 

natural set-point. Informing the bulimic that alleviation of the 

binging and purging behavior would most likely result in a slight weight 

gain would be an important therapeutic issue requiring considerable 

discussion and eventual acceptance for sustained improvement. 

Personal Effectiveness 

The hypothesis of the current study was that restricting 

anorexics would demonstrate the highest degree of personal effectiveness 

of the patient groups, largely due to their success at dieting and 

determination to exercise, despite a severe state of emaciation. 

Bulimics were predicted to manifest the lowest degree of personal 

---------------------- ----_._-------- ----- -- --
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effectiveness, due to their inability to limit food intake and refrain 

from subsequent purging, and their proclivity for self-condemnation, 

self-reproach, and feelings of guilt, hopelessness, and helplessness. 

Bulimic anorexics were expected to fall in-between these two groups. 

Controls were believed to possess the highest overall degree of personal 

effectiveness. 

The results of the first DFA revealed that control subjects did 

in fact obtain the highest score on measures of personal effectiveness, 

but that restricting anorexics received the lowest mean score of patient 

groups, with bulimic anorexics scoring only slightly higher. A second 

DFA (adding three family variables) confirmed that controls manifested 

the highest degree of personal effectiveness, but found bulimic 

anorexics to score slightly lower than restricting anorexics. Bulimics 

again demonstrated the highest degree of personal effectiveness of the 

patient groups. Thus, it seems that there is very little difference 

among patients with low weight on this variable, but that normal weight 

bulimics feel substantially more psychologically adjusted, 

self-confident, assertive and able to cope with life problems than 

previously predicted. 

Consistently, restricting anorexics have been found to be more 

socially withdrawn and sexually inexperienced than bulimic anorexics, 

while bulimic anorexics tend to be more affectively unstable, impulsive 

and psychologically impaired than restricting anorexics (Beumont, et 

al., 1976; Casper, et al., 1980; Stonehill & Crisp, 1977; Strober, 

1981a), and tend to have a poorer prognosis (Beumont, et al., 1976; 

Crisp, 1980; Strober, 1981a). There is a general trend for bulimic 
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anorexic subjects to obtain higher scores on measures of psychopathology 

than restricting anorexics, but only a few studies have included samples 

of normal weight bulimic subjects (Johnson & Larson, 1982; McKeon & 

Shisslak, 1984; Weiss, et al., Unpublished manuscript). 

Weiss, et al. (Unpublished manuscript) compared 15 restricting 

anorexics with 15 bulimic anorexics, 15 normal weight bulimics and 15 

normal controls on a variety of measures of psychopathology. They found 

"signifi~antly more pathology among. eating disorder groups than the 

controls" (p. 7) and reported that "Higher pathology scores were most 

frequently attained by the bulimic anorexic closely followed by 

restrictive anorexics, and then, at a slightly greater distance, the 

normal-weight bulimics" (p. 7). While the current study did not assess 

psychopathology, this pattern identified by Weiss, et al. is replicated 

in the degree of personal effectiveness manifested by the three patient 

groups and controls. 

However, McKeon and Shisslak (1984) report that normal weight 

bulimics obtained the highest scores among eating disorder patients on 

measures of psychpathology. Bulimic anorexics were more pathological 

than control subjects, but less than bulimics, and restricting anorexics 

tended to be the least impaired of patient groups (although this 

difference was not significant). The authors conclude that "bulimics 

who have never been anoreetic display elevated levels of indi.vi.dual and 

family psychopathology when compared to a normal control group, similar 

to that found in bulimic anorectics and their families" (p. 12). They 

further propose that the presence of bulimic symptoms, rather than 

weight loss, may be the distinguishing clinical feature among groups. 
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The cause for the disparity between these findings is unclear. 

It is possible that the samples of bulimic subjects differed in symptom 

severity, since the frequency of eipsodes of binging and vomiting (and 

thus the degree of functioning among individuals) can vary widely 

(Gandour, 1984; Johnson & Larson, 1982; Mitchell, et al., 1981; Pyle, et 

al., 1981). In addition, the instruments chosen to measure 

psychopathology may vary according to what construct is actually being 

assessed, since different instruments were used in each study. Clearly, 

the syndrome of normal weight bulimia deserves further attention and 

evaluation in future research endeavors. 

The present study focused on the different degrees of ego 

deficits among eating disorder patients, rather than measures of 

specific psychopathology. Previous studies in this area have primarily 

focused on comparing restricting anorexic subjects with controls or 

other patient populations (Strober, 1981b; Strober, et al., 1981; 

Sugarman, et al., 1982; Wingate & Christie, 1978). The present study 

provides additional support for the notion that individuals with 

anorexia nervosa are deficient in their sense of autonomy, mastery and 

control, as well as elucidating the degree to which these findings are 

comparatively experienced by bulimic anorexics and normal weight 

bulimics. 

In 1979, Artwohl reported that "Locus of control has been 

postulated as a personality dimension that could be useful when applied 

to psychopathology •.• based on the assumption that an internal locus of 

control denotes a healthier adjustment than an external locus of 
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control" (p. 498) . In his study, Artwohl found a significant 

correlation among high ES scores and internal locus of control scores. 

In contrast to his report, however, the Rotter IE LOC was almost 

entirely uncorrelated with Barron's ES scale in this study. Subjects in 

the diagnostic groups in the current study did not obtain significantly 

different scores on the IE LOC nor was a meaningful pattern identified 

among groups. Although bulimic anorexics had the most external locus of 

control score, control subjects obtained a score very close to that of 

restricting anorexic subjects. Bulimic subjects obtained a score that 

reflected more of an internal locus of control, but all group means 

ranged only from 9.47 to 11.00. Thus, despite Arwohl's (1979) report, 

IE LOC did not correlate with healthy psychological adjustment in this 

study (as measured by Barron's ES scale), nor did it significantly or 

meaningfully differentiate among eating disorder patient groups. 

Family Dynamics 

A second hypothesis in the current study was that bulimics would 

experience less independence and expressiveness and more conflict within 

the family than restricting anorexics. Restricting anorexics, on the 

other hand, were expected to feel less accepted and tolerated by family 

members than bulimic subjects. Bulimic anorexics were expected to fall 

in-between these two patient groups, while controls were expected to 

report the healthiest family dynamics of all groups. 

As expected, controls reported that they experienced the 

greatest degree of self-directedness, assertiveness, independence, 

sibling acceptance and tolerance within the family. Of the patient 

groups, bulimics reported experiencing the most independence, acceptance 
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and tolerance; bulimic anorexics experienced these feelings the least 

often, while restricting ancrexics reported feelings of acceptance and 

tolerance only slightly more often than bulimic anorexic subjects. 

These results are consistent with those found by Humphrey (1986), who 

reported that "the bulimic-anorexic's families experienced greater 

isolation, detachment and conflict, and less involvement and support, 

than did controls" (p. 230). 

These results could be explained by the fact that bulimics tend 

to be older than anorexics and therefore may not be living in the 

parents' home. Restricting anorexcis, on the other hand, tend to be 

younger, and are more likely to be living with their family of ~igin 

and expected to adhere to parental rules and expectations. In addition, 

the nature of bulimic symtomatology is that the behavior typically 

occurs under circumstanes in which privacy is assured. Family members 

are less likely to be intolerant or angry about behaviors they are 

unaware of. The continually decreasing body weight of the restricting 

anorexic is more difficult to conceal, however, and the anorexic's 

typical refusal to eat with family members and peculiar ritualistic 

behavior is often met with conflict, power struggles for control, 

frustration, and anger. Surprisingly, compared to other findings, 

(Humphrey, 1986; Johnson & Flach, 1985), the scale measuring conflict in 

this study did not reveal any significant differences among gr('lups. 

Further exploration with multiple instruments measuring different 

aspects of family conflict is warranted. 

Interestingly, bulimic anorexics tended to predict more often 

than other patient groups that their family members would see them as 

------------------------------------------------------------_.-
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independent. Restricting anorexics predicted the lowest assessment of 

their independence, but the highest tolerance from siblings. This might 

support the theory tha there is a greater fear of conflict and 

dissention among restricting anorexic families, due to their reluctance 

to disrupt the homeostatic balance in the family system (Minuchin, et 

al., 1978). Siblings of bulimic subjects were perceived to be the least 

tolerant of the patient, which could result from the anger and negative 

judgment of the significant other when the bulimic behavior is engaged 

in. Many families are harshly critical of and fail to understand the 

individual's self-perpetuating binge-purge cycle. 

Strober and Yager (1985) report that "when responses of I1Qfmal 

weight bulimics, anorexia nervosa bulimics, and anorexia nervosa 

restricters were compared, the first two groups were found to be 

comparable and indiciating disturbed function, whereas the families of 

anorexia nervos restricters were described as "significantly less 

disturbed" (p. 490). McKeon ~:md Shisslak (1984) report that "bulimic 

anorectics were more pathological than controls, but less than the 

normal weight bulimics. "[The restricter anorectics'] scores tended to 

be less impaired than the normal weight bulimics or the bulimic 

anorectics" (p. 11). The results from the current study, however, 

reveal greater similarity betwe'3n restricting anorexic and bulimic 

anorexic subjects, with bulimic subjects obtaining scores that are more 

similar to controls and reflect less family psychopathology. To add 

further complicating data, Johnson and Falch (1985) report that normal 

weight bulimic families are significantly different than control 

families on measures of expressiveness, cohesion, independence and 

--------------------_._-._--------_._._._---- .. __ .. - . 
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conflict. One can only speculate as to the source of this discrepancy. 

The severity of symptomatology of patients may have differed among 

samples, or the small number of restricting anorexic and bulimic 

anorexic subjects may have resulted in less representative patient 

groups, failing to reflect the full spectrum of family dynamics. 

Unfortunately, this study only confirms other writers' 

conclusions that "We cannot generalize any of the current family systems 

formulations to all anorexia nervosa families because a diverse number 

of patterns have been found (the anorexia nervosa syndrome is 

heterogeneous at least regarding restricters and bulimics), and even 

those patterns which are typically associated with anorexia nervosa are 

specific neither for anorexia nervosa nor for only what Minuchin, et al. 

have chosen to call 'psychosomatic families '" (Yager & Strober, 1985, p. 

490) . Perhaps the search for commonalities among families and family 

predictors should be abandoned and the increasing evidence of the 

heterogeneity of individual family members, patterns of family 

interactions and family characteristics be accepted. 

Yet, despite this heterogeneity, the importance of the family 

system remains unchallenged. Yager and Strober (1985) write "Family 

systems can •.• be described by its efficacy as a problem-solving unit to 

accomplish the dual tasks of helping individuals to have a sense of 

belonging to the family while at the same time developing their 

autonomy" (p. 488). To the degree that families avoid healthy emotional 

expression, fostering either over-involvement or emotional detachment, 

and inhibit the development of internal experiences of independence and 
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autonomy, normal development will not ensue and the individual's sense 

of personal effectiveness will be undermined. 

Traditional Sex-Role Beliefs 

A final area of interest in the current study was the degree to 

which the various eating disorder groups endorsed belief in traditional 

sex-role stereotypes. Stereotyped feminine qualities included 

passivity, submissiveness, sensitivity, affection, and gentleness. More 

masculine attributes were labeled as assertive, competitive, 

uninhibited, self-confident and dominant. It was hypothesized that 

because of their desire to conform and define their identity in terms of 

external expectations (Bruch, 1973; 1978; Selvini-Palazzoli, 1974; 

Sugarman, et al., 1981), restricting anorexics would describe themselves 

in terms of a feminine role in this study more often than bulimic 

anorexics or normal weight bulimins. Bulimics were expec ted to see 

themselves as less feminine, and therefore endorse more masculine 

qualities, while bulimic anorexics were expected to fall in-between 

these two groups. Controls were expected to be the least likely to 

define themselves in a stereotyped, traditional female role. 

All of the above hypotheses were confirmed in this study. 

Controls were significantly different from restricting anorexic, bulimic 

anorexic and bulimic subjects on both scales used to measure sex-role 

beliefs. A closer look at the mean scores of the patient groups on the 

MMPI reveals that the three groups differed only slightly on this 

measure; the greatest difference was between controls and the patient 

groups. Although the difference among groups was still significant on 
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the BSRI, there was a slightly larger spread among patient group scores 

and a less pronounced difference between patient groups and controls. 

There was a discrepancy, however, in how bulimic patients scored 

on the two scales. They received the lowest mean T-score on Scale 5 of 

all patient groups (which is considered to reflect more traditional 

feminine interests and interpersonal behaviors), but received the 

highest score of patient groups on the Masculinity scale of the BSRI. 

One possible explanation for this is that the MMPI requests that 

respondents report their actual behavior, while the BSRI assess 

"internalized society's sex-typed standards of desirable behaviors for 

men and women" (Bem, 1974, p. 155). It is also possible that the eating 

disorder patients do not vary enough on this measure to consistently 

reflect subtle group differences. The clearest pattern is that normal 

controls are significantly different from eating disorder patients, but 

whether the slight differences among patient groups detected in this 

study reflect actual patient characteristics or are the result of the 

small sample size (and the possibility of a non-random sample) is 

unclear. Replication of these results with a significantly larger 

clinical population could further substantiate the current findings. 

The results obtained in this analysis are consistent with the 

findings of Sitnick and Katz (1984), who found no difference among 

anorexic women and controls on the Femininity scale of the BSRI, but 

significantly less frequent endorsement of masculine traits on this 

measure by anorexic women. Orleans and Barnett (1984) found 

consistently low scores on Scale 5 of the MMPI among bulimic anorexic 

subjects, but there is no evidence that they compared this group to 
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other eating disorder groups (restricting anorexics or bulimics) or to a 

control sample. 

Theoretically, Boskind-White and White (1983) have postulated 

that bulimic women adopt a passive and feminine stance in a desperate 

attempt to conform to the stereotyped and idealized images of women 

portrayed in society and the m~dia. The binging and vomiting is 

believed to be a release from conflicting desires to be accepted by 

others, loved, and taken care of, and also perceived to be assertive, 

independent, and self-accepting. The focus of these writers' theorizing 

has been on the syndrome of normal weight bulimia, however, 

(Boskind-Lodahl & White, 1978; Boskind-White & White, 1983) and they 

have not yet incorporated the full spectrum of individuals with eating 

disorders (both men and women) into their theory. The current study 

reveals that while bulimics see themselves in a more stereotyped 

feminine role than normal controls, they are not significantly different 

from other individuals with eating disorders. Further exploration of 

personality attributes that result in the development of an eating 

disorder, and their interaction with societal and cultural norms and 

expectations, should be the focus of future research efforts to expand 

current knowledge of the eating disorder syndromes. 

Conclusion 

This study has explored three areas believed to play a central 

role in the pathogenesis and presenting clinical picture of the eating 

disorders, anorexia nervosa and bulimia. The results obtained in this 

analysis reveal that although the three eating disorder groups vary 

differentially along specific dimensions, there are also many 
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intrapsychic, familial, and sociocultural similarities. Restricting 

anorexics, bulimic anorexics, and bulimics all manifested a greater 

sense of personal ineffectiveness than controls. The individuals' 

tendency to see themselves as dependent, unassertive and ineffective 

supports Bruch's (1973; 1978; 1982a) and others' (Selvini-Palazzoli, 

1974; Sugarman, et al., 1981) theory that eating disorders are 

associated with ego deficits. Without longitudinal data, however, we 

are unable to prove empirically and unequivocally whether eating 

disorders emanate from this sense of personal ineffectiveness or are 

merely correlated with the onset of the syndrome. 

The fact that a variety of researchers have also reached similar 

conclusions, however, points to the importance of addressing this issue 

in treatment. Although important, cognitive and behavioral techniques 

alone will not be enough to rectify these core personality deficits. 

Explorative, insight-oriented dynamic therapy, with therapists 

well-trained to address the specific needs of the eating disorder 

patient will be necessary (Bruch, 1982a; Goodsitt, 1984; Strober & 

Yager, 1984). Strober and Yager write: 

our basic formula is dynamic; it involves the 
recognition, analysis, and resolution of 
thought, coping, attribution, and relatedness 
that are limiting and maladaptive. The goals 
are to foster autonomy, tolerance of affective 
expression, uncertainty, psychobiological 
maturity, and a durable sense of mastery. 
Naturally, this will involve many nuances of 
process and technique. p. 368. 

The theoretical implications of the early developmental 
" 

correlates of these disorders support the need for family assessment and 

involvement in treatment. The current study illustrates differential 
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patterns in family dynamics among controls and eating disorder patients. 

These differences point to the need for individuals with eating 

disorders to develop more independence, autonomy and sense of control 

within the family to allow them to feel more prepared to deal with 

stressful situations in school or job-related activities. Several 

writers have proposed models for working with these families (Sargent, 

Liebman & Silver, 1984; Schwartz, Barrett & Saba, 1984). Further 

assessment of the degree of expressed emotion in families (similar to 

that used in schizophrenia research) is warranted. 

Finally, the correlation between endorsement of traditional, 

stereotyped feminine attributes and behaviors, and the incidence of 

eating disorders in men and women, must be addressed. The degree to 

which traditional sex-role beliefs are correlated with a sense of 

personal ineffectiveness is unclear. An analysis of eating disorder 

subjects, normal female controls and normal male controls may help 

clarify this issue. With the growing number of males with anorexia 

nervosa and bulimia, sex-role ideology among groups of males and 

females, both with and without eating disorders could be examined. 

There has been an impressive compilation of research data on the 

descriptive aspects of anorexia nervosa and bulimia. It is time to 

begin a comprehensive evaluation of the various treatment methods in 

use. Current modalities include long-term, dynamic psychotherapy 

(Goodsitt, 1984; Selvini-Palazzoli, 1974; Strober & Yager, 1984), 

cognitive and behavioral therapies (Fairburn, 1984; Garner & Bemis, 

1984; Halmi, 1984), group psychotherapy (Hall, 1984), and family therapy 

(Sargent, et al., 1984; Schwartz, et al., 1984). Treatment occurs in 
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both out-patient and in-patient settings (Andersen, Morse & Santmyer, 

1984) • The need for a multidisciplinary treatment approach has been 

cited elsewhere (Garfinkel & Garner, 1982), but to date, no 

comprehensive treatment outcome studies have been reported. This is 

undoubtably a major undertaking, but one that is essential to further 

our understanding of the disorders, their response to treatment, and 

long-term outcome. It is hoped that the fund of documented information 

about anorexia nervosa and bulimia accumulated over the past two decades 

can be put to pragmatic and therapeutic use in a variety of treatment 

settings. 

---------- ---
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