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ABSTRACT 

This study hypothesized body weight and eating patterns to 

be important discriminators of psychological characteristics among eat

ing disordered groups. A total of 146 bulimic and non-bulimic women 

from underweight (anorexic), normal weight, and overweight (obese) 

categories were examined. Based upon the theoretical and research 

literature reviewed, this study hypothesized locus of control, personal 

potency, self-esteem, and psychopathology to be central psychological 

characteristics in anorexia nervosa, bulimia, and obesity. These vari

ables were measured by Rotter's Internal-External Locus of Control 

Scale, the Semantic Differential Potency Scale, Rosenberg's Self-Esteem 

Scale, and the Minnesota Multiphasic Personality Inventory, respec

tively. The relative importance of these variables in the disorders was 

also addressed. 

Results showed women in the eating disordered groups ex

amined to demonstrate the following psychological characteristics: 

(1) Non-bulimic anorexics - an external locus of control, low self

esteem, and hysteria; (2) Bulimic anore",ics - the greatest external 

locus of control, the lowest self-esteem, psychopathic deviance, hyste

ria, thought disorder, depression, a preoccupation with somatic con

cerns, and hypofemininity; (3) Normal weight bulimics - an external 

locus of control, low self-esteem, psychopathic deviance, hysteria, 
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thought disorder, and depression; (4) Non-bulimic obese - low self

esteem; and (5) Bulimic obese - low self-esteem, an external locus of 

control, thought disorder and depression. 

The primary conclusion drawn from this study is that bulimia 

is a better predictor of the psychological characteristics than body 

weight. Bulimia, across all weight categories, was associated with an 

external locus of control, low self-esteem, psychopathic deviance, hys

teria, thought disorder, and depression. ThEtt there was little 

variability in personality characteristics associated with bulimia across 

weight categories emphasized the stability of the symptom constellation 

associated with this disorder. This study supported the view of the 

normal weight bulimic as psychologically similar to the bulimic anorexic. 

This study also supported the stance that simple obesity does not rep

resent a unitary psychological disorder. 



CHAPTER 1 

INTRODUCTION 

The purpose of Chapter 1 is to introduce the diagnostic crite

ria and associated clinical symptomatology of anorexia nervosa, bulimia, 

and obesity. The incidence and prevalence rates of these three eating 

disorders will also be reviewed. 

Anorexia N ervosa and Bulimia 

Both anorexia nervosa, a self-starvation syndrome, and bulim

ia, a dietary binge-purge syndrome, are included in the subclass of 

eating disorders in the Diagnostic and Statistical Manual of Mental Dis

orders, Third Edition (DSM III) (American Psychiatric Association, 

1980) . They appear, most appropriately, under the classification of 

Disorders Usually First Evident in Infancy, Childhood, or Adolescence, 

as symptom onset is usually during adolescence, though may extend 

into young adulthood (Boskind-Lodahl & White, 1978; Halmi, 1974; 

Pyle, Mitchell, & Eckert, 1981; Russell, 1979). Both disorders typi

cally occur in females, accounting for approximately 80-95% of all cases 

(Anderson, 1981; Crisp, Palmer, & Kalucy, 1976; Hall III Havassy, 

1981). 

The DSM III diagnostic criteria for anorexia nervosa appear in 

Table 1. Most central to the disorder is a morbid fear of obesity, 

1 



TABLE 1 

DSM III Criteria for Anorexia Nervosaa 

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

B. Disturbance of body image, e. g., claiming to "feel fllt" even when 
emaciated. 

C. Weight loss of at least 25% of original body weight or, if under 18 
years of age, weight loss from original body weight plus projectcd 
weight gain expected from growth charts may be combined to 
make the 25%. 

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

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

a American Psychiatric Association; Diagnostic and Statistical 
Manual of Mental Disorders, Third Edition, Washington, D.C., APA, 
1980, p. 69. 
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accompanied by what Bruch (1973) has termed a ". . • relentless pur

suit of thinness" (p. 3). Other diagnostic indicators include sig

nificant weight loss (usually 25% of premorbid weight) resulting from 

self-starvation, and a disturbance of body image typically manifested 

by overestimation of body size (Garner 81 Garfinkel, 1977). Secondary 

amenorrhea in females is frequently associated with the disorder 

(Bruch, 1973), and seems to be largely related to a decline in per

centage of body fat below the critical level required for the onset and 

maintenance of menarch (Beumont, George, & Smart, 1976). Other clin

ical indicators reported are hyperactivity (Halmi, 1974) t kleptomania, 

and mirror gazing (Dally, 1969; Dally, 81 Gomez t 1979). Idiosyncratic 

behavior surrounding food, characterized by secretive or ritualized 

eating, is also common (Rosen, 1980). 

Health risks to anorexics are considerable, though generally 

reversible with an increase in body weight. Physical symptoms associ

ated with starvation, such as vitamin deficiencies, hypothermia t 

acrocyanosis. bradycardia, tachycardia, renal dysfunction t the growth 

of lanugo hair, and other disturbances in hypothalamic-pituitary func

tioning have been reported (Dally, 1969; Dally 81 Gomez, 1979; 

Garfinkel & Garner, 1982). Indeed, some anorexic symptomatology, 

such as intense preoccupation with food and obsessional behaviors, 

may be in part related to the biological effects of substantial weight 

loss; psychological and physiological factors clearly interact in the 

disorder (Garfinkel & Garner, 1982). Recorded mortality rates for 

anorexia nervosa have ranged from 2% to 25% (Garfinkel t Moldofsky. & 
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Garner, 1977), though most frequently statistics reported have been in 

the 2% to 5% range (Crisp, 1980; Dally, 1969; Garfinkel, et al., 1977). 

The DSM III diagnostic criteria for bulimia appear in Table 2. 

TABLE 2 

DSM III Criteria for Bulimiaa 

A. Recurrent episodes of binge eating (rapid consumption of a large 
amount of food in a discrete period of time, usually less than two 
hours) . 

B • A t least three of the following: 

(1) consumption of high-caloric, easily ingested food during a 
binge; 

(2) inconspicuous eating during a binge; 
(3) termination of such eating episodes by abdominal pain, sleep, 

social interruption, or self-induced vomiting; 
(4) repeated attempts to lose weight by severely restrictive 

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

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

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

D. Depressed mood and self-deprecating thoughts follow eating 
binges. 

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

a American Psychiatric Association; Diagnostic and Statistical 
Manual of Mental Disorders, Third Edition, Washington, D.C., APA, 
1980, pp. 70-71. 



5 

The essential feature is episodic binge eating, defined as the 

consumption of large amounts of food within a discrete time period. 

The eating pattern is usually terminated by abdominal pain, social in

terruption, or self-induced vomiting. Frequent vomiting and purgative 

(Le., cathartics, diuretics) abuse occurs in attempts at weight reduc

tion. Unlike anorexia nervosa, where the disturbed food intake is not 

experienced as abnormal, the abnormal eating pattern of bulimics is 

ego-dystonic (American Psychiatric Association, 1980; Anderson, 1981). 

According to DSM III criteria, severe weight loss precludes a diagnosis 

of bulimia, necessitating a diagnosis of anorexia nervosa. However, 

both assessments are appropriate for emaciated individuals presenting 

with episodic binge eating. 

While anorexics frequently come to medical or clinical attention 

because of their emaciated state, there is no analagous overt physical 

state associated with bulimia as bulimics may be underweight, of normal 

weight, or obese (Johnson &; Sinnott, 1981; Mitchell &; Pyle, 1982; 

Mitchell, et al., 1981; Russell, 1979). However, the frequency of 

vomiting associated with the disorder, reported to range from once 

every two weeks to fifteen times daily (Casper, Eckert, Halmi, 

Goldberg, &; Davis, 1980; Mitchell, et al., 1981; Russell, 1979), may 

eventually lead to serious physical complications, as may the habitual 

and excessive use of laxatives. Potassium depletion, urinary infec

tions, renal failure, epileptic seizures, and tetany were reported by 

Russell (1979). Mitchell and Pyle (1980) found approximately half of 

the bulimics studied to have abnormal electrolytes (elevated serum 
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bicarbonate, hypochloremia, and hypokalemia). Parotid gland swelling 

has also been reported in conjunction with bulimia (Leven, Falko, 81 

Dixon, 1980), as has dental enamel erosion (Herzog, 1982). Thus, 

bulimia may be indirectly detected through the unexplained nutritional 

or physical complications associated with the disorder (Herzog, 1982; 

Johnson 81 Sinnott, 1981). 

Although the DSM III currently provides operational defini

tions of these two eating disorders, historically the distinction between 

them has been blurred in terms of conceptualization, and thus, nosol

ogy. Anorexia nervosa has been reported since the seventeenth cen

tury (Minuchin, Rossman, III Baker, 1979), although the term was not 

coined by Gull until 1874 (Bruch, 1973). In addition to being a mis

nomer (Caspe~, et al., 1980; Hall 81 Havassy, 1981), the diagnostic 

label was neither widely nor exclusively used as a designation for the 

disorder until the 1950's (Bruch, 1973). Traditionally, anorexia 

nervosa has been conceived of as a disorder distinguished by dietary 

restriction (Bruch, 1973, 1981), with bulimic episodes implicitly sub

sumed under the disorder (Beumont, Abraham III Simson, 1981; Stonehill 

81 Crisp, 1977). In fact, two separate sets of diagnostic criteria for 

anorexia nervosa, developed by Feighner (1980) and Russell (1970), 

and still widely used as alternatives to the DSM III definition, include 

bulimia as a manifestation of anorexia nervosa. 

The relatively high incidence of bulimic symptoms within the 

anorexic population, about 50% (Beumont, et al., 1976; Casper, et al., 

1980; Thompson III Schwartz t 1982), stimulated investigation into the 
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phenomena. The results of this research indicated the need for the 

recognition of bulimia as a distinct and separate eating disorder 

(Casper, et al., 1980; Palmer, 1979; Pyle, et al., 1981). Among ex

perimental findings were differences between bulimics and anorexics in 

the areas of premorbid functioning and prognosis. Russell (1979) re

ported bulimics to be heavier, more experienced and active sexually, 

and to evidence a greater amount of depressive symptomatology than 

anorexics. Studies contrasting restricter and bulimic subgroups of 

anorexics have shown bulimic anorexics to evidence greater individual 

psychopathology and to be more intractable to treatment, thus meriting 

a poorer prognosis than their restricter c<?unterparts (Beumont, et al., 

1976; Crisp, 1980; Schnaps iii Shisslak, 1984; Strober, 1981). In sum, 

data has accumulated supporting the notion of bulimia as a distinctive 

clinical entity to be a valid one, whether or not it is found to co-exist 

with anorexia. The reports of bulimia in normal and overweight indi

viduals have further supported this position (Loro & Orleans, 1981; 

Stunkard, 1959a). 

However, theoretical conceptualization of these two eating 

disorders as an alternative ~o the operational and exclusive catego

rization offered by the DSM III, still exists. Most notable of these is 

the framework advocating a distinction between primary and secondary 

anorexia nervosa, and the theories which divide the anorexic syndrome 

into subtypes. Bruch (1973) and Thoma (1967) have used the term 

primary anorexia nervosa to refer to the clinical picture usually associ

ated with the disorder, with secondary anorexia nervosa depicted by 
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extreme weight loss found in conjunction with other, defined mental 

illnesses. Within this classification system, bulimia has been 

subsumed. 

Typologies of anorexia have been proposed based on psycho

logical characteristics and patterns of consumatory behavior. Dally 

(1969) and Anderson (1981) have promoted the division of anorexics 

into groups based upon the manifestation of either obsessive or hys

terical personality characteristics. Dally's (1969) typology included a 

third, mixed group. Within this schema, bulimia (vomiting) was pri

marily associated with hysterical personality characteristics. Strober 

(1981) and Russell (1979) have divided the anorexic population using 

bulimia as a criterion for dichotomization. Strober (1981) used the 

term "restricter" for those who lost weight through decreased caloric 

intake, while bulimic referred to those who lost weight by ridding 

themselves of food ingested during binges through vomiting or the use 

of laxatives. Russell (1979) distinguished between true anorexia ner

vosa and "bulimia nervosa" in a similar fashion. However, bulimic 

symptoms were viewed as indicative of greater pathology, and patients 

exhibiting them as forming a subgroup of anorexics displaying a re

sidual or chronic phase of the disorder. Indeed, controversy exists 

as to whether non-restricter anorexics are best designated by binging 

or vomiting behavior (Beumont, et al., 1976; Garfinkel, et al., 1977). 

Mitchell and Pyle (1982) argued that the conceptual and nosol

ogical confusion between anorexia and bulimia results from bulimia rep

resenting both symptom and a syndrome. As a symptom, bulimia is 
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defined by binge eating and may occur in individuals of any weight 

and thus, may not be associated with active anorexia nervosa. As a 

syndrome, a group of symptoms independent of other symptom com

plexes, bulimia is defined by the DSM III criteria. However, as the 

criteria were drafted prior to the publication of much data on the syn

drome' Mitchell and Pyle (1982) implied that the DSM III criteria may 

not be the best criteria to delineate the syndrome. Nonetheless, re

search on bulimia in the overweight population has verified the validity 

and utility of DSM III criteria in obese individuals (Loro & Orleans, 

1981). Conversely, earlier publication of criteria for the syndrome 

may have prevented the promulgation of alternative terms in studying 

this illness. 

The average annual incidence of anorexia nervosa has been 

reported to be 0.24 to 0.61 for a population of 100,000 (Halmi, 1974). 

Anorexia has been historically a disorder of the upper socioeconomic 

classes (Bruch, 1973; Crisp, et al., 1976). However, the current 

consensus among professionals is that anorexia, like bulimia, is becom

ing increasingly common in middle and lower socioeconomic classes 

(Seligman, 1983). 

The incidence of bulimia in the general population is unknown 

(Mitchell 81 Pyle, 1982). Several studies using survey questionnaires 

to assess incidence among university populations have recently been 

conducted. Strangler and Printz (1980), using DSM III criteria, found 

a frequency of 3.8% in a sample of 500 university students. Hawkins 
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and Clement (1980) reported 10% of university students sampled self

reported binge-vomiting. Pyle, Eckert and Neuman (1983) found a 

2.1% incidence rate in a sample of 1,355 college freshmen. In a study 

of the frequency of binge eating, 49% of men and women surveyed 

reported binge eating. Significantly more women (56%) reported this 

behavior, but only 4% of these women actually met DSM III criteria for 

bulimia (Katzman, Wolchik, & Braver, 1984). 

Whether the increased number of professional publications 

parallels an actual increase in the incidence and prevalence of these 

disorders is unknown (Mitchell & Pyle, 1982). Certainly, anorexia and 

bulimia have received more coverage by the popular press in recent 

years (Cohen, 1979; Combs, 1981; Kaye, 1979; Levenkron, 1978; 

Seligmann, 1983). And notably, a clinical analysis (Wooley & Wooley, 

1982) of a recent best-selling diet book has proclaimed the book to 

promote "the mass marketing of anorexia nervosa" (p. 57). 

In sum, anorexia nervosa and bulimia have been recognized as 

distinct and separate clinical entities, with body weight as a major 

discriminating variable (American Psychiatric Association, 1980). The

oretically, the disorders have not been distinguished by this variable 

(Bruch, 1973), raising interesting questions regarding the clinical util

ity of the body weight variable. However, emergirig research has pro

vided support for the validity of bulimia as a diagnostic entity found 

across a range of body weights (Johnson & Sinnot, 1981; Mitchell & 

Pyle, 1982; Mitchell, et al., 1981). Significant also are preliminary 
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findings enumerating differences between the groups on various psy

chological symptoms, suggesting the clinical usefulness of differ

entiating between anorexics, anorexics with bulimia, and bulimics of 

normal weight (Beumont, et al., 1976; Crisp, 1980; McKeon & Shisslak, 

1984; Russell, 1979; Schnaps & Shisslak, 1984; Strober, 1981). 

Since anorexia is present both with and without bulimia, and 

bulimia may be found across a range of body weights suggests the 

non-unitary nature of the disorders, perhaps accounting for initial 

conceptual confusion in the field. ·Also counter-indicative of their 

unitary nature is the variety of psychological, social, cultural, and 

physical factors that contribute to these illnesses, which differ in their 

configuration within the individual (Bruch, 1973; Garfinkel & Garner, 

1982). 

Obesity 

Within the DSM III classificatory system, simple obesity is 

considered a physical disorder since ". • • it is not generally asso

ciated with any distinct psychological or behavioral syndrome" 

(American Psychiatric Association, 1980. p. 67). If psychological fac

tors are judged to be of import in the etiology or maintenance of obe

sity J then the disorder may be recorded in the multiaxial system on 

Axis III J "Psychological Factors Affecting Physical Condition." The 

major criteria for such notation is the temporal relation of psycho

logically meaningful environmental stimuli to the initiation or aggra

vation of a physical condition. Thus, obesity is not classified as a 
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psychological disorder as anorexia nervosa and bulimia are, and in

clusion on Axis III is judged on a case-by-case basis. 

There is some support in the literature for the stance that 

obesity does not represent a unitary psychological disorder. Bruch 

(1981, 1973, 1975) has emphasized the variety and individuality of the 

psychological factors contributing to obesity and others (Weinberg, 

Mendelson, & Stunkard, 1961; Stunkard, 1959a) have shunned the pos

sibility of definitive psychological characteristics of obesity. 

Castelnuovo-Tedesco and Schiebel (l975) have criticized the lack of 

research on the obese personality and countered that non-definitive 

findings may be due to non-comparison of .levels (degrees) of obesity. 

Obesity is usually defined as either a percentage deviation 

(10%-20% minimum) from an ideal or average body weight derived from 

actuarial height and weight tables (i.e., Metropolitan Life Insurance 

Tables), or percentage of excess body fat (Hall & Havassy, 19B1). 

The former standard has been more commonly applied, with the terms 

obese or overweight used to refer to persons at least 15% above the 

ideal weight (Leon & Roth, 1977). The descriptors superobesity, mas

sive obesity, and gross obesity have usually been reserved for indi

viduals minimally 100% above expected body weight (Leon, Eckert, 

Teed, & Buchwald, 1979). 

More recently, obesity has been categorized according to time 

of onset: Juvenile or adult. This dichotomy was originally proposed 

to account for differences in fat cell structure and underlying 
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psychological mechanisms (Rodin, Slochower, & Fleming, 1977 ; 

Yamokoski, 1975). 

Nisbett (1968a) originally proposed that obesity could be ac

counted for by an excess of adipocytes (fat cells) resulting from 

genetic inheritance or early overfeeding. Thus, weight reduction in 

obese individuals was seen as complicated by a physiological pre

disposition to maintain a fixed number of adipocytes at a fixed size 

(Nisbett, 1968a). Initial research (Hirsch & Knittle, 1970) lent some 

support to the fat cell theory of obesity, however, later work has 

challenged the idea that the number of fat cells in an individual is 

biologically fixed by adolescence (Rodin & Slochower, 1976). Herman 

and Polivy (1980) pointed out the assumption of a hypothalamic set

point implicit in Nisbett's (1968a) model, and rejected the notion of 

physiological factors solely controlling weight as overly simplistic. 

Booth (1980) has written about the "myth of homeostatic regulation" 

and believes the mechanisms of biological homeostasis in weight regu

lation have been exaggerated. Thus, the distinction between juvenile

and adult-onset obesity has not been proven valid biologically, 

although differences in psychological mechanisms remain open to debate 

(Bruch, 1981, 1973; Yamokoski, 1976). 

Leon and Roth (1977) have written on the definition and mea

surement problems in their experimental study of obesity. Different 

criteria have been applied in arriving at the label "obese" and differ

ent measurement procedures have been utilized to determine degree of 

obesity. To a certain extent, all percentage of overweight measures 
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are rendered merely estimates due to the inaccuracy of techniques em

ployed and the fact that they do not sufficiently account for individual 

differences (i.e., fat/lean body mass ratio). There is a lack of con

sensual agreement on the lower limits of obesity in the laboratory, as 

well as in the clinic. Bruch (1973) described "thin fat people," those 

individuals who maintain a normal or subnormal body weight, yet con

sider themselves fat, demonstrating the conflicts and concerns found in 

overweight persons. Thus, much experimental research on obesity has 

been limited in external validity, owing to both scientific and subjec

tive variability in obesity criteria. 

Obesity is a major health problem, in large part due to the 

secondary medical complications ascribed to excess weight. Most not

able are the increased risks of cardiovascular disease and cancer· 

(Pearson 8& Shl:lw, 1982). Even moderate obesity in middle-aged men 

has been shown to be a risk factor for hypertension, cerebrovascular

lesions, gallstone and kidney stone diseases, and diabetes mellitus 

(Larsson, Bjorntorp, & Tibblin, 1961). Statistics have repeatedly 

confirmed that obese people have significantly higher morbidity and 

mortality rates due to secondary diseases than their non-obese 

counterparts, the sole exception being suicide (Bruch, 1973). 

For the massively obese, gastrointestinal surgical procedures 

consisting of small intestinal bypass and ileo-jejunal gastric bypass 

operations, have been recent innovations and increasingly popular al

ternatives to the dietary restriction method of weight reduction (Leon, 

et al., 1979). Castelnuovo-Tedesco and Schiebel (1975) reported the 
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primary motivation for a group of massively obese individuals electing 

ileo-jejunal bypass surgery to be relief from easy fatigability, difficult 

locomotion, and fears of illness and premature death. The group was 

distinguished by their lack of cosmetic considerations as motivation for 

surgery. Marshall and Neill (1977) found approximately half of bypass 

surgery patients' decisions for the procedure to be motivated by 

physical concerns. 

Thus, obesity has been found to accentuate and aggravate 

health problems (Larsson, et al., 1981; Pearson & Shaw, 1982) and a 

primary motivation for drastic surgical procedures among the massively 

obese has been to relieve such problems (Castelnuovo-Tedesco & 

Schiebel, 1975; Marshall & Neill, 1977). However, gastrointestinal 

surgery creates unique medical problems and physical discomforts. 

Post-operative complications, such as inadequate wound healing, diar

rhea, vomiting, and electrolyte disturbance, while generally self

limiting, are common (Kalucy & Crisp, 1974; Marshall & Neill, 1977). 

The incidence of obesity in the United States has been maxi

mally estimated at above 30% (Bruch, 1973). However, information on 

incidence and prevalence has been complicated by an imprecise defini

tion of obesity (Leon & Roth, 1977), as well as the normally observed 

pattern of increased body weight during middle age, followed by a 

decrease in old age (Christakis, 1975). Little is known about the 

large number of overweight individuals who do not seek treatment for 
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weight reduction (Bruch, 1973). However, of those studied, epidemio

logical research has indicated a strong relationship between the preva

lence of obesity and social class (Rodin, 1980). 

Earliest studies confirmed the popular notion that obesity is 

associated with low socioeconomic standing, at least in modern America 

(Bruch, 1973). Moore, Stunkard, and Srole (1962) found seven times 

more cases of obesity in low socio-economic status women than in 

women of higher status; male obesity reflected the same relationship, 

though to a lesser degree. More recently, this same pattern has been 

found among school children (Stunkard, D'Aquili, Fox, & Filion, 1972). 

Further confirmation of the increased frequency of obesity among the 

lower classes, particularly in women, has come from reports that most 

massively obese individuals seeking gastric bypass surgery are female 

(Castelnuovo-Tedesco & Schiebel, 1975; Leon, et al., 1975; Marshall & 

Neill, 1977), and of low socioeconomic status (Castelnuovo-Tedesco, 

19~5; Marshall & Neill, 1977). That obesity has been negatively re

lated to social class and upward mobility, and that this relationship 

has been more strikingly defined for women has given rise to consid

eration of the differential social pressures on women resulting in an 

overconcern with outward appearance while paradoxically associating 

food with the female role (Hall & Havassy, 1981). 

While the eating patterns of the obese have long been the 

subject of experimental inquiry (Leon & Roth, 1977), investigation of 

bulimia within the overweight population is a relatively new venture. 

Stunkard's (Stunkard, Grace, & Wolff, 1955; Stunkard, 1959a) work 
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contained the earliest documentation of the bulimic syndrome in obesi

ty, but was largely unremarked upon until bulimia received official 

sanction as an eating disorder distinct from anorexia nervosa 

(American Psychiatric Association, 1980). 

Stunkard (1959a), in a search for the human corollaries of 

disturbed eating patterns in obese mice induced experimentally (i.e., 

ventromedial hypothalmic lesions), isolated three analagous human pat

terns. The night eating syndrome, binge eating. and eating without 

satiation were distinguishable on the following variables: The presence 

or absence of self-condemnation following aberrant eating, degree of 

personal meaning associated with food, and self-reports of stress at 

the time of abnormal feeding. Binge eating, correlated with high 

stress, self-condemnation, and ego-dystonic in nature, and clearly 

meeting current diagnostic criteria for bulimia, was observed in 3 of 40 

patients. The night eating syndrome, with an average incidence rate 

of 64% , occurred at times of psychological stress and functioned to 

reduce stress; the disorder would likely meet current standards for 

bulimia. Eating without satiation was infrequently observed and always 

paired with brain damage, and thus linked with physiological base 

(Stunkard, 1959a). However, Stunkard (1959a) concluded the remain

ing distinctive eating patterns to be the result of a psychological 

pathogenesis obesity. 

While investigating the pharmacological treatment of compulsive 

eating with diphenylhydantoin, Green and Rau (1974) isolated three 
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groups of patients discriminated by body weight. Underweight (in

cluding anorexic), normal weight, and overweight individuals all pre

sented with bulimia, though the topography of bulimia varied. The 

underweight group was the only group to report vomiting as part of 

the compulsive eating syndrome. 

More recently, Loro and Orleans (1981), in a summary of a 

series of investigations on binge eating (defined as uncontrolled 

excessive eating) in the obese population, found 28.6% of patients at a 

dietary clinic to report binge eating at a minimum of twice weekly and 

22.1% of patients to admit binge eating on a weekly basis. Additional 

unpublished data replicated similar prevalance rates (Loro & Orleans, 

1981) • That the sample studied included a range of the levels of obe

sity suggested the pervasiveness of this behavior regardless of degree 

of overweight. The syndrome was not found to be significantly cor

related with sex. However, a significant relationship between age of 

obesity onset and frequency of the eating pattern was discovered, with 

childhood- or adolescent-onset obesity associated with more frequent 

binging. 

These reports (Green & Rau, 1974; Loro & Orleans, 1981; 

Stunkard, 1959a; Stunkard, et al., 1955), as well as other findings 

(Bruch, 1973), have confirmed that obesity is often complicated by 

bulimic episodes, and the eating pattern frequently contributes to the 

etiology and maintenance of obesity. Of interest is that the topogra

phy of bulimia appears to differ in the overweight population. That 

is, bulimia among the obese has usually been reported in the form of 



19 

binge eating, rather than the binge-vomiting, or binging followed by 

purgative abuse also encompassed by the syndrome and frequently 

reported in the anorexic population (Green & Rau, 1974; Loro & 

Orleans, 1981; Stunkard, 1959a; Stunkard, et al., 1955). 

In sum, simple obesity, while not officially classifiable as a 

psychological disorder (American Psychiatric Association, 1980), has 

long been clinically conceived of as such (Bruch, 1973). However, the 

theorized psychological factors contributing to overweight have not 

yielded experimental evidence supportive of a unitary disorder (Ameri

can Psychiatric Association, 1980), possibly because of lack of clarity 

in the definition and measurement of obesity (Leon & Roth, 1977). 

Also counterindicative of the unitary nature of overweight is the con

sensus that, like anorexia nervosa, a variety of psychological, social 

and physical factors contribute to obesity (Bruch, 1973; Hall & 

Havassy, 1981; Kalucy & Crisp, 1974; Moore, et al., 1962) which dif

fer in their configuration within the individual. There have been 

reports that clinical experience has shown variations in degree of 

overweight to be related to different physical problems (Hanna, Loro, & 

Power, 1981; Larsson, et nl., 1981), treatment complications, and psy

chological mechanisms (Hanna, et al., 1981). This has suggested the 

variable of body weight to be an important factor in the psychological 

study of this problem. The recent experimental interest in bulimia in 

the overweight population has yielded results indicating a significant 

prevalence rate (Loro & Orleans, 1981), as well as signaled interest in 

the disorder across a range of body weights. 



CHAPTER 2 

REVIEW OF THE LITERATURE 

Chapter 1 introduced the diagnostic criteria, associated clin

ical symptomatology, and the incidence and prevalence rates of ano

rexia nervosa, bulimia, and obesity. The purpose of Chapter 2 is to 

review the scientific and theoretical literature on the personality char

acteristics associated with these eating disorders. 

Anorexia Nervosa and Bulimia 

Theories of Anorexia Nervosa and Bulimia 

Anorexia nervosa and bulimia are complex clinical entities, 

detected at the most concrete level through abnormal food intake 

(American Psychiatric Association, 1980). At a most basic level, a 

proximal model has been proposed, attributing aberrant eating behavior 

to a morbid fear of body fat with a coexisting desire for thinness 

(Garner, Garfinkel & Bemis, 1982). This formulation echoes the ob

servations of numerous investigators (Bruch, 1973; Crisp, 1980; Dally, 

1969; Garfinkel & Garner, 1982). Yet eating disorders have been re

peatedly observed to be more complex than this simple, causal, uni

directional interpretation would imply (Bruch, 1973; Crisp, 1980; 

Dally, 1969). Bruch (1973) stated," . that a one-sided preoccupa

tion with the eating function • deals with only one aspect of the 

problem" (p. 225). Despite the recent recognition of bulimia as an 

20 
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independent syndrome, major theorists, such as Bruch (1981) and 

Garfinkel and Garnel' (1982), have continued to embrace bulimia in the 

primary diagnosis of anorexia. nervosa. Thus, a coherent theory of 

bulimia has not yet emerged. 

Theories of anorexia nervosa have been characterized by di

versity, perhaps owing to the differing relative emphasis of aspects of 

the disorder within a given theoretical framework. Bruch (1981, 1973) 

highlighted intrapsychic disturbance, specifically ego-deficits, the re

sult of faulty learning. Primary anorexia nervosa was conceptualized 

as reflecting disruptions in autonomy, mastery over one's body, and 

the awareness and correct labeling of internal sensations (affective and 

viceral); a paralyzing sense of personal ineffectiveness pervades the 

anorexic's experience. Crisp (1980), while accentuating intrapsychic 

aspects and social pressures, reasoned the illness to be an adaptational 

response to a social-maturational crisis precipitated by immaturity, 

ill-equipping the anorexic to respond to the demands of adolescence. 

Dally (1969), while not positing a specific etiological account of 

anorexia, accented stress across a wide range of psychosocial areas, 

such as death, failure at school or work, and sexual conflicts, as 

precipitating the illness. 

More recently, Garfinkel and Garner (1982) have proposed a 

multidimensional perspective of anorexia nervosa, with self-starvation 

being the end-result of diverse, interacting influences which include 

individual, familial, and cultural factors. Consistent with a multi

dimensional perspective of the disorder, research on anorexia has 
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focused on such diverse areas as body image, personality, socio

cultural, and physiological influences. This perspective has reflected 

the investigation and treatment of the disorder at multiple levels of 

biopsychosocial organization. 

Anorexia Nervosa as a Variant of Other Illnesses 

Early research found the presence of neurotic psychiatric 

symptomatology in anorexia nervosa and spawned debate as to whether 

the syndrome is a unique disorder, or whether it represents a variant 

of other illnesses. For example, Kay and Leigh (1954) discerned de

pression, obsessiveness, dependency-shyness, hypochondriacal traits, 

food faddisms, anxiety proneness, and hysterical traits, in a survey of 

38 anorexics. Halmi (1974) reported a predominance of anxiety, de

pression, and obsessive-compulsive traits in a review of the hospital 

records of 94 anorexics. Thus, anorexia has been viewed as a variant 

of depressive, obsessional, and hysterical illnesses. The most recent 

evidence linking anorexia to depression comes from a study of the in

cidence of primary affective disorders in the relatives of anorexics 

(Winokur, March & Mendels, 1980). The occurrence of a history of a 

primary affective disorder in anorexics' extended families was 22%, 

while for matched normal controls the rate was 10%, suggesting a 

genetic predisposition for depression among anorexics. 

However, recent research has shown anorexia to differ quan

titatively and qualitatively from other neurotic illnesses. Stonehill and 

Crisp (1977) investigated the relationship of anorexia to psycho

neurosis and neurotic personality in a study of female anorexics 



23 

. assessed before treatment (N = 45), immediately following weight resto

ration (N = 26), and at follow-up four to seven years later (N = 29) 

untreated anorexics were found to evidence significantly more anxiety, 

obsessiveness, somatic complaints, and depression than normal counter

parts. However, anorexics evidenced less depression and phobia than 

depressed outpatients. Anorexics were also shown to be more intro

verted than neurotic patients prior to treatment. Immediately following 

weight restoration, anorexics were more depressed than normals, but 

evidenced fewer somatic complaints and increased social extroversion. 

At follow-up, anorexics evidenced greater phobia and hysteria com

pared to their own pretreatment scores. Findings were interpreted as 

incongruent with views of anorexia nervosa as a variant of either 

neurotic or depressive illnesses. 

Pillay and Crisp (1977) investigated the psychological charac

teristics of 11 female anorexics whose weight had been newly restored. 

The anorexics differed from normal controls in that they showed 

greater obsessiveness, avoidance behavior, social fears, shyness, low 

self-esteem, and withdrawn behaviors. Both the results of this study 

(Pillay & Crisp, 1977) and the study conducted by Stonehill and Crisp 

(1977) have shown anorexics, after achieving normal weight, to differ 

from normal controls across several psychological dimensions. Thus, 

while research has shown anorexia to differ from neurotic disorders, 

research has suggested the premorbid personality of anorexics to be 

characterized by neurotic traits such as depression, obsessiveness, 

anxiety, and hysteria. 
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Anorexia Nervosa as an Exaggerated Variant of Common Dieting 
Behavior 

In contrast to the view of anorexia as a variant of other ill-

nesses, Garner and Garfinkel (1980), and Thompson and Schwartz 

(1982) have speculated that the disorder is an exaggerated variant of 

common dieting behavior. Within this view, a.norexia is considered on 

a continuum of dieting and related body-preoccupation patterns. 

Garner and Garfinkel (1980) questioned the role of socio

cultural factors in the etiology of anorexia. They thought the aes-

thetic preference for slimness in women and the media-promoted 

equation of thinness with success and beauty contribute to the recent 

increased incidence of the disorder. A sample of professional dance 

(N = 183) and modeling (N = 56) students were contrasted with ano-

rexics (N = 68), music students (N = 35), and normal, asymptomatic 

university students (N = 59) on anorexic symptomatology using the 

Eating Attitudes Test. The hypothesis was that dance and modeling 

students, due to the focus on body control and shape dictated by 

their vocational choice, would display a greater amount of anorexic-like 

symptoms than the other students. Results confirmed this hypothesis, 

and 16 cases of primary anorexia nervosa were detected among the 

dance and modeling groups, 13 of which had an onset of symptoms 

after enrollment in the professional schools. 

Furthermore, dance students from the most competitive pro-

grams reported significantly more anorexic behaviors than music stu-

dents and their counterparts in less competitive environments. The 

prevalence rate of anorexia was 7.6% in the competitive programs, but 
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only 3.8% in the less competitive programs and 3.5% in the modeling 

school. Psychological symptoms (Le. , depression, obsessive-

compulsiveness), as measured by the Hopkins Symptom Checklist, cor-

related positively with anorexic symptoms among subgroups tested in 

the anorexic and dance samples. However, no' such relationship was 

found among normal controls. Thus, social pressures for thinness and 

high performance demands were discerned to be the social medium 

influencing the expression of anorexia in those susceptible. 

Thompson and Schwartz (1982) investigated the impact of de-

grees of anorexia in women on life adjustment, postulating that the 

increased incidence of the disorder may reflect an increasingly common 

mode of psychological self-control and life organization. Primary ano-

re~ics (N = 26), college women with anorexic-like symptoms (N = 25), 

and asymptomatic college women (N = 26) were contrasted on social 

adjustment (vocational, work, family, marital-sexual, and social-

leisure) and on psychological distress. Results showed anorexia to be 

associated with psychological distress and impaired social adjustment. 

While women with anorexic-like behaviors were not shown to be im-

paired in social adjustment, they demonstrated higher levels of psy

chological distress than normal controls. The researchers (Thompson 

& Schwartz, 1982) articulated the most dramatic finding of the study to 

be the high prevalence of anorexic-like behaviors in normally function-

ing college women, including the bulimic symptoms of binge eating (52% 

in severe-moderate range), vomiting (52% prevalence), and laxative 

abuse (20% prevalence). 
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The role of socio-cultural demands and performance expec

tations in anorexia, illustrated by Garner and Garfinkel (1980), and 

the high incidence of anorexic-like behaviors in college women, found 

by Thompson and Schwartz (1982), have led to a number of feminist 

formulations of the disorder. Boskind-Lodahl (1976) enumerated as

pects of the socialization of women, such as attainment of self-worth 

through men, and the increased expectations for vocational perfor

mance, as creating an environment in which the illness flourishes. 

However, researchers and theorists (Boskind-Lodahl, 1976; 

Garner & Garfinkel, 1980; Thompson & Schwartz, 1982) have consid

ered socio-cultural factors to be insufficient as a sole explanation for 

anorexia. Furthermore, the illness has been demonstrated to be quan

titatively and qualitatively different than a syndrome of anorexic-like 

behaviors (Thompson & Schwartz, 1982). 

The Psychological Affects of Starvation 

The l\'Iinnesota studies, in which 36 psychologically normal 

conscientious objectors during World War II were observed during a 

starvation regimen, revealed that much anorexic symptomatology may 

be starvation related (Keys, Brozek, Henschel, Mickelson, & Taylor, 

1950; Schiele & Brozek, 1948). Though great individual variability in 

the presence and severity of experimentally induced symptoms was 

noted, an overall manifestation of obsessionality (i.e., food preoccupa

tion, hoarding behaviors), depression (1. e., sleep disturbance, loss of 

sexual interest), and other behaviors common to anorexia (i.e., 

bizarre food preferences, preparing food for others, food-related 
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dreams) was observed. Four subjects also developed bulimia and mani

fested kleptomania. 

Bruch (1978) has corroborated these findings with informal 

reports of starvation affects in food deprived populations. Addi

tionally, a recent study on depression in anorexia has shown that 

anorexics who gained the greatest amount of weight during treatment 

evidenced the greatest decrease in depressive mood and symptoms, 

thus linking the severity of anorexic depression with the starvation 

state (Ecker, Goldberg, Halmi, Casper, & Davis, 1982). Garfinkel and 

Garner (1982), however, emphasized that the observed psychobiological 

affects of starvation in the Minnesota studies (Keys, et al., 1950) were 

dependent on premorbid personalities, exacerbating pre-existing mal

adaptive personality traits. It was cautioned that not all anorexic 

symptomatology can be legitimately ascribed to biological starvation. 

Restricter and Bulimic Anorexic Differentiation 

Thus far, the reviewed literature has indicated depression, 

dependency, perfectionism, anxiety, obsessive-compulsive traits, social 

phobias, social isolation, and low self-esteem to be prominent in the 

psychological profile of the anorexic (Halmi, 1974; Kay & Leigh, 1954; 

Pillay & Crisp, 1977; Stonehill & Crisp, 1977). The constellation of 

psychological symptomatology in anorexia was demonstrated to differ 

from that of other, defined psychiatric illnesses, suggesting their 

importance in the illness (Stonehill & Crisp, 1977). That anorexics 

wcre shown to differ from women with anorexic-like behaviors on social 
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adjustment and psychological distress further supports the disorder as 

a discrete psychic disturbance (Thompson 81 Schwartz, 1982). 

To some degree, research has shown that the pre- and post

morbid personality of anorexics is distinguished by these characteris

tics, consistent with theoretical formulations (Bruch, 1973; Crisp, 

1980; Dally, 1969). Many of the psychological symptoms of anorexia 

may be ascribed to starvation affects, nevertheless, starvation prob

ably exaggerates premorbid personality structure (Garfinkel & Garner, 

1982). 

In major explorations of the psychological characteristics of. 

restricter and bulimic anorexics, evidence has amassed indicating the 

importance of the bulimic variable in anorexia nervosa (Beumont, et 

al., 1976; Casper, et al., 1980; Hood, Moore, 81 Garner, 1982; 

Strober, 1981, 1984; Russell, 1979). In a retrospective survey of 

hospital records, the clinical features, particularly premorbid per

sonality characteristics, and the precipitating factors of anorexia were 

analyzed for restricter (N = 17) and bulimic (N = 12); vomiters and 

laxative abusers) anorexics (Beumont, et al., 1976). Results showed 

the restricter anorexics to be characterized by obsessional personality 

traits, social isolation, peer competitiveness, and sexual inexperience. 

Anorexia for this group was precipitated by concerns regarding familial 

disruption, performance on academic exams, and pubertal changes. 

Bulimic anorexics, however, evidenced histrionic personality 

traits; although obsessional traits were frequently noted, they were 

not as prominent as in the restricter anorexic group. Bulimics were 
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also more sexually active and socially extroverted than their restricter 

counterparts. Anorexia in the bulimic subgroup was usually precip

itated by teasing remarks about excess weight, as a large percentage 

of this group had been premorbidly overweight; frequent significant 

weight fluctuations were observed in this group, with patients rarely 

losing as much weight as restricter anorexics. Onset of amenorrhea 

among the bulimics was later and less persistent than for the restrict

ers. Prognosis for the bulimic group was poorer; many had had sym

ptoms for more than three years and symptoms persisted longer. 

Russell (1979) investigated the bulimic syndrome (binging 

followed by vomiting or laxative abuse) in 30 patients who did not cur

rently meet anorexic diagnostic criteria, although 17 had a previous 

unequivocal history of anore}da. Compared to a group of 30 restricter 

anorexics, bulimics weighed more, were more sexually active, menstru

ated more regularly, and evidenced a greater degree of depressive 

symptomatology, thus increasing suicide potential. 

Due to the history of actual or cryptic forms of anorexia 

prior to the use of bulimia as a method of weight control, Russell 

(1979) considered the disorder to be an aftermath or chronic phase of 

anorexia. The term "bulimia nervosa" was coined to describe the ill

ness. Boskind-Lodahl and White (1978) have advanced the descriptor 

"bulimarexia" to define a population similar to that studied by Russell 

(1979). That is, patients with a cyclical eating disorder embodying 

binging and vomiting and low self-esteem, rather than just the food 

abstinence which depicts the fasting anorexic. 
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In an effort to further define the subpopulation of anorexics 

with bulimia, the results of a variety of assessment devices, including 

personality measures and observational data, were contrasted between 

binging bulimics (N = 49) and restricter anorexics (N = 56) (Casper, 

et ru., 1980). The authors reasoned that essential psychodynamic dif

ferences between the groups would relate to the issue of control. 

Bulimic patients, indulging in the desire to overeat, were predicted to 

demonstrate control failure in non-consumatory realms, to be demon

strated by alcoholism and kleptomania. The comparison revealed the 

bulimic anorexics to be significantly older, to admit to hunger more 

readily, to be more outgoing and extroverted, and to have had more 

heterosexual experience than fasting anorexics. Bulimics also reported 

more compulsive stealing and scored higher on a measure of psycho

pathic deviance than their restricter counterparts. Overall, the 

bulimic subgroup demonstrated the highest level of psychopathological 

symptoms. The group, in contrast to fasting anorexics, showed 

higher levels of the following symptoms: Distress, depression and 

accompanying sleep disturbances prior to hospitalization, obsessional 

food-related thoughts, somatization (i. e., headaches), anxiety, guilt, 

and social sensitivity. 

Since the study (Casper, et al., 1980) defined bulimia as 

binging, an additional analysis between vomiting (N = 38) and clinical 

symptomatology prior to treatment was conducted. Findings indicated 

a degree of overlap between the features of binging and vomiting' 

anorexics. However, vomiters were' judged to be more hostile and 
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intractable to treatment. Researchers concluded that the increased 

hunger admissions, kleptomania, psychopathic deviate scores, and inci

dence of alcoholism in the bulimic (binging) subpopulation supported 

the hypothesis of impaired impulse control in this group. Bulimia was 

viewed as a complex symptom, with patients reporting that overeating 

dispels distressing emotions. Feelings of depression, guilt, and anxi

ety followed eating binges. 

In perhaps the most comprehensive and best-controlled study 

of the significance of bulimia in anorexia nervosa, Strober (1981) 

hypothesized that precipitating factors, such as life stress, familial 

instability, and marital discord, resulted in greater disturbances in 

ego functioning and personality adaptation in the bulimic anorexic pop

ulation. Results confirmed this hypothesis. Compared to fasting, 

bulimia was associated with higher levels of premorbid affective in

stability and maladaptive tension-regulating mechanisms, although both 

groups evidenced classical anorexic premorbid personality characteris

tics (i. e., submissiveness, perfectionism) • Bingers also evidenced 

greater premorbid weight, a greater frequency of vomiting following 

binging, an increased level of anorexic symptomatology, and more de

pression and alcohol abuse. Restricters evidenced higher levels of 

psychosocial immaturity. 

Differences between groups were reported on the following 

family and life stress factors: Bulimia signaled greater familial 

conflict, emotional distance between parents and children, higher levels 

of marital discordance among parents, more precipitating life stress, 
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greater maternal psychiatric morbidity (particularly depression) , 

greater paternal psychiatric illness (particularly alcoholism), and a 

greater incidence of serious physical illness in childhood. Restricters 

showed greater family cohesiveness and organization. 

Strober (1981) concluded that bulimics, because of impaired 

development, have greater difficulties with ego control, identity forma

tion, and pubertal transformations, from which a less consolidated 

defensive structure may be implied. The relationship between life 

stress and bulimia was speculated to have physiological underpinings. 

Strober (1981) cited recent animal research showing a contingence be

tween stress and hyperphagia, with elevated endorphin levels following 

overeating hypothesized to have analgesic effects, thus physiologically 

reinforcing binging. 

More recently, Strober (1984) examined the relationship of life 

stress to the onset of bulimia in bulimic anorexics. Results showed 

bulimic anorexics to report significantly more life stress than restricter 

anorexics in the 18 months preceding symptom onset. When compared 

to normal adolescent norms, bulimic anorexics demonstrated two and 

one-half times greater life stress. One explanatory hypothesis was 

based on learned helplessness theory. The repeated exposure of 

bulimic anorexics to stressful life events leads to their adoption of an 

external locus of control, which generalizes to eating behavior and 

results in bulimia as a response to life stress. 

There is some experimental support for this hypothesis. In a 

study designed to test locus of control as a measure of Bruch's (1973) 
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concept of ineffectiveness in anorexia, anorexics with an external locus 

of control reported more· bulimic behaviors than internally controlled 

anorexics (Hood, et al., 1982). An external locus of control was also 

associated with a premorbid history of obesity, greater alcohol use, 

smoking, greater depression, greater introversion and neuroticism, and 

greater dietary restraint. In addition, externally controlled anorexics 

demonstrated greater emotional lability, suspiciousness, insecurity, 

undisciplined self-conflict, and tension. 

Several other studies, while not primarily concerned with the 

variables differentiating restricter- and bulimic-type anorexics, have 

also accumulated evidence suggesting noteworthy etiological and clinical 

differences between these anorexic subgroups (Beumont, Abraham, & 

Simson 1981; Eckert, Goldberg, Halmi, Casper, & Davis 1982). In a 

study of the psychosexual histories of 34 adolescent anorexic females 

through multiple interviews and sexual performance questionnaires, a 

sexual challenge was commonly found to precipitate anorexia (Beumont, 

et aI., 1981). 

A comparison of fasting (N = 15) to vomiting or laxative 

abusing (N = 16) anorexics revealed the bulimic individuals to have an 

older age of onset of the disorder, to have been more likely to have 

had intercourse and oral-genital sex, to have had more than one 

sexual partner, and to be more likely to use tampons for menstrual 

protection (Casper & Davis, 1982). In a study which showed depres

sion in 105 anorexics to be less severe than that found in primarily 

depressed neurotics, but more severe than that of anxious neurotics, 
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bulimics were discovered to be more depressed than restricter-types 

(Eckert, et al., 1982) . In addition, bulimia correlated with an 

increased disturbance in the father-daughter relationship, and a 

greater decrease in sexual interest since anorexia onset. 

To sum, bulimic anorexics have been shown to be heavier, 

older, more depressed, hysterical, sexually active, socially extro

verted, and impulsive than restricter anorexics (Beumont, et al., 

1967; Beumont, et al., 1981; Casper, et al., 1980; Eckert, et al., 

1982; Hood, et al., 1982; Russell 1979; Strober 1981). Documentation 

of historical differences between these anorexic subtypes has sug

gested differences in factors precipitating the illness (Strober 1981, 

1984), with bulimia the result of greater life stress and a more patho

logical, chaotic family life. Overall, restricter anorexics appeared to 

be more obsessional, to evidence immaturity across psychosocial and 

sexual levels, and to belong to more enmeshed familial systems 

(Beumont, et al., 1976; Strober 1981). The relatively older age of 

bulimics and the possibility that bulimia develops secondary to a pri

mary restricter-type anorexia has been proposed as accounting for 

observed differences between the groups in maturity and degree of 

psychopathology (Russell 1979). 

Alternatively, Garfinkel and Garner (1982) have hypothesized 

that the cluster of clinical features in bulimic anorexics, such as poor 

impulse control, drug and alcohol abuse, and fluctuations in interper

sonal relationships, point to an underlying borderline personality 

organization. 
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There is some empirical support for this position. Bram, 

Eger and HaImi (1982) conducted a study of homogeneity versus het

erogeneity of personality disorder and organization. Structured and 

projective tests were administered to six female ~_lpatients after target 

weight had been achieved. Results indicated four of the six subjects 

to have identifiable personality disorders. Two borderline personality 

diagnoses were made, both assigned to bulimics. One schizoid and one 

histrionic personality disorder diagnosis was also given. All patients 

manifested significant signs of disordered thought. The authors con-

cluded their exploratory study to suggest that bulimic anorexics had a 

greater tendency to be diagnosed as borderline personality disorders. 

The issue of control in anorexia compounded with bulimia 

raised by Casper, et aI., (1980) relates most centrally to traditional 

theoretical formulations of anorexia nervosa. Bruch (1973) has stated 

that the extraordinary dietary control exercised in anorexia is compen-

satory, and belies the lack of inner control experienced. Crisp (1980, 

p. 65) concurred that the sole means the anorexic has for achieving a 

sense of self-control and confidence is through dietary restriction. 

Garfinkel and Garner (1982) wrote: 

Anorexia nervosa is often considered to be a disorder of eat
ing. In the most precise sense this is incorrect. It is a dis
order in which the drive for a thinner shape is secondary to 
concerns about control and/or fears about consequences of 
achieving a mature shape. The pursuit of thinness becomes 
necessary for the individual to feel a sense of mastery or con
trol over her body. (p. 1) 

Yet, bulimic anorexics have been described as losing control during 

bulimic episodes (Bruch, 1981), and experiencing a more pervasive 
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lack of control in general than restricter-type anorexics (Garfinkel & 

Garner, 1982). The addictive tendencies, related to poor impulse con

trol, of the bulimic anorexic population further highlight the impor

tance of the psychological mechanisms relating to locus of control 

among these individuals (Casper, et al., 1980; Strober, 1981). 

The Normal Weight Bulimic 

Until recently there has been a scarcity of research investi

gating the significance of bulimia in the normal weight individual and 

the relationship of bulimia in normal weight persons to bulimia in ano

rexics. Preliminary research has yielded two different views of the 

normal weight bulimic. One perspective is that normal weight bulimics 

differ significantly from bulimic anorexics, demonstrating considerably 

fewer and less intense symptoms of psychological distress (Dunn & 

Ondercin, 1981; Johnson, Stucky, Lewis & Schwartz, 1982; Schnaps 81 

Shisslak, 1984). This perspective advances a linear continuum model 

of the psychological severity of the disorders (Lemberg, 1984). 

A major descriptive study supporting this view found normal 

weight bulimics to have fewer psychological problems than bulimic ano

rexics and non clinical popUlations (Johnson, Et al., 1982). Scores on 

psychiatric measures were similar to nonclinical controls, with small, 

but significant elevations in the areas of depression and interpersonal 

sensitivity. Depression, loneliness, boredom, and anger most fre

quently precipitated binge eating. Descriptive data showed the typical 

normal weight bulimic to be of average weight, caucasian, single, well

educated, and the average duration of the disorder was four years. 
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Similar results were reported by Dunn and Ondercin (1981) in 

a study of female compulsive eaters drawn from a college population. 

Compulsive eaters were characterized by a lack of self-control, an 

external locus of control, emotional instability, psychic tension, 

interpersonal suspiciousness, and guilt feelings. However, results 

were not considered indicative of severe psychopathology in this 

group. 

Lemberg (1984) investigated the diagnostic utility of differ

entiating between restricter anorexics, bulimic anorexics, and normal 

weight persons with bulimia. Groups were compared on a variety of 

measures assessing demographic variables, individual psychiatric symp

tomatology, and familial adaptability. Results supported a continuum 

model of these disorders, with restricter anorexics at one end of the 

continuum, normal weight bulimics at the other end, and bulimics in 

the middle. However, results were not consistent enough to determine 

which group was most pathological. In some cases anorexics reported 

more pathology, while in other cases normal weight bulimics were more 

pathological. 

In a recent study of the addictive aspects of anorexia nervosa 

and bulimia, Schnaps and Shisslak (1984) found bulimics to evidence 

the least psychopathology, followed by bulimic anorexics and the eating 

disordered with drug and alcohol problems. The study supported the 

diagnostic utility of distinguishing between restricter anorexics, 

bulimic anorexics, and normal weight bulimics. Variables which best 
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discriminated between the eating disordered groups studied were de

pression, impulsivity, efficiency and general drug effect, extroversion, 

and self-esteem. 

The major alternative perspective of bulimia in the normal 

weight individual considers this group to be comparable to bulimic 

anorexics in terms of psychopathology (Katzman &. Wolchik, 1984; 

McKeon & Shisslak, 1984; Pyle, et al., 1981). Thus, bulimia in the 

normal weight person is seen as signaling severe psychopathology, 

with the major variable differentiating normal weight bulimics from 

anorexic bulimics being degree of weight loss. 

Pyle, et al., (1981) studied 34 females with episodes, usually 

daily, of uncontrolled binge eating frequently followed by long periods 

of fasting. Subjects reported strong appetites and poor self-control 

around food. Most had resorted to binge-vomiting as a method of 

weight control after voluntarily initiating a weight-loss regime. 

Unhappy feelings usually preceded binging, which was followed by 

depression, guilt, and worry over possible weight gain. The majority 

reported problems with interpersonal relationships and self-concept. A 

composite Minnesota Multiphasic Personality Inventory profile revealed 

elevations on psychopathic deviant, depression, psychasthenia, and 

schizophrenia subscales. Stealing behnviors and chemical abuse were 

common. Family history revealed a high incidence of alcoholism and 

weight problems. 

Katchman and Wolchik (1984) examined the personality and 

behavioral characteristics of normal weight women who met the DSl\1 III 
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diagnostic criteria for bulimia, and normal weight women who reported 

binge eating but did not meet other DSM III diagnostic criteria for 

bulimia. Bulimics differed significantly from a control group, 

demonstrating greater depression, lower self-esteem, greater self

expectations, higher need for approval, greater dietary restraint, and 

poorer body image. Binge eaters reported greater dietary restraint 

than controls. Results supported the hypothesis that bulimia in normal 

weight women is accompanied with severe personality and behavioral 

deficits. Results also supported the assertion that bulimia differs 

significantly from a syndrome of binge eating in normal weight women. 

McKeon and Shisslak (1984) investigated individual and family 

dysfunction in restricter anorexics, bulimic anorexics, normal weight 

bulimics, and normal controls. In general, restricter anorexics were 

found to be the least impaired of the eating disordered groups. Bu

limic anorexics and normal weight bulimics were shown to demonstrate 

similar individual psychopathology, with normal weight bulimics appear

ing more pathological than bulimic anorexics. Both groups reported 

high degrees of interpersonal sensitivity, depression, paranoid idea

tion, psychoticism, and general levels of psychopathology. Families of 

normal weight bulimics and bulimic anorexics demonstrated similar path

ology, with bulimic anorexic families reporting less closeness than 

normal weight bulimic families. 

To conclude, the degree of psychological disturbance asso

ciated with bulimia in the normal weight individual is currently a con

troversial topic in the literature on eating disorders. 
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Summary 

Theories of anorexia nervosa have been characterized by di

versity, reflecting the different emphasis on aspects of the disorder 

within a given theoretical framework (Garfinkel & Garner, 1982). Ano

rexia has been established as an unique disorder, both quantitatively 

and qualitatively different from other psychiatric disorders and common 

dieting behavior (Garner & Garfinkel, 1980; Pillay & Crisp, 1977; 

Stonehill & Crisp, 1977; Thompson & Schwartz, 1982). Anorexia has 

also been shown to be a psychological disorder, with socio-cultural 

influences and physiological effect which exacerbate premorbid person

ality characteristics (Garner & Garfinkel, 1980; Keys, et al., 1948). 

Research on anorexia nervosa has yielded a wide range of 

personality characteristics associated with the disorder (Halmi, 1974; 

Kay & Leigh, 1954; Pillay & Crisp, 1977; Stonehill & Crisp, 1977). 

Research differentiating between the restricter and bulimic anorexic 

has emphasized the importance of this distinction in terms of person

ality characteristics (Strober, 1981; Russell, 1979). Research on the 

normal weight bulimic has led to controversy regarding whether or not 

this population is psychologically similar to the bulimic anorexic (Dunn 

& Ondercin, 1981; Johnson, et al., 1982; Lemberg, 1984; McKeon & 

Shisslak, 1984; Pyle, et a1.. 1980; Schnaps & Shisslak. 1984). 

In sum, the theoretical and research literature has suggested 

that the variables of locus of control, personal potency. self-esteem, 

and psychopathology variables. such as depression. impulse control 
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problems, obsessionality, and social introversion, to be central in 

characterizing the personalities of anorexics and bulimics. 

Obesity 

In general, there is little research on the personality charac

teristics of persons with simple obesity. In part, this is due to the 

stance that obesity does not represent a unitary psychological dis

order. This is also duc to the nature of behavioral research in this 

area, which emphasizes response characteristics rather than personality 

characteristics. However, as a whole, both theoretical and research 

literature on simple obesity suggest common personality characteristics 

among the obese through the establishment of common, underlying be

havioral mechanisms. 

Bruch's Theory of Eating Disorders 

While anorexia nervosa and adolescent-onset obesity appear to 

be polar opposites, major theorist Bruch (1981, 1973, 1975) has con

ceputalized the disorders as having a common developmental core. The 

central observation is that the eating function is misused in the ser

vice of a variety of non-nutritional needs. Bruch (1981) postulated 

that this arises from the early distortion and mislabeling of internal 

states in childhood. 

Bruch (1973) viewed both obesity and anorexia (which sub

sumes bulimia) as serious manifestations of deficits in initiative, auton

omy, experience of control, and self-regulation. Disturbances were 

noted in phenomenology of self, eating patterns, activity, sexuality, 
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interpretation of physiological states, body image, and family dynam

ics. Developmental similarities between these adolescent weight devi

ations have been highlighted, while differences have remained less 

clearly articulated. Bruch (1981) described obese young people as 

more passive, immature, and helpless than anorexics, and the dis

turbed patterns of their familial interaction as more flagrant. 

In one recent study specifically designed to test Bruch's 

(1973) assertion of self-control deficits in the obese, 36 girls, ages 

five to nine, were examined on three dimensions of self-control 

(Bourget & White, 1984)..... The dimensions were: ability to delay 

gratification, behavioral strategies used to to delay gratification, and 

preference for delay of gratification. Half of the girls were over

weight, and both a food and nonfood reward condition were used. 

Results showed no differences between weight groups in ability to 

delay gratification or in preference for delayed rewards. But, over

weight subjects employed less effective self-control strategies than 

their non-overweight peers. 

To conclude, while Bruch (1981, 1973, 1975) posited common 

breaches in normal developmental processes as central to eating dis

orders having a psychological basis, importance was placed on the non

unitary nature of these disorders and a common underlying personality 

structure dismissed. As a precursor to Garfinkel and Garner's (1982) 

emphasis on a multidimensional perspective of anorexia nervosa, Bruch 

(1975) stated, " ... there is no one cause and one symptom relation

ship." Bruch (1975) disqualified discussions attempting to clarify 
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whether psychological problems are the result or cause of obesity as 

creating an unnatural mutual exclusiveness between factors and aspects 

of the problem. 

Schachter's Externality Theory 

Much of the research on the obese population has been con

ducted within a behavioral framework, the framework from which 

Schacter's (1968) externality theory arose. Basically, the theory 

states that overweight individuals eat largely in response to the imme

diate external cues associated with food, instead of the internal phys

iological hunger state to which normal weight persons feed in 

response. The theory, paralleling Bruch's (1973) stance on disordered 

hunger awareness, has strong face validity (Rodin, 1980). Initial in

terest in the differential response of normal and overweight persons to 

internal stimuli was aroused when Stunkard (1959b; Stunkard & Koch, 

1964) found non-obese individuals' self-reports of hunger coincided 

with stomach contractions 71% of the time, while for obese individuals 

the coincidence rate was 47%. 

One external eating cue which has been repeatedly investi

gated within the externality framework has been time. In both experi

mental and field studies, the obese were shown to rely upon time 

rather than hunger as a cue for eating (Goldman, Jaffa, & Schachter, 

1968; Schachter & Gross, 1968). Thus, this research found the obese 

to be over-responsive to the external cue of time, and, conversely, 

under-responsive to internal readiness states for eating. A rival ex

planation for these results is that overweight persons' perceptions of 
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time passage is different from that of normal weight persons'. How

ever, investigation of variables affecting time estimation in the obese 

have yielded inconclusive results (Hirsh, 1975; Rodin, 1975). 

The salience and quantity of external food cues has been 

shown to affect the eating of overweight individuals. The obese have 

been found to eat more when the amount of food readily available is 

increased (Nisbett, 1968a). The prominence of food cues has been 

shown to affect both fasting and eating in the obese. Body weight 

was found to be negatively related to the unpleasantness of fasting, 

when the number of food cues was minimal (Goldman, et al., 1968). 

Conversely, body weight was shown to be positively related to amount 

eaten when food cues were highly salient (Ross, 1974). 

Of all the external cues hypothesized to affect food intake, 

taste has received the most experimental attention (Rodin, 1980). Evi

dence has provided stronger support for the increased responsiveness 

of the obese to good- or sweet-tasting foods, while less proof has ac

cumulated showing an equally str.ong likelihood of rejecting unpalatable 

foods (Goldman, et al., 1968; Hashim & Van Itallie, 1965; Nisbett, 

1968b) . More recently, the validity of taste as a true external food 

cue has been challenged (Booth, 1980; Rodin, 1980). In both animal 

and human studies, pleasant taste ratings have been shown to be 

satiety dependent, which argues for viewing taste as an internal food 

cue (Booth, 1980). 

Schachter's externality theory (1968) dichotomizes feeding 

responses in terms of their external or internal determiants. The 
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research reviewed thus far has investigated the theory's hypothesis 

that the obese suffer from an over-responsiveness to external eating 

cues. The converse prediction that the obese demonstrate an under

responsiveness to internal satiety indicators has also been queried. 

This has been investigated by inducing emotional states in the obese 

which have the effect of decreasing eating in normal weight persons. 

Research has shown that the obese overeat in response to a wide 

range of emotional arousal (McKennza, 1972; Schachter, Goldman, and 

Gordon, 1968; White, 1979). 

To sum thus far, research on the externality theory has 

shown the obese to be over-responsive to external food cues, and 

under-responsive to internal eating cues, such as hunger. Despite 

some inconsistencies, it can be concluded that eating in the obese is 

governed by visual cues for eating, time of day (mealtimes), and 

uncomfortable emotional arousal. In general, the evidence lends in

direct support to Bruch's (1981) assertion that overweight individuals 

experience a lack of control over the environment and misuse the 

eating function to quell uncomfortable emotional arousal. 

However, Rodin (1980), in a review of the externality theory, 

criticized the implicit external-internal dichotomy as oversimplistic and 

advocated an interactive rather than a continuum model of these fac

tors. Rodin (1980) stated the most important discovery to be that 

there are people in all weight categories who are highly responsive to 

external food cues. Moreover, Stunkard and Fox (1971) recently have 

been unable to replicate the original findings (Stunkard, 1959b; 
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Stunkard & Koch, 1964) which provided the impetus for Schacter's 

theory. Instead, results showed no relationship between reports of 

hunger or amount consumed in men of normal weight (Stunkard & Fox, 

1971). Thus, research on the externality theory may have contributed 

to our understanding of what factors trigger eating in the obese, but 

these factors may not be confined to the obese population. 

Polivy's Dietary Restraint Hypothesis 

A major factor influencing eating behavior is conscious dietary 

restraint. In fact, Herman and Polivy (1975) found that all individu

als, regardless of current body weight, could be classified into two 

types: Those who expended energy towards weight suppression, and 

those who did not. Herman and Mack (1975) observed dietary re

straint to discriminate dramatically between dieting and non-dieting 

subjects of normal weight in quantity eaten. Weight suppressors failed 

to manifest short-term weight regulation by not compensating for a 

milkshake preload. In addition, dieting individuals consumed increas

ingly large amounts of ice cream as the milkshake preload increased. 

The conclusion drawn was that the preload had the effect of removing 

inhibitions and eliminating restraint. 

In order to distinguish between physiological and cognitive 

explanations for counterregulation, Polivy (1976) served restrained and 

unrestrained eaters either a high or low calorie pudding and also 

manipulated subjects' perception of the caloric content. Results pri

marily supported a cognitive interpretation as restrained eaters who 
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perceived the pudding as high in calories consumed 61% more sand

wiches afterwards than did their counterparts who perceived the pud

ding as non-fattening. Subsequent research replicated this pattern of 

results (Herman & Polivy, 1980) and showed that regardless of current 

body weight, unrestrained subjects compensated for preload, while the 

restrained counterregulated (Hibscher & Herman, 1977). 

In a summary on restrained eating, Herman and Polivy (1980) 

concluded dieting to initiate stress, physiological and emotional, which 

interferes with dieting and results in the binge-like eating behavior 

observed experimentally in restrained eaters. Research on Polivy's 

dieting restraint hypothesis has made several important contributions 

to the study of eating disorders. First, this research has clearly 

pointed out the confounds of current weight and dieting in the study 

of obesity. Second, binge-like eating has been demonstrated across 

weight categories in restrained eaters, and the importance of interven

ing cognitive variables in eating has been highlighted. Third, this 

research has supported Bruch's (1973) assertion that the eating re

sponse in the obese is cognitively and externally controlled, rather 

than rooted in hunger awareness. Thus, the obese might be expected 

to evidence an external locus of control and a sense of personal 

impotency. 

Gastric Bypass Surgery Patients 

Study of psychological characteristics of the massively obese 

who opt for gastric bypass surgery present an unique opportunity to 

factor out the stressful affects of dietary restriction (Herman & Polivy, 



48 

1980), and the psychological characteristics possibly resulting from, 

and secondary to, obesity. Undoubtedly, such investigations have 

suffered from sampling bias, as samples have been small and the 

majority of such patients have been female (Castelnuovo-Tedesco & 

Schiebel, 1975; Kalucy & Crisp, 1974; Leon, et al., 1979; Marshall & 

Neill, 1977). Also, subjects have demonstrated higher levels of neu

roticism than that found in the nonclinical obese population (Kalucy & 

Crisp, 1974). 

Kalucy and Crisp (1974) reported on the psychosocial changes 

in 18 females following ileo-jejunal bypass surgery. Pre-operative 

evaluation revealed most subjects had bee}l diagnosed as clinically de

pressed at some point in their lives. Overall, evaluation four months 

after surgery showed no change in depression. In fact, depression 

worsened for four patients who sought psychiatric treatment. In self

reports these patients attributed dissillusionment and resulting de

pression to the realization that their problems could no longer be 

ascribed to obesity. Overall, 50% of patients rated both their psycho

logical health and social life as unequivocally improved in the one to 

two year period following the operation. Changes in eating patterns 

(i.e., cessation of binging) were dynamically interpreted as reflecting 

psychosocial changes as many patients reported overeating had 

occurred in social isolation as a response to frustration, loneliness, 

and depression. 
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In a three year follow-up study of 12 superobese women after 

ileo-jejunal bypass surgery, investigators found the group to be char

acterized pre-operatively by passive-aggressive traits (Castelnuovo

Tedesco & Schiebel, 1975). Also, sufficient psychopathology was noted 

to warrant a diagnosis of mild to moderate personality disturbance in 

five cases: Five were passive-aggressive, three passive-dependent. 

one obsessive-compulsive, and one schizoid. The average pre

operative Minnesota Multiphasic Personality Inventory profile, while 

within normal range, suggested a non-depressed group who were ex

troverted and impulsive with a passive-aggressive orientation. Despite 

little capacity for self-awareness, most women acknowledged the use of 

food to alleviate depression, loneliness, or boredom. Conflicts over 

dependency and exhibitionism, and stubbornness and defiance were 

emphasized by investigators. No significant psychological changes 

were reported to result from surgery. 

However, Leon, et al., (1979) announced the enhancement of 

psychological functioning in two groups of ileo-jejunal surgical patients 

who were not distinguished by serious psychiatric problems pre

operatively. Overall, various psychometric measures indicated an in

crease in favorable eValuations of one's body and personality, and 

more accurate estimations of body size as weight loss following surgery 

progressed. Depression and social introversion, as measured by the 

Minnesota Multiphasic Personality Inventory, were significantly re

duced, while activity and energy level increased. More frequent re

ports of personal power also correlated inversely with weight loss. 
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The authors concluded that symptoms usually thought of as descriptive 

of the obese population, such as depression, anxiety, disturbed body 

image, and poor self-esteem, are the result of, rather than an etio

logical factor in, obesity. 

Often, changes in the psychosocial matrices of intestinal 

bypass patients following surgery have been the subject of comment 

(Castelnuovo-Tedesco & Schiebel, 1975; Kalucy & Crisp, 1974; Leon, et 

al., 1979). In particular, Kalucy and Crisp (1974) found increased 

psychosocial morbidity among patients due to weight loss unmasking 

psychological problems (Le., depression) beginning six months after 

surgery and extending for one year. Marshall and Neill (1977) re

ported that the removal of psychosomatic symptom (massive obesity) 

removed the neurotic control mechanism which had stabilized the mar

riages of intestinal bypass patients studied. That Kalucy and Crisp 

(1974) reported five of their patients' spouses gained significant 

amounts of weight as their wives reduced also lends substantiation to 

an interpersonal and dynamic interpretation of obesity. 

Psychologically, the superobese who elected a surgical means 

by which to achieve weight loss were characterized by depression, 

dependency, and social introversion (Castelnuovo-Tedesco & Schiebel, 

1975; Kalucy & Crisp, 1974; Leon, et al., 1979; Marshall & Neill, 

1977). Social introversion and interpersonal dependency decreased as 

weight loss progressed, and appeared to be a consequence of, or sec

ondary to, obesity. Depression, however t proved to be more idiosyn

cratically related to decreased body weight. Evidence has accumulated 
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for both an interpretation of depression as a constitutional factor of 

the superobese contributing to overweight, and as a psychological 

consequence of weight loss. 

Obese Bulimics 

Stunkard (1959a; Stunkard, et al., 1955) also noted depress

ive characteristics in massively obese persons who demonstrated the 

night-eating syndrome and binge eating. In some instances, weight 

reduction programs halted when patients experienced anxiety and de

pression (Stunkard, et al., 1955), supporting the psychodynamic in

terpretation of excess weight as functioning to protect the individual 

from depression (Bruch, 1973). Descriptive accounts emphasized the 

role of food as II stress-reducer and anxiety-alleviator and patients 

were generally viewed as immature. underassertive, and suffering from 

poor self-esteem (Stunkard, et al., 1955). In a case report of a male 

binge eater, powerlessness to desist from overeating was a prominent 

phenomenological experience (Stunkard, 1959a), confirming Bruch's 

(1973) assertion that obesity is a manifestation of autonomy, potency, 

and self-control deficits. 

Loro and Orleans (1981) corroborated Stunkard's (1959a; 

Stunkard, et al., 1955) clinical impressions that obese bulimics are 

typified by interpersonal, self-esteem, and stress management deficits. 

Obesity complicated by bulimia was also conceptualized as having oper

ant response characteristics (Loro & Orleans, 1981). 
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Mowrer's (1950) neurotic paradox, often observed in addictive 

behaviors, perhaps best summarizes the consequences of gorging one

self: Immediate consequences are positive, while long-term conse

quences are negative. Loro and Orleans (1981) noted immediate posi

tive consequences (negative reinforcers) to include relief from negative 

emotional experiences, such as anxiety and anger, concurring with 

Bruch's (1973) notion that overeating diffuses and avoids uncomfort

able feelings. Delayed negative consequences observed included 

thoughts and feelings about one's behavior, primarily depression, 

anguish, and self-condemnation, as well as failure to reduce weight or 

weight gain. Participants also reported self-resentment and self

contempt for lacking self-control. 

Summary 

To sum, research on obesity and obese bulimics has been 

generated from a variety of diverse theoretical frameworks, and thus 

focused in various areas. While obesity has not been shown to be 

related to a distinct psychological disorder (American Psychiatric 

Association, 1980), research has suggested that common underlying 

mechanisms are of import in the psychological profile of the obese 

population. 

First, locus of control in the obese, including the massively 

obese and obese bulimics, appears to be external as was indicated by 

susceptibility to external eating cues and self-reports of lack of con

trol around food (Bruch, 1981; Goldman, et al., 1968; Leon, et al., 

1979; Loro & Orleans, 1981; Nisbett, 1968a; Ross, 1974; Stunkard, 
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1959). Second, as a consequence, feelings of powerlessness were 

found to be pervasive, and not limited to food or eating patterns (Loro 

& Orleans, 1981; Stunkard, 1959a). Thus, Bruch's (1981, 1973, 1975) 

conceputalization of obesity resulting from a basic personal ineffective

ness, or impotency, has received confirmation through self-reports. 

Third, low self-esteem was found to characterize both the 

obese and obese bulimics. though there have been indications that 

self-esteem in overweight bulimics is lower, the result of intense self

castigation following binge eating (Loro 8& Orleans. 1981; Stunkard. 

1959a) . Fourthly. depression was a prominent psychological feature in 

both groups, although it may be speculated that obese bulimics demon

strate higher levels of depression as this feature has been more con

sistently reported in this subgroup to date (Kalucy 8& Crisp. 1974; 

Leon, et al., 1974; Stunkard, 1959a). 

And finally. while obesity may be viewed as a food addiction, 

the negative reinforcement aspects of gorging (Loro & Orleans, 1981), 

coupled with the intense intermittent dieting between binges which the 

restrained eating literature has shown to result in counterregulation 

(Hibscher 8& Herman, 1977; Herman 8& Polivy, 1980), has suggested 

high impulsive or addictive tendencies in obese bulimics. 



CHAPTER 3 

PURPOSE, HYPOTHESES, AND METHOD 

Purpose and Hypotheses of This Study 

The purpose of this study is to investigate the psychological 

characteristics of three eating disordered populations: Anorexics, 

bulimics, and the obese. The literature on anorexia nervosa, bulimia, 

and obesity has suggested the importance of locus of control, potency, 

self-esteem, and psychopathology in the psychological profile of 

afflicted individuals. Based upon previously conducted research and 

consistent with theoretical perspectives, this study will test the follow

ing ten hypotheses: 

A. Regarding Locus of Control, as Measured by the 

Internal-External Locus of Control Scale 

1. Bulimics, across all weight levels, will report a 

greater degree of external locus of control than 

their non-bulimic counterparts 

2. Obese individuals will be more externally controlled 

than normal and underweight persons 

B . Regarding Potency, as Measured by the Semantic Differ

ential Potency Scale 

1. Bulimics, across all weight levels, will perceive 

themselves as less potent than non-bulimics 

54 
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2. All eating disordered persons will perceive them

selves as less potent than non-eating disordered 

persons 

C. Regarding Self-Esteem, as Measured by the Self-Esteem 

Scale 

1. Bulimics, across all weight levels, will self-report 

lower self-esteem than non-bulimics 

2. All eating disordered individuals will report lower 

self-esteem than non-eating disordered persons 

D. Regarding Psychopathology, as Measured by the 

Minnesota Multiphasic Personality Inventory 

1. The presence of bulimia in any weight category will 

signal a pattern of psychopathology characterized 

by depression, hysterical traits, impulse control 

problems, and deviated thought 

2. Anorexics, whether bulimic or non-bulimic, will 

demonstrate psychopathology indicated by obses

sionality, social introversion, mania, paranoia, and 

preoccupation with somatic concerns. Anorexics will 

also demonstrate a more traditional view of femi

ninity than non-anorexics 

3. Non-bulimic anorexics will demonstrate a greater 

degree of obsessionality, social introversion, mania, 

paranoia, preoccupation with somatic concerns, and 
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traditional female role conceptualization than bulimic 

anorexics 

E. Regarding the Importance of the Locus of control, 

Potency, Self-Esteem, and Psychopathology Variables in 

Anorexia, Bulimia, and Obesity 

1. Locus of Control will be the most important of the 

variables examined, and hence, the best predictor 

of group membership 

Independent Variables and Design 

The independent variables were current body weight and cur

rent eating pattern. Although the diagnostic populations considered in 

this study included anorexics and the obese, the use of body weight 

as an experimental variable allowed for the inclusion of a normal weight 

control group and the analysis of the eating pattern variable across a 

continuum of body weights. Thus, while anorexics met additional DSM 

III diagnostic criteria (see Table 1), body weight served as the most 

salient independent variable for this group. 

Body weight had three levels: Low weight (anorexic), medi

um weight (normal), and high weight (obese). Participant inclusion in 

the appropriate weight category was determined on an individual basis, 

according to percentage deviation of current body weight from average 

normal weight for age and height as derived from Wilmore's (1981) 

standards. The continuous variable of weight was triadically cate

gorized according to the following criteria: (1) Low weight - a de

viation of 25% or more below average normal weight (congruent with 
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DSM III criteria for anorexia nervosa; see Table 1, p. 2), (2) medium 

weight - body weight deviation within the parameters of 10% below or 

above average normal weight, and (3) high weight - a body weight 25% 

or greater than normative. 

The independent variable of eating pattern had two levels: 

Bulimic and non-bulimic. Bulimia was defined by the DSM III diag

nostic criteria (see Table 2, p. 4) with recurrent episodes of binge 

eating serving as the essential factor for inclusion in this group. 

Recurrent was operationalized as a minimum of once a week. Non

bulimic signified the absence of binging as an established eating 

pattern. 

This is a two-factor between subjects design. The examina

tion of the dependent variables across three weight levels with two 

eating patterns permitted the psychological study of, samples from six 

populations: (1) Bulimic anorexics, (2) non-bulimic (restricter) ano

rexics, (3) bulimic normal weight individuals, (4) non-bulimic normal 

weight persons (constituting a normal control group), (5) bulimic 

obese individuals, and (6) non-bulimic obese persons. See Appen

dix A for a visual-spatial representation of experimental design. 

Subjects 

Volunteers were recruited from two introductory psychology 

classes at the University of Arizona, three Tucson health clubs (two 

Elaine Powers Figure Salons and one All American Nautilus), and the 

Department of Psychiatry Eating Disorders Program In- and Outpatient 



58 

Units at the Arizona Health Sciences Center. All volunteers partici

pated with informed consent and anonymity was preserved throughout 

the study. Due to the disproportionate representation of women 

afflicted with the eating disorders under investigation (American 

Psychological Association. 1980), only females were recruited. 

A total of 146 subjects were recruited. Overall subject demo

graphic information is presented in Table 3. On the average subjects 

were 21.13 years old, weighed 128.47 pounds. had weighed within 5 

pounds of current weight for 13.53 months, were 64.55 inches tall, 

and had had a high weight of 147.33 pounds and a low weight of 

112.13 pounds. The modal education level completed was college fresh

man. ethnic group was white, and family income per year was between 

$40.000 and $49,000. Most women had previously sought help for eat

ing problems. 

The number of subjects in each eating pattern category was: 

Non-bulimic, 73; and bulimic, 73. Breakdown by body weight category 

was: Underweight. 40; normal weight, 62; and overweight, 44. The 

number of subjects in the six body weight and eating pattern groups 

was: Non-bulimic underweight. 20; non-bulimic normal weight, 31; 

non-bulimic overweight, 22; bulimic underweight, 20; bulimic normal 

weight. 31; and bulimic overweight. 22. 

Subject demographic information by body weight and eating 

pattern group is presented in Table 4. Across groups, the population 

sampled was similar on age. height, education level completed, ethnic 

group, and income variables. The modal response to "Have you ever 
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TABLE 3 

Subject Demographic Information: 
Overall Mean and Modal Responses to Questionnaire 

Part One (N=146) 

Mean 

Age 21.13 

Current Weight (pounds) 128.47 

Months Within five pouf.1ds 
of Current Weight 13.53 

Height (inches) 64.55 

Most Weighed (pounds) 147.33 

Least Weighed (pounds) 112.13 

Education1 

(year completed) 5.23 

Ethnic Group 2 1.14 

Income3 4.05 

Sought Help4 for Eating 1.51 
Problems? 

1Unit of Measurement: High school: 
more, (3) junior, ( 4) senior. College: ( 5) 
(7) junior, (8) senior, (9) graduate school. 

2Unit of Measurement: (1) White, 
(3) Black, (4) Other. 

Mode SD 

18.00 5.81 

130.00 37.85 

12.00 18.42 

67.00 4.09 

140.00 35.42 

110.00 26.21 

5.00 1.53 

1.00 0.53 

4.00 1.49 

2.00 0.55 

(1) freshman, (2) sopho
freshman, (6) sophomore, 

(2) Mexican American. 

3Unit of Measurement: (1) Less than $10,000, (2) $10,000 -
$19,000, (3) $20,000 - $29,000, (4) $30,000 - $39,000, (5) $40,000 -
$49,000, (6) Greater than $50,000. 

4Unit of Measurement: (1) Yes, (2) No. 



TABLE 4 

Subject Demographic Information: 
By Body Weight and Eating Pattern Group 

Mean and Modal Responses to Questionnaire 

Part One (N=146) 

Non-Bulimic (N=73) 

Underweig:ht (N=20) Normal Weig:ht (N=31) Overweig:ht (N=22) 
X Mode SD X Mode SD X Mode SD 

Age 20.10 19.00 2.40 21.65 18.00 5.24 23.46 18.00 11.21 

Current Weight 
(pounds) 84.10 91.00 8.26 125.36 130.00 10.79 161.73 140.00 24.64 

Months Within Five 
Pounds of Current 
Weight 14.60 12.00 14.88 30.45 24.00 28.71 5.77 0.00 7.34 

Height (inches) 63.00 64.00 8.49 66.10 66.00 2.69 64.00 64.00 2.47 

Most Weighed 
(pounds) 111.15 97.00 15.80 132.90 140.00 13.16 178.86 140.00 31.97 

Least Weighed 
(pounds) 81.00 82.00 8.70 115.35 118.00 12.30 138.67 135.00 24.06 

Education 1 

(yr. completed) 5.55 5.00 1.15 5.36 4.00 1.22 4.50 4.00 1.97 Q) 
0 



TABLE 4 (Continued) 

Non-Bulimic (N=73) 

Underweight (N=20) Normal Weight (N=31) Overweight (N=22) 
X Mode SD X Mode SD X Mode SD -

Ethnic Group 2 1.05 1.00 0.22 1.03 1.00 0.18 1.50 1.00 1.06 

Income 3 4.65 4.00 1.09 4.23 4.00 1.3:; 3.55 5.00 1.97 

Sought Help for 4 
Eating Problem? 1.60 2.00 0.50 1.90 2.00 0.40 1.41 1.00 0.53 

Bulimic (N=73) 

Underweight (N=20) Normal Weight (N=31) Overweight (N=22) 
X Mode SD X Mode SD X Mode SD -

Age 20.70 19.00 2.66 19.58 18.00 2.45 21.59 ·18.00 6.19 

Current Weight 
(pounds) 84.50 87.00 8.97 125.48 120.00 13.72 184.23 145.00 23.57 

Months Within Five 
Pounds of Current 
Weight 7.25 12.00 5.37 12.13 36.00 12.42 4.17 2.00 6.77 

Height (Inches) 64.30 63.00 3.88 64.84 67.00 2.46 64.17 63.00 2.21 
0) ..... 



TABLE 4 (Continued) 

Bulimic (N=73) (Continued) 

Underweight (N=20) Normal Weight (N=31) Overweight (N=22) 
X Mode SD X Mode SD X Mode SD 

Most Weighed 
(pounds) 129.90 120.00 18.15 137.26 140.00 17.87 199.05 200.00 24.07 

Least Weighed 
(pounds) 82.35 80.00 8.99 111.00 111.00 14.04 138.05 120.00 17.35 

Education 
1 

5.65 5 .. 00 1.84 4.87 4.00 1.50 5.59 5.00 1.22 

Ethnic Group 2 1.00 1.00 0.00 1.23 1.00 0.62 1.00 1.00 0.00 

Income3 3.90 3.00 1.67 4.36 4.00 1.33 3.50 2.00 1.68 

Sought Help for 4 
Eating Problems? 1.35 1.00 0.49 1.45 2.00 0.68 1.18 1.00 0.40 

1 Unit of Measurement: High school: (1) freshman, (2) sophomore, (3) junior, 
(4) senior. College: (5) freshman, (6) sophomore, (7) junior, (8) senior, (9) graduate school. 

2Unit of Measurement: (1) White, (2) Mexican American, (3) Black, (4) Other. 

3Unit of Measurement: (1) Less than $10,000, (2) $10,000 - $19,000, (3) $20,000 -
$29,000, (4) $30,000 - $39,000, (5) $40,000 - $49,000, (6) Greater than $50,000. 

4Unit of Measurement: (1) Yes, (2) No. 
CI) 

~ 
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sought help for eating problems?" was yes for bulimic under- and 

over-weight persons, and for non-bulimic overweight women. The 

modal response was no for bulimic normal weight women and non

bulimic under- and normal weight women. Thus, most overweight 

women had sought help, and most normal weight had not. Anorexics 

were divided along the eating pattern variable, with most bulimic 

anorexics having sought help and most restrictor anorexics not having 

sought help. 

Among the six groups studied, the most variability across 

groups was in the weight-related questions. The mean weight for per

sons of low and normal weight was similar, whether or not these indi

viduals were bulimic. Underweight persons averaged 84.30 pounds and 

the mean normal weight was 125.42 pounds. Overweight bulimics were 

heavier (x = 184.23) than overweight non-bulimics (x = 161. 73). 

Normal weight persons reported the longest time of stabilized body 

weight, 12.13 months for bulimics, and 30.45 months for non-bulimics. 

Overweight persons showed the least amount of stability (bulimic = 

4.17 months, non-bulimics = 5.77 months). Anorexic weight stability 

averaged within these parameters (bulimic 7.25 months, non-bulimic 

14.60). Overall, the presence of bulimia indicated an average higher 

weight in the "most weighted" category, while bulimia did not appear 

to impact lowest weight achieved. 

Demographic information on bulimia is presented in Table 5. 

Anorexic bulimics were the most frequent bingers, with an average 

frequency of 19.25 times per week, while the average for normal 



TABLE 5 

Demographic Information on Bulimia: 
Mean and Modal Responses to Bulimia-Related Questions 

Bulimic (N=73) 

Underweight (N=20) Normal Weight (N=31) Overweight (N=22) 
X Mode SD X Mode SD X Mode SD 

Weekly Frequency 
of Binging 19.25 7.00 13.21 3.84 2.00 5.54 3.46 1.00 3.41 

Vomiting Frequency 
After Binging 4.45 5.00 0.61 2.55 1.00 1.65 2.00 1.00 1.95 

Laxative Use Frequency 
After Binging 3.50 4.00 1.10 1.54 1.00 0.85 0.96 1.00 0.79 

Length of Time (in 
months) Binging Once 
a Week 25.80 24.00 15.68 28.32 24.00 27.46 42.50 99.00 33.52 

Binged in L~st 
24 Hours? 1.00 1.00 0.00 1.65 2.00 0.55 1.55 2.00 0.51 

lUnit of Measurement: (1) never, (2) rarely, (3) sometimes, (4) usually, (5) every 
time. 

2Uuit of Measurement: (1) yes, (2) no. 
0) 

~ 
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weight women was 3.84 and for overweight women. 3.46. For ano

rexics, vomiting was slightly more frequent than laxative use after 

binging. Anorexics were the only group evidencing vomiting and 

laxative abuse, reporting vomiting "every time" and using laxatives 

"usually" after binges. Normal- and over-weight women reported 

"never" using these methods of weight control after a binge. Thus. 

in this sample. the topography of bulimia differed across weight cat

egory. Bulimia for normal and obese women was reported as simply 

binge eating, while for anorexics bulimia was binge eating coupled with 

vomiting and laxative abuse. Overweight women reported the longest 

average duration of bulimia at 42.50 months. while anorexic and normal 

weight participants reported more similar average durations of 25.80 

and 28.32 months, respectively. The only group which reported a 

modal response of yes to "Have you binged in the last 24 hours?" was 

the anorexic group. 

Instruments 

Two measures, a general questionnaire and the Eating Atti

tudes Test (EAT) were used as devices to screen and select partici

pants. The general questionnaire, especially designed for this study, 

is a two-part, 27-item tool used to gather demographic information 

(part one), and to identify whether bulimia is ari established eating 

pattern (part two). The first ten items of part two elicited informa

tion essential to a DSM III diagnosis of bulimia (see Table 2. p. 3). 

The remaining five items collected additional data on the binge eating 
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pattern and were reported as characteristics of the population sampled. 

See Appendix B for the questionnaire. 

Since the non-bulimic normal weight group served as a non

eating disordered control group, potential subjects were also adminis

tered the EAT to screen out normal weight women who demonstrated 

anorexic-like eating patterns. The EAT is a 40-item, 6-point, 

self-report measure of anorexic nervosa symptomatology. Scale score 

is the sum of endorsed items most symptomatic of anorexia, each of 

which receive a weight of 3; EAT scores range from 0 to 120. Many 

of the questionnaire's items are related to typical anorexic eating and 

food-related patterns, suggesting strong face validity. 

A criterion score of 30 on the measure was shown to discrimi

nate between two groups of female anorexic (total N = 65) and normal 

weight university students (total N = 93), with a score of 30 or 

greater indicating anorexia (r = 0.87); p = 0.001) (Garner 81 

Garfinkel, 1979). The EAT was also shown to successfully discriminate 

between obese and anorexic individuals, with scores unrelated to diet

ing, weight fluctuations, extroversion, or neuroticism, and to demon

strate a high degree of internal reliability (alpha reliability coefficient 

computed for anorexics was 0.79) (Garner , Garfinkel, 1979). Factor 

analysis has yielded a three-factor structure accounting for 42.2% of 

the variance: Dieting (26.4%), bulimia and food preoccupation (10.8%), 

and oral control (5.0%) (Garfinkel II Garner, 1982). 

Used as a screening device, the EAT identified six unequivi

cal cases of primary anorexia nervosa in a sample of 112 dance 
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students (Garner & Garfinkel, 1980). In a study comparing anorexic, 

anorexic-like, and normal women, an EAT score of 10 or less and a 

body weight within 10% of expected weight for age and height deline

ated the non-eating disordered women (Thompson & Schwartz, 1982). 

To insure the non-bulimic normal weight individuals in this study are a 

non-eating disordered control group, criteria for group inclusion was a 

maximal EAT score of 10, in addition to a current body weight within 

10% of average normal weight. 

The remainder of the measures employed, the Internal

External Locus of Control Scale, the Semantic Differential Potency 

Scale the Self-Esteem Scale, and the Minnesota Multiphasic Personality 

Inventory, were used to assess the dependent variables of locus of 

control, potency, self-esteem, and general and specific indicators of 

psychopathology, respectively. 

Rotter's (1966) Internal-External Locus of Control Scale (I-E 

scale): Is a 23-item, 2-point, forced choice test designed to measure 

stable individual differences in attribution of personal control along 

two dimensions, internal or external, related to perception of rein

forcement contingencies. The I-E scale score is the numl:J'er of items 

endorsed indicative of an external locus of control (range 0 - 23), 

thus, high scores reflect a high degree of external control. Exter

nally controlled individuals were characterized by the belief that rein

forcement is not entirely contingent upon one's own behavior. Rather, 

reinforcement is conceptualized within one as the result of fate, luck, 

chance, others' power t or unpredictable forces. Conversely, 
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internally controlled individuals were described as believing reinforce

ment or events to be contingent upon one's own behavior or relatively 

permanent characteristics of self. Thus, the scale measures gener

alized expectancies, rather than preferences for internal or external 

control. 

The I-E scale evolved over a period of several years during 

which a series of studies involving 15 subject samples, including ado

lescent and young adult women, resulted in the 23-item measure 

(Rotter, 1966). Throughout development, items were eliminated on the 

basis of low inter-item correlations, low item correlations with the 

scale's general factor, and high item correlations with social desirabil

ity measures. Internal consistency, assessed using Kuder-Richardson 

Formula 20, computed for 3 samples (total N = 1,600) ranged from 0.69 

to 0.76. Test-retest reliability correlations from 3 samples (total N = 

205) yielded a low r = 0.49 and a high r = 0.83. Correlations with a 

social desirability scale, collected from 9 samples, ranged from -0.07 to 

-0.35. No significant sex or social class differences in I-E scale 

scores were reported. 

Two factor analyses of test responses from 2 subject samples 

(total N = 1,400) both confirmed that a general factor, unnamed, ac

counted for 53% of the variance in total scale scores. Discriminant 

validity was judged to be satisfactory, as I-E scale scores did not cor

relate significantly with intelligence, Bocial desirability, and political 

liberalness. Construct validity was also supported in a series of ex

periments in which I-E scale scores correlated with appropriate 
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behavioral criteria, such as taking steps to improve one's environment 

(Rotter, 1966). 

Osgood's (1952) Semantic Differential: Is a combination of 

scaling and association procedures used to measure psychological or 

connotative meaning of concepts as points in three dimensional semantic 

space. Through factor analysis, three general factors, evaluation, 

potency, and activity, have been identified, accounting for 60% of the 

total variance in scale scores (Endler, 1961; Osgood 8& Suci, 1955). In 

general, the test-retest reliability correlation coefficient of the scales 

is 0.85 (Osgood, 1952). 

The particular form of the seman~ic differential utilized in this 

study consisted of adjective pairs associated with the scale's potency 

factor, and hence was the Semantic Differential Potency Scale (SDPS). 

Osgood (1952) defined potency as a sense of personal power. As 

such, potency is the antithesis of " the conviction of all-

pervasive ineffectiveness and powerlessness" Bruch (1982, p. 4) has 

claimed central to the anorexic's experience. Therefore, this scale 

examined participants' phenomenological experience of personal power 

or effectiveness which Bruch (1981) has conceptualized as different 

from issues of locus of control and self-esteem in eating disordered 

persons. The SDPS consisted of one concept, "Myself," rated on 12 

bipolar scales. Each scale consisted of a 7-point continuum, with point 

four being a neutral position. To counteract response bias tendencies, 

half of the scales were reversed so that an equal number of positive 

terms appeared on each side of the scales. 
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Scales were chosen to have a maximal loading on the potency 

factor (Osgood, 1952), and were as follows: Large-small, strong

weak, heavy-light, thick-thin, hard-soft, loud-soft, deep-shallow, 

brave-cowardly, bass-treble, rough-smooth, rugged-delicate, wide

narrow. Scores for each scale were ranked from 1 to 7, with 1 repre

senting the most potent response. SDPS scores may range from 12 to 

84, with low scores reflecting perception of oneself as a potent 

individual. 

Rosenberg's (1965) Self-Esteem Scale (SES): Is a 10-item, 

4-point, unidimensional, self-rating measure of the self-acceptance as

pect of self-esteem. Though the measure was intended to be Guttman 

scaled (Rosenberg, 1965), Robinson and Shaver (1973) advocated sim

ple rank scoring methods due to the recent criticism of Guttman scor

ing and the doubtful advantages of this scoring method with the SES. 

Therefore, responses to individual items were scored as reflecting 

degree of self-esteem and range from 1 to 4. Thus, total scale scores 

may range from 10 - 40, with low scores reflecting high self-esteem. 

The SES was originally developed for use with adolescents, 

and the scale was initially validated with ten samples of high school 

juniors and seniors (total N = 5,024) (Rosenberg, 1965). The measure 

was judged to have construct validity as SES scores reflecting high 

self-esteem were found to be related to behavioral indices of positive 

self-esteem, such as assertiveness, involvement in extra-curricular 

activities, and less shyness and depression. A Guttman scale repro

ducibility correlation coefficient of 0.92 was reported (Rosenberg, 
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1965). Silber and Tippett (1965) reported a two-week test-retest cor

relation coefficient of 0.85 (N = 28) and SES scores to be correlated 

with other measures of self-esteem and clinical assessment (r = 0.56 -

0.83) . Tippet and Silber (1965) found SES scores to be unrelated to 

the stability of ratings of others and stability of others, suggesting 

discriminant validity. 

Hathaway and McKinley's (1943, 1967) Minnesota Multiphasic 

Personality Inventory (MMPI): Is a 550-item, true-false, self-report 

measure of major personality characteristics which have been shown to 

have meaning within both normal and abnormal behavioral ranges. The 

revised MMPI (Hathaway 81 McKinley, 1967) yields scores on 13 sub

scales, three of which are validity scales: L (lie), F (validity), and 

K (correction). The remaining clinical scales are as follows: Hs 

(hypochondriasis), D (depression), Hy (hysteria), Pd (psychopathic 

deviate), Mf (masculinity-fer.1ininity), Pa (paranoia), Pt (psych

asthenia), Sc (schizophrenia), and 1'.1a (hypomania). Subscale scores 

are computed by summing the number of items marked true which cor

respond to each subscale, with a correction factor (k) added to 

several raw subscale scores. These raw scores are then converted to 

T-scores. The mean T-score for the non-patient population on each 

scale is 50, and scores beyond 2 standard deviations are usually 

thought of as reflecting severe psychopathology (Hathaway 81 McKinley, 

1956). 

The MMPI was created to be a valid predictor of clinical diag

nosis (Hathaway 81 McKinley, 1965). Original normative data was 
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obtained from 5 cross-samples of normals, those individuals not cur

rently under a physician's care, totaling a sample of 1,729 (Hathaway 

& McKinley, 1943). Subscales were developed by contrasting the 

normal population MMPI scores with those from over 800 psychiatric 

patients, with the criterion of excellence being accurate clinical pre

diction (Hathaway & McKinley, 1967). 

The MMPI is the most popular and best researched personality 

measure to date (Welsh & Dahlstrom, 1956), and a thorough report of 

reliability and validity data is beyond the scope of this project. 

Hathaway & McKinley (1967) reported test-retest reliability correlation 

coefficients for combined subscales for 3 samples (total N = 177) with a 

time interval ranging from 3 days to more than 1 year to average 0.74. 

Support for the measure's validity has been ascertained through corre

lations of subscale's scores with current clinical state and future psy

~hiatric diagnosis, yielding a 60% concordance rate for newly admitted 

psychiatric patients (Hathaway & McKinley, 1967). When high sub scale 

scores were not followed by a corresponding diagnosis, they were 

shown to indicate the presence of a significant abnormal, and corre

sponding, personality trait (Hathaway & McKinley, 1943). 

Procedure 

Potential subjects were screened using the general demo

graphic and eating patterns questionnaire (see Appendix B), and 

likely subjects for the non-bulimic normal weight group were adminis

tered the EAT. The remaining measures, the I-E scale, the SDPS, the 

SES, and the MMPI, were administered with order of administration 
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varied to counterbalance possible order, practice, and fatigue effects 

on the tests' scores. To prevent confounding of results with treat

ment variables, those subjects recruited from eating disorder or mental 

health treatment facilities completed this study's test battery prior to 

receiving psychological treatment. 



CHAPTER 4 

STATISTICAL ANALYSES AND RESULTS 

The purpose of Chapter 4 is to present the statistical results 

of this study. In addition, interpretation of scale scores for the 

populations sampled will be aided by comparison to normative scale 

scores, when available, and the meaning of scores in the context of 

each measure. 

Data was analyzed according to a 2 X 3 between subjects 

design, with specific analyses chosen to address the hypotheses of this 

investigation. Throughout analyses, an alpha level of .05 or less was 

accepted as indicating statistical significance. 

An analysis of variance (ANOVA) was conducted on Rotter's 

Internal-External (I-E) Locus of Control scale data, testing the main 

effects of both independent variables (body weight and eating pat

tern), as well as possible interactions. Two significant main effects 

were predicted: (1) Bulimics, across all weight levels, would report a 

greater degree of external locus of control than their non-bulimic 

counterparts, and (2) overweight individuals would be more externally 

controlled than normal and underweight persons. 

Results are presented in Table 6. In this analysis, high I-E 

scale scores indicate a high degree of external locus of control (pos

sible range 0-23). The means for each group were as follows: 

Underweight non-bulimic 9.85 j underweight bulimic 17.00 j normal 
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weight non-bulimic 8.52; normal weight bulimic 10.42; overweight 

non-bulimic 7.82; and overweight bulimic 10.09 (see Figures 2 and 3). 

Overall, the means for single factors were: Underweight 13.43; normal 

weight 9.46; overweight 8.95; non-bulimic 8.67; and bulimic 12.12 (see 

Figure 1). 

TABLE 6 

Analysis of Variance Results: 
Interaction and Main Effects of 

Body Weight and Eating Pattern on 
Internal-External Locus of Control Scale Score 

Source SS df Ms F 

Main Effects 1014.05 3 338.02 19.94 

Eating Pattern 502.21 1 502.21 29.63 
Body Weight 511.84 2 255.92 15.10 

Two-Way Interaction 189.23 2 94.62 5.58 

Explained 1136.03 5 227.21 13.41 
Residual 2372.93 140 16.95 
Total 3508.96 145 24.20 

Group Means (N=146) 

Overall 

Group N X 

Underweight 40 13.43 

Normal Weight 62 9.46 

Overweight 44 8.95 

P 

.001 

.001 

.001 

.005 

.001 

SD 

3.22 

4.03 

4.88 
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TABLE 6 (Continued) 

Group Means (N=146) 

Overall (Continued) 

Group N X SD 

Non-bulimic 73 8.67 4.22 

Bulimic 73 12.12 4.99 

Entire Population 146 10.40 4.92 

By Body Weight and Bulimia Factors 

Group N X SD 

Underweight 
Non-Bulimic 20 9.85 3.33 
Bulimic 20 17.00 3.11 

Normal Weight 
Non-Bulimic 31 8.52 4.20 
Bulimic 31 10.42 3.86 

Overweight 
Non - Bulimic 22 7.82 4.87 
Bulimic 22 10.09 4.90 
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The analysis performed on these data indicated that there was 

a significant interaction effect between body weight and eating pattern 

variables on I-E scale score (F (2, 140) = 5.58, P = .005) (See 

Table 6). Analysis also showed significant main effects of both the 

body weight (F (2, 140) = 15.10; P ~ .001) (see Figure 2) and eating 

pattern (F (1, 140) = 29.63; p != .001) (see Figure 3) variables on I-E 

scale scores. In this sample, the proportion of variance in I-E scale 

scores accounted for by body weight and eating pattern variables was 

27% (computed using n (eta». 

The analysis of variance performed on I-E scale data con-

firmed the experimental hypothesis that bulimics, across all weight 

levels, would report a greater degree of external locus of control than 

their non-bulimic counterparts. This was shown in the significant 

interaction between body weight and eating pattern variables on I-E 

scale score where bulimics in each body weight category reported a 

greater degree of external locus of control than non-bulimics (see 

Figure 1). This pattern was also indicated by the significant main 

effect of eating pattern, where the combined scores of bulimics across 

all weight levels revealed a greater degree of external locus of control 

than the combined score of non-bulimics across all weight levels (see 

Figure 3). However, the hypothesis that overweight individuals would 

be more externally controlled than normal and underweight persons was 

not confirmed. Rather, results showed underweight bulimics to be the 

most externally controlled when eating pattern and body weight were 

considered, as was indicated by interaction effects (see Figure 1). 
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When only the variable of body weight was considered, underweight 

persons were shown to be the most externally controlled of the three 

weight groups (see Figure 2). 

In interpreting the meaning of 1-E scale scores, those scores 

which are higher than the scale mean of 12.5 indicate a high degree of 

external countrol (high degree of internal locus of control). Thus, in 

this context, in the main effect of body weight, underweight persons 

scored at about the scale's mean, while the scores of normal and over

weight persons reflect a more internal locus of control (see Figure 2). 

In the main effect of eating pattern, non-bulimics were shown to have 

a more internal locus of control than bulimics who scored about aver

age on the scale (see Figure 3). 

The interaction effects showed bulimic anorexics to have a 

very high degree of external control, with other bulimics (normal- and 

over-weight) evidencing average levels of this factor. In sum, non

bulimics' scores, across all weight levels, suggested a tendency 

towards internal locus of control, while bulimic anorexics evidenced a 

high degree of internal locus of control (see Figure 1). 

Two separate analyses of variance were also conducted on 

Semantic Differential Potency Scale (SDPS) and Self-Esteem Scale (SES) 

data, investigating main effects and interactions of the body weight 

and eating pattern variables on self-reported potency and self-esteem, 

respectively. Although the expected pattern of results for both anal

yses was identical, statistical evaluation was conducted separately as 

potency and self-esteem have been conceptualized as distinct, though 
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related personality characteristics. For both, a significant main effect 

of eating pattern was expected. That is, bulimics, across all weight 

levels, would be characterized by lower potency and self-esteem than 

their non-bulimic counterparts. The hypothesis that all eating dis

ordered persons would evidence lower potency and self-esteem than 

non-eating disordered individuals was addressed through planned com

parisons. Specifically, the pooled means of SDPS and SES for the 

eating disordered groups were expected to be significantly lower than 

the mean score of the non-bulimic normal weight control group on 

these measures. 

Results of the analysis of variance performed on SDPS data 

are shown in Table 7. Low scale scores reflect a perception of oneself 

as a potent individual (range 12-84). Overall, the means for single 

factors were: Underweight 49.25; normal weight 45.06; overweight 

33.34; bulimic 42.16; and non-bulimic 43.19 (see Figure 5). Group 

means were: Underweight non-bulimic 43.40; underweight bulimic 

55.10; normal weight non-bulimic 37.35; normal weight bulimic 42.77; 

overweight non-bulimic 37.14; and overweight bulimic 29.55 (see 

Figure 4). 

Statistical analysis showed a significant interaction effect 

between body weight and eating- pattern variables on SDPS scale scores 

(F (2, 140) = 9.48; P L .001) (see Figure 4). There was a significant 

main effect of the body weight variable (F (2, 145) = 24.51; p L.. .001) 

(see Figure 5). However, the main effect of the eating pattern vari

able did not reach significance (F (1, 140) = .007; p = .93). The 



TABLE 7 

Analysis of Variance Results: 
Interaction and Main Effects of Body Weight and 

Eating Pattern on Semantic Differential Potency Scale Score 

Source SS df Ms F 

Main Effects 5916.612 3 1972.537 16.34 

Eating Pattern .871 1 .871 .007 
Body Weight 5916.742 2 2958.371 24.51 

Two-Way Interaction 2289.439 2 1144.720 9.48 

Explained 8244.708 5 1648.942 13.66 
Residual 16901.162 140 120.723 
Total 25145.870 145 173.420 

Group Means (N=146) 

Overall 

Group N X 

Underweight 40 49.25 

Normal Weight 62 45.06 

Overweight 44 33.34 

Non-Bulimic 73 43.19 

Bulimic 73 42.16 

Entire Population 146 42.68 

83 

P 

.001 

.932 

.001 

.001 

.001 

SD 

16.97 

7.56 

7.49 

12.36 

14.00 

13.17 
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TABLE 7 (Continued) 

By Body Weight and Bulimia Factors 

Group N X SD 

Underweight 
Non-Bulimic 20 43.40 19.02 
Bulimic 20 55.10 14.92 

Normal Weight 
Non-Bulimic 31 47.35 7.14 
Bulimic 31 42.77 7.98 

Overweight 
Non-Bulimic 22 37.14 7.72 
Bulimic 22 29.55 7.25 
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strength of association measure for this analysis indicated the pro

portion of variance in scores accounted for by the two variables was 

24%. The planned comparisons of group means between the normal 

weight non-bulimic group (normal control group) and the remaining 

eating disordered groups did not reveal an overall significant dif

ference between these two groups (F (1, 140) = .23; P L .05). 

To sum, the analysis of variance performed on SDPS data did 

not confirm the experimental prediction that bulimics, across all weight 

levels, would self-report less potency than non-bulimics. However, 

the predicted relationship was confirmed across two of the three weight 

groups studied. That is, significant inte~action effects showed bulimic 

underweight and bulimic normal weight persons to report a lesser 

degree of potency than their non-bulimic counterparts (low potency 

indicated by high scale score) (see Figure 4). But overweight non

bulimics reported less potency than overweight bulimics when body 

weight alone was considered, underweight persons indicated the least 

amount of potency and overweight persons indicated the most. The 

non-significant results of the planned comparisons between the non

eating disordered and eating disordered groups indicated no overall 

differences between these groups in potency, as measured by the SDPS. 

These results must be evaluated in terms of the SDPS, on 

which scores above the mean of 42 indicate low potency, and scores 

below the mean suggest high potency. When all six groups were ,con

sidered, bulimic anorexics evidenced low potency and bulimic over

weight women evidenced high potency (remaining groups scored about 
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the mean) (see Figure 4). The main effect of body weight showed 

those in the underweight group to have low potency, and those in the 

overweight group, conversely, to demonstrate high potency (see 

Figure 5). 

Results for the analysis of variance performed with SES data 

appear in Table 8. Low SES scores (range 10-40) reflect high self

esteem. Overall group means were: Underweight 24.43; normal weight 

18.58; obese 21.68; bulimic 24.41; and non-bulimic 18.37 (see Fig

ures 7 and 8). Two-factor groups means were: Underweight non

bulimic 20.45; underweight bulimic 30.40; normal weight non-bulimic 

16.61; normal weight bulimic 20.55; overweight non-bulimic 18.95; and 

overweight bulimic 24.41 (see Figure 6). 

Analysis yielded a significant interaction between body weight 

and eating pattern on SES score (F (2, 140) = 3.97; P = .021) (see 

Figure 6). Significant main effects were also found for both the body 

weight (F (2, 140) = 20.17; P ~ .001) (see Figure 7) and eating pat

tern (F (1, 140) = 51. 63; p!:: .001) (see Figure 8) variables. The 

proportion of variance in this dependent measure accounted for by 

body weight and eating pattern was 24%. Statistical analysis comparing 

the mean of the normal weight control group and the mean of the eat

ing disordered groups was not significant (F (1, 140) = -1. 09; 

p ~ .05). 

To summarize SES data, analysis of variance results verified 

the hypothesis that bulimics, across all weight levels, would rate them

selves as having lower self-esteem than non-bulimics. This was shown 



Source 

Main Effects 

Eating Pattern 
Body Weight 

TABLE 8 

Analysis of Variance Results: 
Interaction and Main Effects of 

Body Weight and Eating Pattern on 
Self-Esteem Scale Score 

SS df Ms 

2608.698 3 869.566 

1464.369 1 1464.369 
1144.329 2 572.165 

Two-Way Interaction 225.301 2 112.650 

Explained 2701.692 5 540.338 
Residual 3971.055 140 28.365 
Total 6672.747 145 46.019 

Group Means (N=146) 

Overall 

Group N X 

Underweight 40 25.43 

Normal Weight 62 18.58 

Overweight 44 21.68 

Non-Bulimic 73 18.37 

Bulimic 73 24.41 

Entire Population 146 ·21.39 
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F P 

30.657 .001 

51.626 .001 
20.172 .001 

3.971 .021 

19.050 .001 

SD 

6.87 

4.70 

4.38 

5.08 

6.95 

6.78 
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TABLE 8 (Continued) 

By Body Weight and Bulimia Factors 

Group N X SD 

Underweight 
Non - Bulimic 20 20.45 6.85 
Bulimic 20 30.40 6.89 

Normal Weight 
Non - Bulimic 31 16.61 3.94 
Bulimic 31 20.55 5.45 

Overweight 
Non - Bulimic 22 18.95 3.85 
Bulimic 22 24.41 4.92 
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in the main effect of eating pattern on SES score, where bulimics had 

significantly higher scores than non-bulimics (high scale scores reflect 

low self-esteem) (see Figure 8). The main effect of body weight 

showed underweight persons to self-report the lowest amount of self

esteem (see Figure 'i). Interaction effects were also significant, 

although slightly weaker than main effects, and showed bulimics to 

consistently evidence the lowest amount of self-esteem. In addition, 

underweight and overweight individuals reported lower amounts of 

self-esteem than normal weight persons, with underweight bulimics 

reporting the lowest self-esteem levels. However, there was no con

sistent difference in self-esteem when all the eating disordered groups 

were compared with the single non-eating disordered group studied. 

The mean for the SES is 25, with higher scores suggesting 

low self-esteem and lower scores revealing high levels of this variable. 

Thus, interaction effects showed non-bulimics, across groups, to evi

dence higher self-esteem, along with bulimics of normal weight. 

Bulimic anorexics evidenced low self-esteem, and bulimics in the over

weight category scored about average on this scale (see Figure 6). In 

the main effect of body weight, anorexics' scores reflected average 

self-esteem, while normal and overweight persons' scores suggested 

higher self-esteem (see Figure 7). When the eating pattern variable 

alone was considered, non-bulimics scored as having higher self

esteem, while bulimics scored about average on the SES (see 

Figure 8). In sum, scale scores reflected the overall experimental 

hypothesis that bulimics would evidence low self-esteem. 
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Two separate multivariate analyses of variance (MANOVA's) 

were conducted on MMPI data, with approximately half of the clinical 

subscales considered as separate dependent variables in each instance. 

The first MANOVA addressed the experimental hypothesis that 

the presence of bulimia in any weight category would be signaled by 

depression, hysterical traits, impulse control problems, and deviated 

thought. Thus, the corresponding MMPI subscales of D, Hy, Pd, and 

Sc were considered. Analysis confirmed the predicted relationship of a 

significant main effect of eating pattern (F (1, 137) = 45.63; 

pL. 001), with bulimics scoring higher on the MMPI subscales of D, 

Hy, Pd, and Sc (see Table 9 for cell means). The results for the 

combined dependent variables reflected a fairly strong association with 

the eating pattern variable, accounting for 57% of the variance in test 

scores. Among the variables examined, the relative strength of each, 

in descending order, was: Pd (F (1, 138) = 169.86; pi- .001); Hy 

(F (1, 139) = 78.71; p L .001); Sc (F (1, 137) = 67.03; p,t.. .001); 

D (F (1, 140) = 51.86; P L .001). 

In sum, bulimics evidenced, in order of descending severity, 

significantly more impulse control problems, hysterical traits, deviated 

thought, and depression, as measured by the MMPI, than non

bulimics. Cell means compared to MMPI percentile ranks showed bulim

ics in the under- and over-weight categories to average a Pd score 

above the 70th MMPI percentile. Bulimic anorexics scored above the 

70th percentile on Hy and Sc. Bulimic overweight women scored above 

the 70th percentile on D. This pattern of results suggest the 



MMPI 
Variable 

D 
X 
SD 

Hy_ 
X 
SD 

Pd 
X 
SD 

Sc 
X 
SD 

TABLE 9 

Multiple Analysis of Variance Results: 
Means for MMPI Variables of D, Hy, Pd, and Sc 

By Body Weight and Eating Pattern Group 

BULIMIC NON-BULIMIC 

Underweight Normal Weight Overweight Underweight Normal Weight Overweight 
_(N=20) (N=31) (N=22) (N=20) (N=31) 

24.65+1 24.65+1 30.00+3 15.30-1 19.87-1 

5.50 6.21 6.22 7.38 5.21 

33.75+3 24.97+1 24.09+1 15.90-1 21.65+1 

4.20 4.81 3.99 5.35 5.11 

37.25+3 26.29+2 31.05+3 14.45-2 20.84+1 

6.05 4.25 3.17 6.15 4.57 

51. 75+3 33.25+2 32.73+2 25.25+1 25.26+1 

8.15 8.05 8.27 7.40 6.05 

:~score between mean and 1 SD above mean on MMPI (50th to 60th percentile). 
+3Score between 1 and 2 SD above mean on MMPI (60th to 70th percentile). 
_lScore above 2 SD above mean on MMPI (above 70th percentile). 
_2Score between mean and 1 SD below mean on MMPI (50th to 40th percentile). 
_3Score between 1 and 2 SD below mean on MMPI (40th to 30th percentile). 

Score below 2 SD below mean on MMPI (below 30th percentile). 

(N=22) 

21. 41+1 
5.76 

22.00+1 

4.53 

24.55+2 

5.05 

31.68+2 

10.74 

co 
0) 
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MANOVA results to reflect true psychopathology as measured by the 

MMPI. 

The second MANOVA examined two hypotheses regarding the 

relationship between the independent variables and the remaining MMPI 

subscales of Pt, 8i, Ma, Pa, Hs, and Mf (value reversed for statistical 

purposes) . 

The first hypothesis predicted a significant main effect of 

body weight, with anorexics evidencing greater degrees of obsession

ality, social introversion, mania, paranoia, preoccupation with somatic 

concerns, and a traditional view of femininity (as measured by the 

above corresponding subscales). Overall results verified the expected 

relationship (F (1, 135) = 7.90; p L.. .001) (see Table 10 for cell 

means), with 40% of the variance in the independent variables ac

counted for by the subscales. However, examination of significance of 

each variable revealed that the predicted relationship was only sig

nificant for, in descending order of strength, 8i (F (1, 135) = 15.81; 

P L.. .001), and Hs (F (1, 140) = 2.66; P = .07) subscales. The sta

tistically strongest relationship, found for variable Mf (F (1, 135) = 

24.08; p L.. .001) was significant, but in the opposite direction pre

dicted. That is, anorexics were found to demonstrate less femininity 

than non-anorexics (as shown by higher MMPI Mf values). 

To clarify, the significance of Mf, 8i, and Hs subscales was 

great enough to produce spurious significant overall results, as the 

Pt, 8i, and Pa scales did not reach significance. In sum, the hypothe

sized relationship was verified, but only for the 8i, and Hs subscales 



MMPI 
Variable 

Hs 
X 
SD 

Mf* 
X 
SD 

Pa 
X 
SD 

Pt 
X 
SD 

Ma 
X 
SD 

TABLE 10 

Multiple Analysis of Variance Results: 
Means for MMPI Variables of Hs, Mf, Pa, Pt, Ma, and Si 

By Body Weight and Eating Pattern Group' 

BULIMIC NON-BULIMIC 

Underweight Normal Weight Overweight Underweight Normal Weight 
(N=20) (N=31) (N=22) (N=20) (N=31) 

18.95+2 18.27+2 14.00+1 14.90+1 12.97-1 

3.14 5.90 2.64 8.51 3.98 

14.50+3 39.35-1 39.64-1 32.80-1 34.900 

4.49 3.87 5.63 6.44 15.42 

14.40+2 12.35+2 12.55+2 13.00+2 12.55+2 

3.33 4.58 2.97 3.43 12.84 

38.50+3 32.23+2 34.32+2 21.55-1 28.61+1 

6.91 5.92 5.83 10.93 10.92 

23.40+2 24.32+2 18.05+1 22.70+2 20.74+1 

3.79 4.52 4.29 5.42 3.89 

Overweight 
(N=22) 

14.73+1 

4.29 

37.64-1 

7.41 

11.32+1 

4.25 

29.14+1 

7.27 

24.55+2 

3.51 

co 
00 



MMPI 
Variable 

Si 
X 
SD 

TABLE 10 (Continued) 

BULIMIC NON-BULIMIC 

Underweight Normal Weight Overweight Underweight Normal Weight Overweight 
(N=20) (N=31) (N=22) (N=20) (N=31) (N=22) 

24.15-1 24.55-1 31.82+1 46.10+2 24.87-1 25.090 

4.85 9.33 11.39 7.15 10.09 12.06 

*Value in table is true value, although this scale was reversed for statistical purposes. 

:~score between mean and 1 SD above mean on MMPI (50th to 60th percentile). 
+3Score between 1 and 2 SD above mean on MMPI (60th to 70th percentile). 
-1 Score above 2 SD above mean on MMPI (abov~ 70th percentile). 
_2Score between mean and 1 SD below mean on MMPI (50th to 40th percentile). 
_3Score between 1 and 2 SD below mean on MMPI (40th to 30th percentile). 
o Score below 2 SD below mean on MMPI (below 30th percentile). 

Score at scale mean. 

co 
co 
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(from most to least strong). Female anorexics were shown to self

report a less traditional view of femininity, more social introversion, 

and a greater preoccupation with somatic concerns than normal- and 

over-weight women. 

However, a slightly different pattern of results is discerned 

when these scores are examined in terms of Ml\1PI percentile rank. On 

the Mf variable, bulimic anorexic scores averaged 3 standard deviations 

above the l\1MPI mean, while non-bulimic anorexics scored comparable 

with other anorexics (between 1 and 2 standard deviations below MMPI 

mean) • On Si, restricter anorexics scored as significantly socially

introverted, while bulimic anorexics scored similar to other groups 

(between 1 and 2 standard deviations below the MMPI mean). On Hs, 

both underweight and normal weight bulimics scored between 1 and 2 

standard deviations above the MMPI mean. Thus, the statistically sig

nificant relationships discovered appear to hold clinically for bulimic 

anorexics who reported hypo-femininity, restrictor anore:A'ics who 

reported high social-introversion, and bulimics of low and normal 

weight who reported a high degree of somatic concern. 

The second hypothesis addressed by the second MANOV A 

predicted a significant interaction effect between the independent 

variables and the dependent MMPI variables of Pt, Si, Ma, Pa, Hs, 

and Mf (scale reversed). Specifically, non-bulimic (restrictor) 

anorexics were expected to demonstrate a greater degree of obsession

ality, social introversion, mania, paranoia, preoccupation with somatic 

concerns, and traditional femininity than bulimic anorexics. 
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Again, results obtained were spurious, as overall results con

firmed the hypothesis (F (1, 135) = 17.02; p"- .001; n2 = .58) (see 

Table 7 for cell means). The relationship was significant for the Pt, 

Si, Ma, Hs, and Mf variables, but not the Pa variable. The signifi

cant Variables, in descending order of strength were: Mf (F (2, 

139) = 37.21; pi-.OOl), Si (F (2,135) = 23.65; pL .001), Ma (F (2, 

136) = 18.34; P L .001), Pt (F (2, 137) = 8.62; P L .001), and Hs 

(F (2, 140) = 4.74; P L- .001). However, the direction of significance 

for the 1\1 a , Pt, and Hs variables was not the one hypothesized. 

Thus, differences between anorexics on Mf and Si were in the 

direction predicted, with restrictor anorexics demonstrating a sig

nificantly more traditional view of femininity, and significantly greater 

social introversion. Differences in the opposite direction predicted for 

Mn, Pt, and Hs revealed restrictor anorexics to score significantly 

lower on these scales than their bulimic counterparts, thus evidencing 

less mania, less obesssionality, and fewer somatic concerns. 

These differences between restrictor and bulimic anorexics 

examined in terms of MMPI percentile rank showed the significant dif

ference on the Mf variable to be due to the hypo-femininity demon-

strated by bulimic anorexics, while non-bulimic anorexics scored at the 

average of other groups scored on this variable. Thus, the most 

clinically relevant average score on this variable was achieved by the 

bulimic anorexic group, at 3 standard deviations above the MMPI mean. 

The distinction between these two groups on the Si variable appeared 

to be clinically meaningful as restrictor anorexics scored in the 
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60th-70th percentile range, while bulimic anorexics scored in the 

40th-50th percentile, as did all other groups. While restrictor ano

rexics were less manic than bulimic anorexics, this difference did not 

distinguish these groups in terms of. MMPI percentile rank. Differ

ences on the Pt variable were clear in terms of the l\U\lPI, with bulimic 

anorexics scoring highest on this variable (3 standard deviations above 

mean) and restrictor anorexics lowest (up to 1 standard deviation 

below mean). Both restrictor and bulimic-anorexic groups scored 

above the MMPI mean on the Hs variable, between the mean and 1 

standard deviation above the mean, and between 1 and 2 standard 

deviations above the mean, respectively. 

Finally, two discriminant functions analyses (DFA's) were 

performed to determine which of the dependent measures, the I-E 

scale, the SDPS, the SES, and the ten MMPI subscales, were the best 

predictors of membership in the body weight and eating pattern groups 

studied. DFA is. a least-squares linear technique which weights and 

linearly combines discriminating variables (in this instance, the 

dependent measures) in such a way as to maximize the separation of 

groups (in this instance, the six population samples). Functions are 

derived from which the analysis Elnd classification aspects of this 

statistical tool are performed. This study hypothesized that the DFA 

would reveal locus of control (I-E scale scores) to be the best 

predictor of group membership. 

Results of the first DFA which considered the prediction to 

weight category (anorexic, normal weight, obese) based on the 13 
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dependent measures did not confirm this hypothesis. Two significant 

functions were derived (Function 1, canonical correlation = .79, 

P .001, n2 = .62; Function 2, canonical correlation = .54, P ~ .001, 

n2 = .29), utilizing all variables entered except Hy and Pd, which 

were dropped from analyses due to their non-significant predictive 

relationship to weight group membership. The variance explained by 

the first function was 62% and the second function accounted for 29% of 

the remaining variance. Thus, the combined functions accounted for 

91% of the between-group variability. 

The first function maximally discriminated the underweight 

group from the other groups. That is, anorexics differed from normal 

weight and obese women in that their mean group score on all vari

ables measured, except D, Pt, and Ma. were higher. The second func

tion discriminated maximally between normal and overweight groups, 

with overweight persons averaging lower scores on all dependent vari

ables, except Pt, Sc, Ma, Si, and Hs (see Table 11 for group means 

from which functions were derived). 

To clarify, the DFA performed between weight groups yielded 

two functions. The first, which accounted for the majority of vari

ability between groups, distinguished anorexics from the remaining two 

weight categories. Anorexics were shown to demonstrate (in descend

ing order of significance) comparatively: lower depression (D), lower 

somatic concern (Pt), higher social introversion (Si), greater deviated 

thought (Sc). lower self-esteem (higher SES). lesser femininity 

(higher Mf). lower potency (higher SDPS). lower mania (Ma). higher 
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TABLE 11 

Discriminant Function Analysis: 
Means by Weight Group 

Variable Group 

Underweight (N=40) Normal Weight (N=62) Obese (N=44) 

X SD X SD X SD 

I-E Scale 13.43 4.82 9.47 4.72 8.95 4.96 

SDPS 49.25 17.86 45.06 7.85 33.34 8.34 

SES 25.43 8.46 18.58 5.12 ~1.68 5.16 

Hs 16.93 6.65 15.61 5.66 14.36 3.54 

D 19.98 7.98 22.26 6.17 25.71 7.32 

Hy* 24.81 10.21 23.31 5.20 23.05 4.35 

Pd* 25.85 13.02 23.56 5.17 27.80 5.32 

Mf** 26.65 13.47 37.13 11.38 38.64 6.58 

Pa 13.70 13.41 12.45 9.56 11.93 3.68 

Pt 30.03 12.45 30.42 8.90 31.73 7.02 

Sc 38.50 15.46 29.27 8.14 32.21 9.49 

Ma 23.05 4.63 22.53 4.55 21.30 5.08 

Si 35.63 12.21 24.71 9.64 28.45 12.08 

*Removed from analysis due to non-descriminative power. 

**True Scale Value. 
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external control (higher I-E), higher somatic concern (Hs), and higher 

paranoia (Pa). Examining the group means in the context of the mean

ing of scale scores, anorexics demonstrated: High social introversion, 

a very high degree of thought disorder, a low degree of femininity, 

low potency, high mania, and high paranoia. Remaining scale scores 

fall in average range. 

The second function in this analysis, accounting for a fair 

amount of the remaining variability between groups, differentiated be

tween the normal- and over-weight groups. Over-weight persons were 

shown to demonstrate (in descending order of importance): Lower 

thought disorder (Sc), greater potency. (lower SDPS), higher self

esteem (low SES), higher somatic preoccupation (Hs), higher external 

control (I-E), higher paranoia (Pa), lower social introversion (Si), 

higher mania (Ma), lower obsessionality (Pt) , higher depression (D), 

and lower femininity (Mf). Interpreting these results in the context of 

the meaning of scale scores showed the obese women to demonstrate: 

High thought disorder, greater than average potency, slight external 

control, a fairly potent self-evaluation, high paranoia, high mania, 

some obsessionality, high depression, and slightly above average 

femininity (remaining scores fall in average range). 

Overall, 76.03% of the cases considered by the first DFA were 

correctly classified. For the anorexic group, 85.0% of the cases were 

correctly predicted as belonging to the anorexic group. However, 

7 • 5% of the anorexic cases were mispredicted as belonging to the 

normal weight group and another 7.5% were incorrectly assigned to the 
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overweight group. For the normal weight group, 79.0% of the cases 

were correctly classified, with 3.2% incorrectly assigned to the under

weight category, and 17.7% misassigned to the overweight group. For 

the overweight group, 63.6% of the cases were correctly predicted, 

with no cases incorrectly assigned to the und'erweight category and 

36.4% mispredicted as belonging in the normal weight group. 

Thus, the dependent variables in this DFA yielded an overall 

very high percentage of correct group classification. The variables 

most successfully classified underweight and normal weight cases, and 

classified overweight persons with only moderate success. This sug

gests that the dependent measures employed discriminate underweight 

and normal weight cases best, and overweight cases only moderately. 

The second DFA conducted examined prediction to eating pat

tern category based upon the same thirteen dependent measures: I-E 

scale, SDPS, SES, and the ten MMPI clinical subscales. Results did 

not confirm the hypothesis that locus of control (I-E scale) would be 

the best predictor of group membership. One significant function was 

derived (Function 1, canonical correlation = .70; pL... 001, n = .49), 

utilizing all entered variables except Hs, Hy, Mf, Pt, Sc, and Ma, 

which were removed from analysis due to their non-significant 

predictive power to eating pattern category. The single function 

accounted for 49% of the between-group variability. 

The function derived maximally discriminated non-bulimic 

women from bulimic women on the dependent measures employed (see 

Table 12 for group means). Overall, bulimic women were shown to 
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average higher scores than non-bulimic women except on the SDPS and 

Si (see Table 12 for group means from which the function was de

rived). Bulimics were shown to demonstrate (in descending order of 

significance) comparatively: Greater introversion (Si) , greater 

depression (D) , greater potency (lower SDPS), lower self-esteem 

(higher SES), and more paranoia (Pa). Comparing group means on 

these measures to the clinical meaning of scale scores, non-bulimics 

demonstrate: A very high degree of impulse control problems, high 

depression, and high paranoia (remaining scores fall in average range 

for that scale). 

Overall, 80.14% of the cases examined were correctly classified 

by the variables employed in this analysis. For the non-bulimic 

group, 79.5% of the cases assigned to that group were correctly classi

fied, and 20.5% of non-bulimics were incorrectly classified as bulimics. 

For the bulimic group, the percentage of cases correctly assigned was 

80.8%, with 19.2% of bulimics misclassified as non -bulimics. Thus. the 

dependent variables in this DFA yielded a very high successful classi

fication rate, overall, and for each of the two eating pattern groups 

considered. 

The discriminant function analyses did not address the ques

tion of which dependent variables would be the best predictors of 

group membership considering all six body weight and eating pattern 

groups, due to the statistical problems inherent in this kind of 

analysis (Tabachnick & Fidell, 1983). However, it may be speculated 

that the variables I-E, SDPS, SES, D, Pa, and Si would likely have 
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TABLE 12 

Discriminant Function Analysis: 
Means by Eating Pattern 

Variable Group 
Bulimic Non - Bulimic 

X SD X SD 

I-E Scale 12.12 4.99 8.67 4.22 

SDPS 42.16 14.00 43.19 12.36 

SES 24.41 6.95 18.37 5.08 

Hs* 17.16 4.86 14.03 5.65 

D 26.26 6.44 19.08 6.41 

Hy* 27.11 5.99 20.18 5.61 

Pd 30.73 6.36 20.21 6.42 

Mf* ** 32.63 12.11 36.79 11.36 

Pa 12.97 3.88 12.30 8.81 

Pt* 34.58 6.61 26.84 10.36 

Sc* 38.18 11.62 27.19 8.49 

Ma* 22.18 5.03 22.43 4.50 

Si 26.90 9.54 30.75 13.73 

*Removed from analysis due to non-discriminative power. 

**True scale value. 
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been of importance, as these were the common variables of significance 

in both the body weight and eating pattern discriminant function 

analyses conducted. 



CHAPTER 5 

DISCUSSION 

Chapter 4 presented the results of statistical analyses con

ducted. The purpose of Chapter 5 is to clarify the meaning of results 

obtained, ·and to discuss the theoretical, treatment, and research 

implications of this study. 

Discussion of Results 

To review, this study hypothesized body weight and eating 

pattern to be important discriminators of psychological characteristics 

among eating disordered groups. Bulimic and non-bulimic women from 

underweight, normal weight, and overweight categories were examined. 

From the theoretical and research literature reviewed, ten specific hy

potheses were formulated in Chapter 3 which centered on the psycho

logical characteristics of locus of control, personal potency, self

esteem, and psychopathology. The relative importance of these vari

ables in the disorders studied was also addressed. 

The investigation of locus of control showed bulimics to 

self-report a statistically greater degree of external locus of control, 

as predicted. Of all the groups studied, bulimic anorexics reported 

the greatest degree of external locus of control. This result supports 

earlier research showing bulimic anorexics to report a greater degree 

of external locus of control than restricter anorexics (Hood, et aI., 

110 
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1982). In addition, Schnaps and Shisslak (1984) recently found bu

limic anorexics to report a greater degree of external locus of control 

than other eating and addictive disordered groups studied. Over

weight persons did not demonstrate an external locus of control, in 

direct contradiction of Schacter's externality theory (1968). 

In evaluating the findings of research for clinical usefulness, 

external validity is critical. External validity is the extent to which 

results can be generalized to the clinical situation. In this descriptive 

analysis of eating disorders, a salient dimension of external validity 

might be to what extent statistical differences between groups repre

sent actual clinical and qualitative differences. 

This is an issue in the locus of control analysis, as only 

bulimic anorexics scored well-above the scale's mean. Using this stan

dard, they were the only group to demonstrate a high degree of ex

ternal locus of control. Thus, the statistical results showing all 

bulimics to evidence a greater degree of external locus of control might 

be construed as clinically misleading. 

However, there have been numerous self-reports of bulimics 

losing control during binging episodes (Bruch, 1981). In addition, 

among the bulimic and non-bulimic obese there have been similar re

ports as well as documentation of susceptibility to external eating cues 

(Bruch, 1981; Loro & Orleans, 1981; Stunkard, 1959). Thus, statis

tical results might be viewed as valid, and Rotter's Internal-External 

Locus of Control Scale (1966) seen as relatively insensitive, given its 

measurement of generalized expectancies (Rotter, 1966). Conversely, 
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the loss of control experienced by most bulimics and obese persons 

might be transitory or limited only to food, and thus not appropriately 

measured by the instrument in this study. 

Personal potency, a central concept in Bruch's (1981, 1973, 

1975) theoretical formulation of eating disorders, was. assessed by the 

Semantic Differential Potency Scale (SDPS). The prediction was that 

bulimics would report less potency than non-bulimics. A significant 

interaction effect confirmed the prediction for bulimic underweight and 

normal weight persons. 

A trend observed in the remaining analyses on the potency 

variable suggests an experimental confoundment. In both statistical 

and qualitative analyses of scale scores, underweight women tended 

towards low potency and overweight women tended towards high 

potency. Thus, the body weight variable may have been confounded 

with the SDPS. 

The potency variable was conceptualized as analogous to 

Bruch's (1981) "paralyzing sense of ineffectiveness" (p. 216). More 

descriptively, eating disordered persons: 

. • . suffer from an overriding, all-pervasive sense of ineffec
tiveness, of not being in control of their bodies and bodily 
functio~s ,_ of mistrusting as pretense or fraudulence any 
thoughts or feelings originating within themselves. (Bruch, 
1982, p. 1536) 

Since Osgood (1952) defined potency as a sense of personal power, the 

SDPS seemed an appropriate antithetical measure of Bruch's (1982, 

1981) ineffectiveness concept. 
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However, scale items were apparently more concretely inter

preted by subjects than expected. Some adjective-descriptors, such 

as large-small, heavy-light, thick-thin, and wide-narrow, may have 

been viewed as weight-related. Thus, endorsement by overweight 

women of the first adjective in each of these pairs would have resulted 

in scores of high potency, the opposite of predicted results. Con

versely, anorexics' endorsement of the second adjective in each pair 

would account for the statistical significance obtained. Thus, the 

trend in the data suggests measurement of potency was confounded by 

the scale used. To more accurately assess Bruch's (1982, 1981) hy

pothesis of personal ineffectiveness, clearer conceptualization of this 

variable and a more appropriate measurement device is recommended. 

Of all the analyses conducted, the examination of self-esteem 

yielded the most consistent results. The experimental hypothesis that 

bulimics, across all weight levels, would report lower self-esteem than 

non-bulimics was confirmed by both main and interaction effects. 

When body weight alone was considered, anorexics evidenced the low

est self-esteem, and obese women also tended to report low self

esteem. Both this study and a recent study conducted by Schnaps 

and Shisslak (1984) found bulimic anorexics to report the lowest 

self-esteem and all eating disordered groups to report lower self

esteem than normal controls. Furthermore, qualitative analysis of 

scores in the context of the Self-Esteem Scale (Rosenberg, 1965) scor

ing system lent validity to these statistical differences. Thus, results 

may be generalized to the clinical situation. 
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Self-esteem is a construct addressed or subsumed by most 

theoretical explanations of eating disorders (Bruch, 1973; Garfinkel & 

Garner, 1982). Thus, results lend experimental verification to the 

view that eating disordered persons suffer from self-esteem deficits. 

The specific pattern of results suggest this to be true for what are 

generally considered to be the more pathological eating disorders, that 

is, anorexia and bulimia. It is suggested that self-esteem is lowest in 

these disorders due to the common element of self-castigation. For 

bulimics this element is diagnostically inherent and has been docu

mented by self-reports (Loro & Orleans, 1981; Stunkard, 1959a). For 

anorexics, this element has been implied in clinical accounts of per

fectionism and obsessive traits (Bruch, 1973; Halmi, 1974; Kay & 

Leigh, 1954). 

Psychopathology, as measured by the MMPI, was assessed 

through two major data analyses. The first confirmed the experimental 

hypothesis that the presence of bulimia in any weight category would 

signal a pattern of psychopathology evidenced by impulse control prob

lems, hysterical traits, deviated thought, and depression. Significant 

elevations were thus noted on the MMPI subscales of Pd, Hy, Sc, and 

D, in descending order of severity. Comparison of cell means to MMPI 

percentile ranks suggested statistical results to reflect real clinical 

differences. 

The results also lend internal consistency to this study when 

compared to the locus of control results previously discussed. 

Casper, et al., (1980) reasoned that anorexics and bulimics essentially 
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differ in the realm of self-control. Bulimics were found to demonstrate 

failure in non-consummatory realms and to have elevated scores on the 

MMPI's psychopathic deviate scale. Thus, bulimics' elevated Pd scores 

in this study suggest the statistically significantly higher degree of 

external locus of control scores reflect a true external locus of control 

orientation. Furthermore, Casper, et al., (1980) also found bulimic 

anore}..ics to have elevated MMPI scot'es on D and Sc subscales. 

The results of this study regarding psychopathology associ

ated with bulimia are also consistent with a recent study comparing the 

MMPI profiles of non-bulimic anorexics, bulimic anorexics, and bulimics 

of normal weight (Norman & Herzog, 1981). The psychopathic deviate 

(Pd) scale was elevated for both bulimic groups. All groups also were 

elevated on the depression (D) and schizophrenia (Sc) subscales. The 

results of this study contradict research conducted by Schnaps and 

Shisslak (1984) which found bulimics to have significantly lower scale 

elevations on the MMPI than bulimic anorexics and bulimic anorexics 

with drug and alcohol problems. 

The second MMPI analysis which compared anorexic (non

bulimic and bulimic) scores to other groups and restricter to bulimic 

anorexics yielded less clear results. In the comparison of anorexics to 

other groups, anorexics were found to have significantly higher Si and 

Hs subscales. However, examining MMPI percentile ranks showed only 

restricter anorexics to score significantly higher on Si. Both anorexic 

and normal weight bulimics scored high on Hs. The most unexpected 

result was the hypo-femininity, as measured by the MMPI interest 



116 

scale, reported by bulimic anorexics, directly contradicting much re

search showing the anorexic population to have hyper-feminine inter

ests, as measured by the MMPI (Norman 81 Herzog, 1983). This resul~ 

also contradicts recent research conducted by Schnaps and Shisslak 

(1984) reporting no significant differences between bulimics and bulimic 

anore}..ics on the Ml\IPI Mf scale. 

The analysis comparing restricter and bulimic anorexic MMPI's 

found the most clinically meaningful differences to be: (1) The hypo

femininity of bulimic anorexics, (2) the social introversion of restricter 

anorexics, (3) the obsessionality (Pt) of bulimic anorexics, and (4) the 

relatively high preoccupation with somatic concerns (Hs) demonstrated 

by both anorexic groups. 

Overall, these results confirm some, but not all of the differ

ences found between restricter and bulimic anorexics in earlier 

research. 

Results support previous anecdotal and experimental literature 

suggesting restricter anorexics to be more socially introverted than 

bulimic anorexics (Bruch, 1973; Casper, et al., 1980; Schnaps & 

Shisslak, 1984; Strober, 1981; Russell, 1979). The obsessionality 

evidenced by the bulimic anorexic women in this study confirms the 

results of earlier research reporting an elevated Pt scale in Wallach 

and Lowenkopf (1984), who reported on bulimics (Pyle, et al., 1981; 

Wallach & Lowenkopf, 1984). The relatively high preoccupation with 

somatic concerns found in both anorexic groups does not confirm the 

assertion that bulimic anorexics and restricter anorexics can be 

differentiated on this variable, with bulimic anorexics demonstrating 
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. significantly greater bodily concerns (Beumont, et al., 1981; Casper, 

et al., 1980; Russell, 1979; Schnaps & Shisslak, 1984). 

In general, the results regarding psychopathology in the eat

ing disordered groups studied address the larger issue of eating pat

tern and body weight as discriminators of psychological characteristics. 

Clearly, bulimia (eating pattern) differentiated between groups in 

terms of psychopathology with more precision than did the variable of 

body weight. This was shown by the greater number of variables 

(MMPI subscales) which differentiated bulimics from non-bulimics. In 

addition, statistical differences between bulimics and non-bulimics on 

MMPI subscales was shown to more consistently suggest valid and mean

ingful clinical differences when MMPI percentile ranks were examined. 

That bulimia was a better predictor of psychopathology than 

body weight has implications for the issue of heterogeneity vs. 

homogeneity in eating disorders. Recently, this issue has become more 

prominent in the literature. Holmgren, Norring, and Rosmark (1983) 

observed that anorexic patients were less "typical" than those previ

ously observed. Swift and Stern (1982) asserted anorexics to be 

psychodynamically heterogeneous and to be classifiable into three sub

types. This study supports the observation that anorexics are a less 

homogeneous group than once thought to be. Instead, it seems the 

variable of bulimia, rather than body weight, has greater diagnostic 

usefulness. 
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Furthermore, this study has shown bulimics, across all weight 

categories, to be more similar than diverse in terms of psychopathology 

exhibited. This supports the view that the normal weight bulimic is 

psychologically similar to the bulimic anorexic (Katzman & Wolchik, 

1984; McKeon & Shisslak, 1984: Pyle, et a!., 1981). This study does 

not support the linear continuum model of anorexia and bulimia, which 

views bulimia in normal weight persons as a relatively mild disorder 

(Dunn & Ondercin, 1981; Johnson, et al., 1982; Lemberg, 1984; 

Schnaps & Shisslak, 1984). 

The discriminant function analyses were conducted to deter

mine which dependent measures employed in this study were the best 

predictors of group membership. One examined this question accord

ing to body weight group membership, the other according to eating 

pattern. Neither of the analyses confirmed the experimental prediction 

that locus of control would be the best predictor of group membership. 

However, it was speculated that locus of control along with self

esteem, depression and social introversion were the common discrimi

native variables for all six eating disordered groups, as both analyses 

had these variables in common. 

Perhaps the most significant finding of the discriminative 

function analysis was the diversity of variables needed to discriminate 

among these groups. This implies that the variables in this study, 

locus of control, potency, self-esteem, and psychopathology variables, 

were not among the universal factors which characterize eating disor

dered persons. Alternatively, it might be argued that eating 
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disordered persons are typified by psychological diversity, rather than 

similarity, as this has been argued in the field of obesity (American 

Psychiatric Association, 1980; Bruch, 1973; Stunkard, 1959a) • 

Clearly, further research is needed to clarify this issue. 

Final Conclusions 

To conclude, the results of this study showed the variables 

of locus of control, self-esteem, and psychopathology as measured by 

the MMPI to be significant variables in the study of eating disordered 

persons. This was shown by the sizable proportion of variance in 

data accounted for by these variables, as well as statistical signifi

cance obtained throughout analyses. Of all the variables examined, 

locus of control, self-esteem, depression, and social introversion 

appear to be the important psychological characteristics which differ

entiate the six eating disordered groups from each other. 

Summarizing from results obtained, women in the eating disor

dered groups examined were shown to demonstrate the following psycho

logical characteristics: (1) Non-bulimic anorexics--an external locus of 

control, low self-esteem, and hysteria; (2) Bulimic anorexics--the 

greatest external locus of control, the lowest self-esteem, psychopathic 

deviance, hysteria, thought deviation, depression, a preoccupation 

with somatic concerns, and hypo-femininity; (3) Normal weight bulim

ics--an external locus of control, low self-esteem, psychopathic devi

ance, hysteria, thought deviation, and depression; (4) Non-bulimic 

obese--Iow self-esteem; and (5) Bulimic obese--Iow self-esteem, an 

external locus of control, thought deviation, and depression. 
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Of these groups, bulimic anorexics clearly evidenced the 

greatest number of, and severity of, psychological c·omplaints. Lend

ing face validity to this study was the finding that the non-bulimic 

normal weight control group reported no psychological complaints. Of 

the five eating disordered groups, the non-bulimic obese reported only 

low self-esteem as a psychological complaint. 

There are several important implications to be drawn from this 

investigation. First, non-bulimic obese women were relatively free of 

psychological pathology. This suggests that simple obesity, uncom

plicated by bulimia, is not a psychological disorder. This supports 

the stance of the American Psychiatric Association (1980) and others 

that have emphasized the psychological uniqueness of the obese 

(Bruch, 1973; Weinberg, et al., 1961; Stunkard, 1959a). 

Second, bulimia, acro~s all weight categories, was associated 

with an external locus of control, low self-esteem, psychopathic devi

unce, hysteria, thought disorder, and depression. Clearly, this study 

has shown bulimia to be a better predictor of the psychological charac

teristics of women than body weight. In part, the association of psy

chiatric symptoms with bulimia is to be expected, as bulimia itself is an 

acknowledged psychiatric disorder (American Psychological Association, 

1980). However, the significance of this study is that it is the first 

known investigation of the bulimia variable across all weight ranges. 

Thus, the impact of bulimia regardless of body weight was emphasized. 

Furthermore, there was little variability in the symptoms associated 

with bulimia across weight categories, emphasizing the stability of the 
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symptom constellation associated with the disorder. A related and 

third major implication of this study is that it supports the view that 

the normal weight bulimic is psychologically similar to the bulimic 

anorexic. Results imply that treatment for bulimia be uniformly 

applied, regardless of body weight. 

Given the results of this study, it is suggested that future 

research be conducted on bulimia. The discriminant function analyses 

which discriminated between bulimic and non-bulimic women found 

bulimics to evidence lower self-esteem and greater levels of social 

introversion, depression, and paranoia. Thus, the analysis of vari

ables in this study did not yield a single, unifying psychological char

acteristic of bulimics. One suggestion is that the possibility of a uni

fying psychological characteristic of bulimics be investigated. Another 

suggestion is that the topography of bulimia (i. e., vomiting vs. 

laxative abusing) and its impact on pathology associated with the dis

order be studied. Another direction for future research is the com

parison of bulimic personality characteristics with those of other diag

nostic categories which have been suggested to be related, such as 

addictive disorders and borderline personality disorder (Garfinkel & 

Garner, 1982). 

In perspective, this research has been important primarily by 

design, being the first known attempt to investigate the psychological 

characteristics of all three weight categories of eating disordered 

persons. To do so, a previously unattempted literature review was 

required, synthesizing and distilling the personality characteristics 
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thought to be common to all eating disordered categories. The primary 

contribution of this study has been to further delineate and describe 

the personality characteristics of eating disordered persons across all 

weight categories. However, Small (1984) has recently criticized the 

results of studies using objective testings in the field of eating dis

orders. As such, this study is limited in that results do not directly 

apply to the areas of the etiology, treatment, and prognosis of eating 

disorders. Small (1984) has suggested that more clinically useful in

formation may be obtained from the use of projective test data, par

ticularly in the area of ego weakness and deficits. Thus, a final 

suggestion is that future research be conducted by using projective 

tests, with the goal of exploring the psychological dynamics of eating 

disordered persons. 
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APPENDIX B 

QUESTIONNAIRE 

Please answer the following questions truthfully". Your responses will 

be confidential. At no time will your name be associated with your 

answers. 

PART ONE 

(1) Today's date: 

(2) Birthdate: 

(3) Age: 

(4) Current weight: 

(5) How long have you been within 5 pounds of this weight? 

(6) Height (without shoes): 

(7) What is the most you have ever weighed? 

(8) What is the least you have weighed at your current height? 

(9) Circle the educational grade level you have completed: High 
school: (1) freshman, (2) sophomore, (3) junior, ( 4) senior. 
College: (5) freshman, (6) sophomore, (7) junior, (8) senior. 
Graduate school: (indicate year completed) ________ _ 

(10) To which ethnic group do you belong? (1) White, (2) Mexican 
American, (3) Black, (4) Other (indicate) 

(11) Estimate your yearly family income: (1) less than $10,000, 
(2) $10,000-$19,000, (3) $20,000-$29,000, (4) $30,000-$39,000, 
(5) $0,000-$49,000, (6) greater than $50,000 

(12) Have you ever sought help for eating problems? (1) yes, (2) no 
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PART TWO 

Definition: An eating binge is the rapid consumption of a large 
amount of food in a discrete period of time, usually less 
than two hours. 

Please answer the following questions, keeping the above definition in 
mind. 

(13) Do you binge eat once a week or more? (1) yes, (2) no 

If you answered yes to question 13, answer the remaining questions. 

(14) During a binge, do you eat high calorie, easily eaten foods? 
(1) yes, (2) no 

(15) During a binge, do you try to hid your eating from others? 
(1) yes, (2) no 

(16) How are your eating binges stopped? (1) abdominal pain, 
(2) sleep, (3) people interrupting, ( 4) self-induced vomiting, 
(5) other (describe) 

(17) Do you try to lose weight by any of the following methods? 
(1) strict diets, (2) self-induced vomiting, (3) laxatives, 
( 4) diuretics, (5) do not use any of the above methods to lose 
weight 

(18) Has your weight ever fluctuated greater than ten pounds due to 
binging and fasting? (1) yes, (2) no 

(19) Does your binging seem abnormal to you? (1) yes, (2) no 

(20) During a binge, are you afraid you will not be able to stop eat
ing? (1) yes, (2) no 

(21) Which of the following describes your feelings after binging? 
(1) I feel neutral, (2) I am moderately upset, (3) I hate myself, 
( 4) other (specify) 

(22) Which of the following describes your feelings after a binge? 
(1) not depressed at all, (2) mildly depressed, (3) moderately 
depressed, (4) very depressed 

(23) How frequently do you binge? 
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(24) How often after a binge do you make yourself vomit? (1) never, 
(2) rarely, (3) sometimes, (4) usually, (5) every time 

(25) How often after a binge do you use laxatives? (1) never, 
(2) rarely, (3) sometimes, (4) usually, (5) every time 

(26) How long have you been binge eating more than once a week? 

(27) Have you binged within the last 24 hours? (1) yes, (2) no 

Please feel free to comment on your binging, or this questionnaire, 
below. 
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