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ABSTRACT 

The present study investigated associations between diagnostic group and 

perception of family functioning. Forty-three female subjects (9 anorectics, 

8 

20 bulimics, and 14 substance abusers) were administered the Family Environment 

Scale. Since substance abusing subjects were found to be significantly older than the 

other two groups, scores on the Family Environment Scale were corrected for age 

using a regression procedure. Logistic regression was then used to predict group 

membership from scores on the Family Environment Scale. Results showed that 

bulimics rate their families higher on active/recreational orientation than anorectics. 

Bulimics also rate their families higher on achievement orientation than substance 

abusing subjects. No significant differences were found between anorectics and 

substance abusers in their perceptions of family. An inverse relationship was found 

between age and amount of perceived family cohesion in the substance abuse group. 

Implications of these results for understanding differences between these diagnostic 

groups are discussed, and suggestions for further research are presented. 



EATING DISORDER PATIENTS AND THEIR PARENTS: 

A COMPARISON WITH SUBSTANCE ABUSING FAMILIES 

CHAPTER I: INTRODUCTION 

A. Overview - Family Factors and Eating Disorders 

Most experts now agree that there are many factors which culminate in the 

development of an eating disorder (Johnson & Connors, 1987). One factor which 

has received considerable attention over the years is the influence of family 

functioning on the development of eating pathology. From early on, clinicians and 

researchers have tried to associate certain family characteristics or patterns with 

anorexia nervosa and lor bulimia nervosa. 
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Hilda Bruch, one of the foremost experts in the area of eating disorders, was 

also one of the first to consider familial interpersonal factors in the development of 

dysfunctional eating. Bruch (1973) considers the infant's earliest interactions with 

her environment to be crucial. She hypothesizes that appropriate, confirming 

responses received from significant others help the developing infant to differentiate 

between various states of arousal and develop appropriate cognitive interpretations. 

Bruch postulates that when there is a lack of early, confirming experiences it leads to 

deficits in the ability to accurately perceive and interpret bodily signals, including, in 

the anorectic, the signals for hunger. This impairment in self-perception and 

cognition results in an overdependence on external sources to aid in the interpretation 
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of experiences. This, in tum, contributes to chronic self-doubt, feelings of 

ineffectiveness, and an impairment in the sense of self as being distinct from others, 

all characteristics found in anorectic patients (Bruch, 1973). 

Other writers in the area essentially concur with Bruch (Beattie, 1988; 

Orbach, 1985; Selvini Palazzoli, 1978; Sours, 1974). Selvini Palazzoli (1978) 

states, "An over-protective and impervious mother, for instance, can never conceive 

of her child as a person in his own right, with original needs of his own. The result 

is neuropsychological confusion and malconditioning, which make the child doubt 

the legitimacy of his own sensations" (p. 51). This leads the individual to remain 

helplessly dependent on external sources for interpreting her internal experiences. 

The development of anorexia for these individuals is seen as an attempt to gain a 

sense of self and control through manipulation of the body. Sours (1974) writes, 

"For these girls attachment means passive submission to the maternal object with a 

sense of dedifferentiation and fusion. Because of the mother's need to impose her 

wishes and wants upon the child this type of anorexia nervosa patient must withdraw 

and suppress all affect in order to feel separate. " 

As bulimia has become recognized as a distinct diagnostic entity from 

anorexia nervosa, similar assumptions have been made concerning the effects of 

family on the development of binging and purging behaviors. Sugarman and Kurash 

(1982) hypothesize that bulimia represents "the failure to adequately separate both 

physically and cognitively from the maternal object". Furthermore, binging and 



purging behaviors are seen developing to express the individual's profound 

ambivalence toward her mother (Sugarman, Quinlan & Devenis, 1981). 
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Minuchin was one of the first to apply a systems perspective to the study of 

eating disorder patients and their families. From this perspective, eating disordered 

individual~ are viewed as manifesting symptoms for a dysfunctional family unit. The 

anorectic individual is seen as stabilizing and preserving the family equilibrium (or 

homeostasis) through diverting attention away from discord within the family, 

usually between the parents (Minuchin, Rosman & Baker, 1978). 

Minuchin and associates (1978) describe characteristics of anorectic families 

and identify typical patterns of interaction in such families. They describe five 

characteristics of psychosomatic families which are also characteristic of families 

with an anorectic child. These common characteristics are enmeshment, 

protectiveness, rigidity, avoidance of conflict and lack of conflict resolution, and 

development of the role of the identifil!d patient. 

Enmeshment is described as overinvolvement and overresponsiveness between 

family members. In enmeshed families, there are no boundaries between family 

members, hindering separation and individuation. Family members tend to "read 

each other's minds", intruding on each other's thoughts, feelings, and activities. 

This description fits with those of Bruch and Selvini Palazzoli, who describe the 

intrusiveness and projection of feelings between anorectics and their mothers (Bruch, 

1973; Selvini Palazzoli, 1978). 
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The over-protectiveness of anorectic families is manifested in a paralyzing 

concern for the feelings and well-being of family members. This over-protectiveness 

contributes to the lack of overt dissension and inability to express and resolve 

conflict between family members. When criticism is expressed, it is couched in 

terms that convey it is "for your own good". 

Rigidity is manifested in the resistance to change seen in anorectic families 

who cling to accustomed patterns of interaction. Any behavior that threatens change 

is perceived as a threat to the family homeostasis, resulting in great resistance from 

family members. This rigidity makes it very difficult for the adolescent seeking 

greater independence. Kramer (1988) notes, "Because issues that threaten change 

are not allowed to surface, these families remain in an extreme state of prolonged 

submerged stress" (p. 167). 

The fourth common characteristic noted in anorectic families is avoidance of 

conflict and lack of conflict resolution. These families, as noted above, appear 

outwardly perfect and tend to deny and minimize any differences or problems, other 

than the obvious medical problems of the anorectic member. Differences of opinion 

are not tolerated, as this would require some level of autonomy and independence, 

thus threatening the family unity. Kramer (1988) notes that "problems are left 

unresolved and are perpetuated by avoidance maneuvers" (p. 167). 

The final characteristic of these families has to do with the role of the 

identified patient (lP). The IP acts to regulate the family equilibrium or 

homeostasis, often becoming involved in parental conflict. Minuchin, Rosman, and 



13 

Baker (1978) note three common ways in which the IP becomes involved in parental 

conflict. One such way is through triangulation, in which the IP is forced always to 

side with one parent or the other, and thus is constantly drawn into parental 

conflicts. The second typical pattern seen is of parent-child coalitions, in which the 

IP tends to have a "stable coalition with one parent against the other" (Kramer, 

1988; p. 167). The final common pattern seen is detouring, in which both parents 

unite against the IP, blaming and scapegoating the child. 

Although coming from different theoretical traditions, both the systems 

theorists and object relations theorists paint similar pictures of the eating disorder 

patient and her family. Strober and Humphrey (1987) note that, in general, "the 

theoretical accounts from both psychodynamic and family systems perspectives 

converge to describe the anorexic as one who has difficulty separating from the 

family and consolidating a separate, individuated identity" (p. 654). The same is 

presumably true of bulimics and their families. 

B. Empirical Research on Family Interactions 

From the theoretical accounts of Bruch (1973), Minuchin and associates 

(1978), and Selvini Palazzoli (1978), it is hypothesized that families of anorectics are 

characterized by poor communication, discouragement of autonomy, over

protectiveness, over-controlling parents, conformity, parental marital discord, 

enmeshment, intrusiveness, conflict avoidance, rigidity, and projection of feelings. 

Research has proceeded to examine these and other aspects of family functioning 
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with anorectics, bulimic anorectics (individuals with symptoms of both anorexia and 

bulimia), and bulimics. 

Studies of eating disorder families can be grouped according to their use of 

methodology: either self-report measures, or the use of structured tasks and 

systematized observation. One of the most commonly used self-report measures is 

the Family Environment Scale (PES) (Moos, 1974). This self-report instrument 

assesses the family environment as it is perceived by one or more family members. 

It provides scores on ten scales, measuring family cohesiveness, emotional 

expressiveness, conflict, independence, achievement orientation, intellectual/cultural 

orientation, active/recreational orientation, moral/religious emphasis, organization, 

and control. 

The FES has been used to compare families of restricter anorectics with 

bulimic anorectics (Stem et al., 1989; Strober, 1981), and to compare bulimic 

anorectics with normal weight bulimics and controls (Shisslak, McKeon & Crago, 

1990; Stem et al., 1989). It has also been used in a group of studies focused on 

comparing families of normal weight bulimics with controls (Blouin, Zuro & Blouin, 

1990; Bulik & Sullivan, 1993; Head & Williamson, 1990; Johnson & Flach, 1985; 

Ordman & Kirschenbaum, 1986). A summary of the results obtained using the FES 

is contained in Table 1. 

Insert Table 1 about here 



Results of the studies looking at restricting anorectics and their families 

suggest that these subjects perceive their families as cohesive, organized, 

emotionally inexpressive, and not encouraging recreational activities (Stem et al., 

1989; Strober, 1981). Strober (1981) compared family perceptions of restricting 

anorectics with those of bulimic anorectics. He found that families of restricting 

anorectics were perceived as more cohesive, defined as mutual support and concern 

among family members, and more organized, defined as clarity of structure, rules, 

and division of responsibilities, than bulimic anorectics' families. Parents in both 

groups displayed high levels of marital disharmony as measured by the Locke

Wallace Short Marital Adjustment Test (Locke & Wallace, 1959). However, the 

parents of restricter anorectics displayed lower levels of discord than parents of 

bulimic anorectics. 

15 

Stem et al. (1989) used the FES on a sample that included restricter and 

bulimic anorectics, normal weight bulimics, and controls. They asked subjects to 

rate their families, and also obtained ratings from one parent of each subject (the 

mother in all but two cases). Although parents and children tended to rate their 

families similarly, parents as a group tended to have a more positive view of the 

family. The three eating disorder groups all rated their families lower on emotional 

expressiveness than controls. Restricter anorectics in this sample noted a 

significantly lower active/recreational orientation in their families than other eating 

disorder families or controls. 
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Studies of bulimic anorectics and their families indicate that these families are 

perceived as incohesive, emotionally inexpressive, conflictual, and discouraging of 

independence (Shisslak, McKeon & Crago, 1990; Stem et al., 1989; Strober, 1981). 

Strober (1981), in the study cited above, found that families of bulimic anorectics 

were perceived as significantly higher on measures indicating conflictual interactions 

and expressions of negativity than families of restricting anorectics. Stem et al. 

(1989) also found high levels of perceived conflict, as well as perceptions of low 

cohesiveness and low emotional expressiveness. 

Shisslak, McKeon, and Crago (1990) compared bulimic anorectics with 

normal weight bulimics and normal controls, using the FES and the Berren-Shisslak 

Family Dynamics Survey (Berren & Shisslak, 1980). Bulimic anorectics again rated 

their families as more conflictual, less emotionally expressive, and less cohesive than 

controls, similar to the results obtained by Strober (1981) and Stem et al. (1989). 

These characteristics were also common to the group of normal weight bulimics. 

Additionally, both bulimic groups showed less emotional support, poorer 

communication, and a higher need for counseling than controls. The authors found 

significant differences between the two bulimic groups in terms of family closeness, 

independence, alld intellectual/cultural orientation, with bulimic anorectics 

perceiving less closeness in their families than normal weight bulimics and less 

encouragement for independence. Neither group of eating disorder patients rated 

their families as significantly higher on achievement expectations than controls, 



17 

although this has been a commonly reported clinical observation of eating disordered 

families (Bruch, 1973). 

Of the studies using the FES to compare normal weight bulimics with normal 

controls, several studies have documented bulimic families as exhibiting low 

emotional expressiveness (Johnson & Flach, 1985; Ordman & Kirschenbaum, 1986; 

Shisslak, McKeon & Crago, 1990; Stem et al., 1989). Other consistent findings 

include low cohesiveness and high levels of conflict (Johnson & Flach, 1985; 

Ordman & Kirschenbaum, 1986; Shisslak, McKeon & Crago, 1990), low intellectual 

and cultural orientation (Johnson & Flach, 1985; Shisslak, McKeon & Crago, 1990), 

and low active/recreational orientation (Johnson & Flach, 1985; Ordman & 

Kirschenbaum, 1986). One study also found low emotional expressiveness, low 

cohesiveness, and low active/recreational orientation, but only in a depressed 

subgroup of bulimics (Blouin, Zuro & Blouin, 1990). Interestingly, non-depressed 

bulimics only differed from controls in perceiving their families as having high 

active/recreational orientation (Blouin, Zuro & Blouin, 1990). 

More ambiguous results have been obtained with the FES on such 

characteristics as achievement orientation and independence. Stem et al. (1989) 

found that bulimics rated their families as high on achievement orientation, whereas 

Johnson and Flach (1985) found that bulimics rated their families as equal on 

achievement orientation to controls. Blouin, Zuro, and Blouin (1990) found high 

achievement orientation -- but only in a depressed subgroup of bulimics. On the 

dimension of independence, Johnson and Flach (1985) reported that bulimics rated 
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their families as low on encouraging independence. Blouin, Zuro, and Blouin (1990) 

replicated this finding, but only in depressed bulimics. 

Finally, results from two studies using the FES with bulimic subjects have 

provided contradictory results to those outlined above. Bulik and Sullivan (1993) 

used the FES to examine differences in perceived family functioning between 

bulimics, substance abusing bulimics, and non-eating disordered controls. They 

found no significant differences on any scales of the FES between the three groups. 

The authors did find differences between perceptions of paternal and maternal 

characteristics, based on interview data. Both groups of bulimic women perceived 

their fathers as being more sexually seductive than fathers of controls. Mothers in 

both bulimic groups were viewed as more neurotic and experiencing less enjoyment 

in the maternal role than mothers of controls. Mothers of substance abusing 

bulimics were seen as placing the greatest emphasis on weight, exercise, and 

appearance. 

Head and Williamson (1990) administered the FES to a sample of women 

meeting the DSM III-R criteria for bulimia nervosa. Subjects were also assessed 

with a measure of personality functioning (the Million Clinical Multiaxial Inventory 

[MCM!]) and eating pathology (using the Eating Disorder Inventory [ED!]). The 

authors used canonical correlations to identify associations between family 

environment, eating behavior, and personality characteristics. They also used factor 

analysis on each instrument in order to identify and eliminate intercorrelations 

among test scale items in their study population. This resulted in a four factor 
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solution for the FES: restrictive/conflictual family environment; highly stimulating, 

achievement-oriented family environment; expressive family environment with low 

parental control; and high parental control with a strong moral/religious philosophy. 

Using these four factors as predictor variables with the MCMI and the EDI 

factors as criterion variables, the authors found two significant correlations. They 

found that the restrictive/conflictual family environment with high parental control 

was negatively associated with eating disordered behaviors and cognitions, and 

positively associated with neuroticism and introversion. They also found that a 

stimulating, achievement-oriented family environment was positively correlated with 

perfectionism and extroversion, and negatively associated with dependent personality 

characteristics. The authors conclude that the "family environment ... is correlated 

with secondary psychopathology more strongly, for example, neuroticism or 

extroversion, than with bulimic symptoms" (Head & Williamson, 1990). Thus, they 

question the causal link between family environment and eating pathology. 

Another instrument which has been used in a series of studies on eating 

disordered subjects' perceptions of family is the Parental Bonding Instrument (PBI) 

(Parker, Tupling & Brown, 1979). The PBI is a retrospective self-report 

questionnaire which asks subjects to rate each parent on empathic and protective 

behavior during their first 16 years. The PBI then provides scores on two 

dimensions, caring and control. The caring dimension reflects warmth and empathy 

within the parent-child relationship; high scores suggest affection and closeness, 

while low scores suggest indifference and rejection. The control dimension reflects 



perceived over-protection and control by parents; high scores suggest intrusiveness, 

while low scores suggest encouragement of autonomy. 
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Several studies have attempted to examine the degree to which parents of 

eating disordered patients vary from parents of non-patients in terms of empathy and 

control (Calam et al., 1990; Palmer, Oppenheimer & Marshall, 1988; Pole et al., 

1988; Russell et al., 1992; Steiger et al., 1989). Results of these studies have been 

mixed, and are summarized in Table 2. Some studies have shown that mothers of 

eating disordered subjects are perceived as low on the dimension of caring (Calam et 

al., 1990; Palmer, Oppenheimer & Marshall, 1988; Pole et al., 1988). The study by 

Pole et al. (1988) compared bulimic patients' recollections with normal controls. 

Bulimics rated their mothers as significantly less caring (i.e., empathic, warm, 

affectionate) than normals. Similarly, Palmer, Oppenheimer, and Marshall (1988), 

comparing anorectic and bulimic patients' scores with normative data published for 

Australian general practice patients, found significantly lower care scores for 

mothers of both groups of eating disordered patients. Calam et al. (1990) used the 

PBI to compare samples of anorectics, bulimics with and without a history of 

anorexia, and non-eating disordered controls. All groups of eating disordered 

subjects recalled mothers as less caring than controls. 

On the other hand, two studies have failed to find significant differences 

between mothers of eating disordered subjects and controls on the PBI dimension of 

caring (Russell et al., 1992; Steiger et al., 1989). Steiger et al. (1989) compared 

scores on the PBI for restricter anorectics, bulimic anorectics, normal weight 
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bulimics, and bulimics with a prior history of anorexia. They also utilized a control 

group of 24 non-eating disordered females of comparable ages. They found only a 

trend toward lower care scores for mothers, which was localized in the bulimic 

anorectic group. 

Russell et al. (1992) used the PBI with 54 adolescent anorectics, and 

compared their scores with matched groups of normal controls and non-anorectic 

adolescents referred to an inpatient psychiatric program. No significant differences 

were found between scores for mothers of anorectics and controls on either 

dimension of the PBI. It should be noted that there are two major methodological 

problems with this study. First, the anorectic group was heterogeneous compared to 

the psychiatric group in terms of duration of treatment and level of illness. Some 

subjects in the anorectic group were inpatients, others were outpatients, some had 

just been diagnosed, while others had gone through weight restoration and were at a 

maintenance phase of treatment. Adolescents in the psychiatric group were all at the 

stage of assessment for inpatient treatment. Second, the PBI is intended for use as a 

retrospective measure for adult subjects to rate their recollections of parents. Most 

subjects in this study were sti11living at home, and many were actively involved in 

treatment, including family therapy. It is not known how subjects' ratings may have 

been influenced by these factors. 

For mothers, ratings on the control scale of the PBI have consistently been 

similar to non-eating disordered controls (CaIam et al., 1990; Palmer, Oppenheimer 

& Marshall, 1988; Pole et al., 1988; Russell et al., 1992; Steiger et al., 1989). 
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Results for fathers on this dimension have been mixed. Pole et al. (1988) found no 

significant differences between bulimic subjects and controls on protection scores for 

fathers. Calam et al. (1990) found that both anorectics and bulimics rated fathers as 

more protective than controls. Steiger et al. (1989) found that only bulimic 

anorectics rated their fathers as significantly controlling or over-protective, when 

compared with other eating disorder groups and controls. Palmer, Oppenheimer, 

and Marshall (1988) and Russell et al. (1992) found no significant differences 

between eating disorder subjects and controls. 

On the dimension of caring, results for fathers are also mixed. Two studies 

have found fathers to be rated low on caring across all groups of eating disordered 

subjects (Calam et al., 1990; Steiger et al., 1989). One study has indicated that 

bulimics but not anorectics rate fathers as lower on caring (palmer, Marshall & 

Oppenheimer, 1988), while one study indicates a non-significant trend in this 

direction for bulimics (pole et al., 1988). Finally, one study suggests no significant 

differences between fathers of anorectics and normal controls (Russell et al., 1992). 

Other studies have been conducted on eating disordered subjects' perceptions 

of family functioning using various instruments (Dolan et al., 1990; Garfinkel et al., 

1983; Ordman & Kirschenbaum, 1986; Pike & Rodin, 1991; Steiger et al., 1991; 

Steiger, Puentes-Neuman & Leung, 1991; Waller, Slade & Calam, 1990). Garfinkel 

et al. (1983) compared eating disorder families with controls using the Family 

Assessment Measure. This self-report questionnaire provides scales on Task 

Accomplishment (problem-solving skills), Role Performance, Communication, 
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Affective Expression, Affective Involvement, Control, Values and Norms, and 

Social Desirability. The authors found that both mothers and anorectic daughters 

reported problems on Task Accomplishment, Role Performance, Communication, 

and Affective Expression. They also scored significantly lower on Social 

Desirability. Fathers of eating disorder patients did not identify any significant 

family problems. The authors note that the identified problem areas in perceived 

expectations, family roles, performance demands, and problems with communication 

and emotional expression, correspond to problems encountered in other high-risk 

groups and may not be distinctive of eating disorder families. It should also be noted 

that the authors do not distinguish between responses of restricter and bulimic 

anorectics, although both are included in their sample and other authors have 

suggested that there may be significant differences in perceived and actual family 

functioning between the two groups. 

Drdman and Kirschenbaum (1986), in the study cited earlier using the FES, 

also administered the Family Adaptability and Cohesion Evaluation Scale (FACES), 

which provides ratings on the dimensions of engagement/disengagement and 

adaptability/rigidity. Results indicated that bulimics perceived their families as 

disengaged and low on social desirability as compared to controls. Another study 

using the FACES-II, a revised version of the FACES, also found eating disordered 

subjects to rate their families as low on cohesion (Le., disengaged) and low on 

adaptability (Le., rigid) compared to controls (Waller, Slade & Calam, 1990). 
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A third revision of the FACES, the FACES-m, has also been used to 

examine family functioning in eating disorder subjects. Pike and Rodin (1991) 

looked at mother-daughter dyads for bulimic subjects and non-eating disordered 

controls. The authors asked mothers and daughters separately to assess current and 

ideal family functioning. Groups did not significantly differ on assessment of 

current family cohesion, current family adaptability, ideal family cohesion, or ideal 

family adaptability. However, mothers and daughters in the eating disorder group 

did significantly differ from controls in terms of wanting more cohesion than 

currently experienced. The authors also found that mothers of eating disordered 

subjects evidenced more eating disorders themselves than control mothers, and were 

more critical of their daughters' weight and physical attractiveness than controls. 

These same mothers were less critical of themselves in terms of body weight and 

attractiveness than they were of their daughters. 

Dolan et al. (1990) compared 50 bulimic women with a sample of 40 non

eating disordered women on a number of different variables, including answers to 

the Perception of Parents questionnaire (POP). They found significant differences 

between bulimics and controls on two of three scales of the POP: the 

interaction/attention scale, and the emotion/affection scale. The groups did not 

differ on the discipline scale of the POP. Overall, results indicated that bulimic 

women perceived their parents as reserved and unemotional, and as giving less 

attention and affection than parents of controls. 
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Finally, two studies have used the Family Assessment Device (FAD), a 

53-item scale which provides ratings on problem-solving, communication, roles, 

affective responsiveness, affective involvement, behavior control, and general 

functioning. Steiger, Puentes-Neuman, and Leung (1991) adapted items from the 

FAD to measure family incohesion in a sample of adolescents displaying subclinical 

eating disorder symptoms. Results indicated that adolescents tending toward binging 

also rated their families as more incohesive than asymptomatic subjects. Subjects 

tending toward restriction or displaying atypical eating symptoms did not differ from 

asymptomatic subjects on their ratings of family incohesion. 

Steiger et al. (1991) used the FAD to explore differences in family 

functioning between restricter anorectics, bulimic anorectics, bulimics with a history 

of anorexia, and normal weight bulimics with no previous history of anorexia. They 

also included a sample of non-eating disordered controls. Results indicated 

differences between eating disordered families and controls on dimensions of 

problem-solving, communication, affective responsiveness, and general functioning. 

There were no significant differences between families of different eating disorder 

groups on these dimensions. Eating disorder subjects did not rate their families as 

different from controls on dimensions of affective involvement or behavior control. 

The authors conclude that eating disordered subjects perceive their families as 

"failing to achieve mutual understanding ... failing to comprehend affects or 

respond empathically ... and as functioning poorly in a global sense" (Steiger et aI., 

1991). The differences between affective involvement and affective responsiveness 



suggest that eating disordered families are "mutually involved, but in ways that are 

often experienced by children as unempathic or destructive" (Steiger et al., 1991). 
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In summary, the results of self-report studies are equivocal. Replicated 

findings show the following: in general, families of eating disorder patients are 

rated as having poor communication combined with low (or inappropriate) levels of 

emotional expressiveness and a lack of empathy or caring from one or both parents. 

Bulimic and bulimic anorectic families appear lacking in cohesion, while 

demonstrating high levels of conflict and discouraging independence. Normal 

weight bulimics perceive their families as failing to encourage intellectual, cultural, 

and recreational pursuits. There is reason to believe that some of these results may 

reflect the effects of depression (Blouin, Zuro & Blouin, 1990) or may be specific to 

the mother-daughter dyad (Garfinkel et al., 1983). 

The studies cited above all suffer from the methodological shortcomings 

inherent in the use of self-report measures. A small number of studies have 

attempted to overcome these problems through the use of structured tasks and 

systematized observational research (Chatoor et al., 1987; Humphrey, 1986; 1987; 

1988; 1989; Humphrey, Apple & Kirschenbaum, 1986; Kog & Vandereycken, 1989; 

Kog, Vandereycken & Vertommen, 1985; Minuchin, Rusman & Baker, 1978; 

Se1vini Palazzoli, 1978). 

A review of the observational research in this area would be incomplete 

without mentioning two early, landmark studies on the family systems of anorectic 

patients (Minuchin, Rosman & Baker, 1978; Selvini Palazzoli, 1978). Minuchin, 
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Rosman, and Baker (1978) studied the family systems of anorectics as part of their 

broader study of psychosomatic families. The study included 45 families, with 

eleven families of anorectics. Two control groups of families were also included. 

Families Were evaluated using a standardized interactive task. Each session was 

videotaped and scored by independent raters for the constructs of enmeshment, over

protectiveness, conflict avoidance, and rigidity. Results indicated that the anorectic 

families were the most extreme compared with the other dysfunctional families on 

the above dimensions, and that the dysfunctional families in general were more 

extreme on these dimensions than control families. 

A second part of this study involved using an interviewer to induce stress 

between the parents, then bringing the psychosomatic child back into the room. The 

purpose of this was to observe the role that the child played in detouring parental 

conflict. Results indicated that the anorectic families were most extreme in diffusing 

marital conflict through focusing on the symptomatic child, providing validation for 

the concept of detouring in anorectic families. 

Although this study remains a landmark in the research on dysfunctional 

families, it must be noted that the authors did not describe in sufficient detail how 

the family systems' constructs of enmeshment, over-protectiveness, conflict 

avoidance, and rigidity were operationalized, rated, or statistically analyzed. These 

omissions make it difficult to adequately assess the validity of the reported results 

(Kramer, 1988). 
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The other early study on the families of anorectics was performed by Mara 

Selvini Palazzoli and her colleagues at the Milan Center of Family Studies (1978). 

Using a sample of 12 anorectics and their families, she observed and described 

family system characteristics similar to those identified by Minuchin and associates 

(1978). She also noted some differences between families of restricter anorectics 

and families of bulimic anorectics. Selvini Palazzoli identified six primary problem 

areas in these families: (1) qualifying communications; (2) qualifying the 

communications of others; (3) leadership; (4) coalitions; (5) blame-shifting; and 

(6) problems in the marital couple. 

In terms of qualifying communications, Selvini Palazzoli found that family 

members of restricter anorectics were more sure of what they said and felt justified 

in imposing rules on relationships, whereas bulimic anorectic family members were 

more likely to disqualify their own communications through sending "mixed" 

messages either verbally or non-verbally. Both types of families demonstrated 

tendencies to disqualify, contradict, and reject communications of other family 

members, with the bulimic anorectic families more extreme in their disconfirming 

and discounting. 

Both types of families also displayed dysfunctional leadership styles, with 

parents reluctant to assume personal leadership of the family. Related to this desire 

to avoid taking leadership, Selvini Palazzoli found that family members "shifted 

blame" or blamed all decisions on others to avoid taking personal responsibility, and 

that "all decisions are for the good of someone else" (p. 209). 
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Like Minuchin and associates, Selvini Palazzoli also identified coalitions 

between family members, stating, "the system of alliances constitutes the central and 

most serious problem facing the families of anorexic patients" (p. 209). These 

alliances are kept secret in the family, since there is also a family taboo against 

"bipartisan coalitions" as they disrupt the facade of complete family unity. 

Finally, Selvini Palazzoli describes the conflicted marital relationship. In a 

similar vein to Minuchin, Rosman, and Baker (1978), she notes that the children 

serve as a buffer between the parents. Selvini Palazzoli herself acknowledges some 

of the deficits in this study, citing the smallness of the sample size. In addition, the 

conclusions offered are clinical observations more than operationalized constructs, 

and there is no discussion of inter-rater agreement or the use of any control groups. 

Still, the study deserves mention as one of the first with this population, and for the 

apparent similarities in results to those of Minuchin and colleagues. 

The study by Kog, Vandereycken, and Vertommen (1985) represented a 

preliminary attempt to study the constructs of enmeshment, rigidity, over

protectiveness, and a lack of conflict resolution identified by Minuchin, Rosman, and 

Baker (1978) in the studies cited above. These authors attempted to refine and 

operationalize the constructs mentioned above, redefining them as follows: 

enmeshment is defined as "one position on a continuum of the intensity of 

intrafamilial boundaries" in which family members conform in behavior, thought, 

and feeling; rigidity is defined as the degree of family adaptability; over

protectiveness is placed on the dimension of avoidance/recognition of intrafamilial 



conflict; and lack of conflict resolution is "extended to a dimensional variable, 

namely the family's way of handling conflictsu
• 
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Using a series of semistructured tasks, the authors conducted a pilot study on 

ten families with either an anorectic or bulimic member. Data included both written 

responses to a structured questionnaire and videotaped observations. The authors 

confined their data analysis to written results of structured tasks focused around 

family interactions, criticism, and disagreement. The results of this pilot study 

failed to indicate any consistent interaction pattern between families, and failed to 

confirm the constructs identified by Minuchin, Rosman, and Baker (1978). 

In a follow-up study, Kog and Vandereycken (1989) compared a group of 

families with an eating disordered member with a group of normal families matched 

for social class, family size, and sex and age of the patient. The eating disordered 

families included restricter anorectics, bulimic anorectics, and normal weight 

bulimics. These families were studied on the variables of cohesion, adaptability, and 

conflict, using a series of structured tasks. 

The authors found that all groups of eating disordered families discussed 

disagreements between parents and children less than normal controls, providing 

some support for Minuchin's concept of conflict avoidance (Minuchin, Rosman & 

Baker, 1978). Anorectic families as a whole (including restricters and bulimics) 

appeared to have "a tightly knit structure, with interpersonal boundary problems, 

stability, and conflict avoidance". Patients in these families perceived their families 

as cohesive and non-conflictual. The normal weight bulimic families in this study 
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were characterized by "strong interpersonal boundaries and an absence of discussion 

of disa! :eements between parents and children". Patients in these families perceive 

the family as non-cohesive, conflictual, and disorganized. 

Curiously, bulimic anorectic families showed even more conflict avoidance, 

stability, and interpersonal boundary problems than their restricting counterparts, 

although the patients perceived less cohesion and more conflict and disorganization. 

This is in contrast to studies cited above, which have consistently suggested that 

bulimic anorectic families are more like normal weight bulimic families. The 

authors suggest that bulimic anorectic families "are the most problematic group with 

regard to family interaction, because of an inconsistency between the behaviorally 

observed interaction and the perceived interaction pattern". However, they 

acknowledge that their sample size of bulimic anorectic families (N = 6) is too small 

to make any conclusive statements. 

Chatoor et al. (1987) conducted a study to test the theoretical hypothesis of 

Bruch (1973) concerning the relationship between the development of interoceptive 

awareness and maternal responsiveness. The subjects in this study were 42 children 

ranging in age from 7 months to 3 years of age, diagnosed with "infantile anorexia 

nervosa". The diagnosis of infantile anorexia nervosa was based on the following 

characteristics: early onset of feeding problems (onset between 6 months and 3 

years); symptoms of food refusal or selectivity resulting in inadequate intake and 

growth failure; intense maternal involvement around the child's dietary intake, 

characterized by anxiety and frustration; and lack of organic basis for the failure to 
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thrive. Mothers in the study were observed and rated on their interactions with their 

children during two situations: one involving feeding, and one involving play. 

Mothers of the feeding disordered children were compared to a control group 

matched for age, sex, and race of the child. 

Results showed that the feeding disordered groups had significantly more 

interactions characterized by conflict, struggle for control, and maternal non

contingency (Le., responses not contingent on child's behavior or cues). Mothers in 

the non-feeding disordered group showed greater sensitivity to their children, 

gearing their reactions to their children's behaviors. In the play situation, mothers in 

the feeding disordered group were more negative, criti~al, and controlling than 

mothers in the control group, suggesting that the mothers' reactions were not specific 

to the feeding situation. Although the results of this study are suggestive, there are 

many unanswered questions. It is possible that the insensitive, controlling parental 

style observed in mothers of the feeding disordered group developed secondarily in 

response to food refusal on the part of their children, rather than predating the food 

refusal. It is also unclear what the relationship is between the observed eating 

problems in these very young children, and later eating pathology or later 

development of eating disorders. 

Finally, a series of studies conducted by Humphrey (Humphrey, 1986; 1987; 

1988; 1989; Humphrey, Apple & Kirschenbaum, 1986) used the Structural Analysis 

of Social Behavior (SASB), an interpersonal observational system, to distinguish 

eating disordered families from normal controls. Results from four of these studies 
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(Humphrey, 1986; 1987; 1988; Humphrey, Apple & Kirschenbaum, 1986) indicate 

that eating disordered families appear blaming, rejecting, and neglectful. In 

addition, families of bulimic anorectics and bulimics display less parental nurturance 

and empathy than restricter anorectic families. Bulimic anorectic families compared 

to normal controls appeared more belittling, appeasing, ignoring, and used more 

walling-off communications. They also appeared less helping, trusting, nurturing, 

and approaching than normal controls. Bulimic anorectic families did not differ 

from controls in their problem-solving abilities, as might have been predicted from a 

family systems model. The only noteworthy difference in this regard is that bulimic 

anorectic daughters used a higher level of problem-solving skills when interacting 

with their fathers than non-eating disordered controls. 

The final study by Humphrey (1989) used the SASB to examine family 

interactions between restricter anorectic, bulimic anorectic, bulimic, and normal 

control families. The results indicated that parents of restricter anorectics appeared 

more nurturing and comforting while at the same time being more ignoring and 

neglecting towards their daughters than either bulimic parents or normal controls. 

Restricter anorectic daughters appeared submissive to their parents, in contrast to 

bulimic daughters who were more belittling, blaming, sulking, and appeasing, 

indicating more "hostile enmeshment", particularly with mothers. Fathers of both 

restricting anorectics and bulimics were more watching, managing, belittling, and 

blaming towards their daughters than controls. Daughters of these fathers were 

more sulking and appeasing towards them than normal controls. 
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Humphrey also found a high proportion of complex, contradictory "double 

bind" communications in all three subtypes of eating disordered families. Again, 

there were significant patterns of differences between anorectic and bulimic father

daughter dyads. Fathers of anorectics combined affectionate control with helping 

and ignoring (of daughters' needs and feelings), eliciting an ambivalent, pseudo-self

disclosing and submissive response from daughters. Fathers of bulimics combined 

understanding with taking control, resulting in "ambivalent self-assertion and sulky 

resentment" on the part of their daughters. 

In conclusion, Humphrey related her results back to existing theory and 

research on anorectic families, stating "Too much nurturance ... seems to 

undermine the daughter's efforts to individuate and, instead, keeps her dependent on 

her parents. Similarly, the parents ignore and negate her genuine self-expressions 

and developmental needs." She notes that these results are very similar to the 

descriptions of anorectic families provided by Bruch (1973) and Minuchin et al. 

(1978). She distinguishes the anorectic families from the bulimic families, which do 

not show "any such affection or support in their interactions but instead are hostilely 

enmeshed". In such an environment, "The daughters' efforts to assert their separate 

needs are, inevitably, undermined by ... hostile submission." Finally, she notes 

that the bulimic anorectic families showed considerable overlap with both other 

eating disorder groups, stating "This lack of uniqueness may be a reflection of their 

similarity to both other groups in the nature of their eating disorder. " 
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In summary of the observational research, restricter anorectic families appear 

cohesive and organized, with poor interpersonal boundaries. They avoid dealing 

with or discussing conflict, and show signs of significant marital discord between 

parents. The parents display nurturing and comforting towards their daughters, but 

at the same time do not appear empathically tuned to their daughters' needs to 

individuate. The anorectic daughter responds to this combination of nurturance and 

lack of empathy by being submissive, thus undermining attempts to separate and 

individuate. This description fits very well with the descriptions of such families 

given by Bruch (1973), Minuchin et al. (1978), and Selvini Palazzoli (1978). 

On the other hand, normal weight bulimic families display little cohesiveness, 

appear disorganized, and are highly conflictual. Interpersonal boundaries are 

stronger than in anorectic families, but members in these families show little 

emotional support or empathy for one another. Family members appear "hostilely 

enmeshed", unable to resolve their conflict and unable to disengage from their 

struggles with each other. 

Finally, bulimic anorectic families appear to show characteristics in common 

with both other groups of families. These families, more than the other two groups, 

may show a discrepancy between their perceptions of family interactions and their 

actual behavior (Kog & Vandereycken, 1989). 
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C. Eating Disorder Families Compared to Other Problem Groups 

Little research has been done comparing family functioning in eating disorder 

families with functioning in families in which a member displays another type of 

psychological disturbance, although other authors have suggested this as an avenue 

for further research (Garfinkel et al., 1983; Stem et al., 1989). A recent review of 

the literature reveals only two such studies (Russell et al., 1992; Thienemann & 

Steiner, 1993). 

Russell et al. (1992) used the PBI to compare perceptions of adolescent 

anorectics with a matched group of non-anorectic adolescents referred for assessment 

at an inpatient psychiatric treatment center. Subjects in the psychiatric group carried 

mixed diagnoses, the most common problems being school refusal, depression, and 

conduct disorder. A normal control group was also included in this study. Ratings 

for both parents on the dimensions of caring and control were not significantly 

different between the anorectic group and the normal control group. The psychiatric 

group rated both parents as significantly lower on caring than the anorectic or 

control groups, and mothers were rated as more over-protective, or higher on 

control, than the anorectic or control groups. These results suggest that parents of 

anorectics may not differ significantly from normal controls. However, there are 

methodological problems with this study. The authors note that subjects in the 

anorectic group were at different stages of treatment, with some just beginning 

treatment and others at the maintenance stage. Also, most subjects were still living 

at home, and it is unclear how therapy, especially family therapy, may influence 



ratings on the PBI. Finally, the PBI was designed primarily for use with adults, to 

measure recollections of parental relationships. It is unclear how the use of 

adolescent subjects still living at home might effect ratings on the PBI. 
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Thienemann and Steiner (1993) compared perceptions of family environment 

using the FES with eating disordered subjects and subjects seen in a psychiatric unit 

for depression. They found no significant differences in family environment 

between restricter anorectics, bulimic anorectics, bulimics, and depressed subjects. 

However, when subjects were re-grouped according to self-reported levels of 

depression, those subjects reporting high levels of depression also reported 

significantly different family environments. Unfortunately, the authors did not 

specify which scales of the FES differentiated the subjects reporting high levels of 

depression from the other subjects. 

A few studies have compared family functioning in eating disordered families 

with families in which a member has a serious medical problem. The study cited 

above by Minuchin, Rosman, and Baker (1978) remains one of the few such studies 

to compare eating disorder family functioning with other families. In this study, 

families with an anorectic member were compared with families in which a child 

suffered from either juvenile onset diabetes mellitus or bronchial asthma. As noted 

earlier, Minuchin et al. (1978) identified several areas of dysfunction in all three 

types of families (e.g., enmeshment, over-protectiveness, rigidity, conflict 

avoidance, and role served by the identified patient). Families of anorectics were 

noted to be more extreme on all the identified dimensions than the other two groups 



of families or normal controls. As noted above, this study by Minuchin and 

associates suffers from methodological problems, including constructs that are not 

fully operationalized and ratings and statistical analyses that are not fully elaborated 

to the reader. 
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A study by Steiner, Rahimzadeh, and Lewiston (1990) compared a matched 

sample of ten anorectic patients and their families with cystic fibrosis patients and 

their families. Cystic fibrosis patients were selected because of similarities to 

anorectics in impaired nutritional status and maturational delay. Subjects were 

matched on body composition, menstrual status, Tanner staging, age, sex, and SES. 

Family problem-solving was assessed using the Family Coping Strategies 

(F-COPES), a 3D-item self-report questionnaire. Results showed significant 

differences in family coping styles, with anorectic families relying primarily on two 

coping styles: Passive Appraisal, and Mobilizing the Family to Acquire and Accept 

Help. Cystic fibrosis families used a broader variety of problem-solving techniques, 

including Mobilization of Help, Acquiring Social Support, Passive Appraisal, 

Reframing, and Seeking Spiritual Support. The authors conclude that their results 

support the distinction of anorexia from other conditions which result in comparable 

impairment in nutrition and physical status. 

Finally, one study (McNamara & Loveman, 1990) looked at differences in 

perceived family functioning between bulimics, repeat dieters, and non-dieters, using 

the Family Assessment Device (FAD). Repeat dieters were chosen on the 

hypothesis that they represented a group at risk of developing eating disorders. 
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Results showed that bulimics perceived their families to be more dysfunctional than 

either repeat dieters or controls. Bulimics reported higher affective involvement and 

lower affective responsiveness, indicating intrusiveness without appropriate 

responsiveness to each other's needs. They also reported poorer problem-solving 

skills, poorer family communication, and poorer behavior control, suggesting a lack 

of coping skills and problems with self-expression and self-control. These results 

correspond well with results from the FAD obtained by Steiger et aI. (1991) on their 

samples of eating disordered patients. Repeat dieters did not perceive their families 

as functioning significantly different from controls. 

D. Fating Disorder Families Compared to Substance Abusing Families 

The relation between bulimia and family history of substance abuse has long 

been noted (Herzog, 1982a; 1982b; Hudson, Laffer & Pope, 1982; Leon et aI., 

1985; Pyle, Mitchell & Eckert, 1981), as has the incidence of substance abuse 

concurrent with bulimia and/or anorexia (Goldbloom et aI., 1992; Hatsukami et aI., 

1984; Hudson et aI., 1983; Leon et aI., 1985; Newman & Gold, 1992; Pyle et aI., 

1981). Estimates of the number of individuals having both an eating disorder and 

substance abuse range from a low of 6.7% to as high as 50% (Bulik & Sullivan, 

1993; Hatsukami et aI., 1986). Only recently has an interest been shown in 

comparing eating disordered individuals with substance abusers. This interest has 

been sparked, in part, by some of the similarities noted between substance abuse and 

eating disorders. These similarities include a loss of control over the substance, 
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maladaptive use of the substance to cope with negative affect, secretiveness around 

the addictive behavior, and persistence of the behavior in spite of adverse physical, 

social, and/or legal consequences (Brisman & Siegel, 1984; Shisslak, Schnaps & 

Crago, 1989; Zweben, 1987). Theoretically, parallels have been drawn between 

individuals with bulimia and those who abuse substances in terms of deficits in self

care, self-soothing, and emotional regulation (Brisman & Siegel, 1984). 

Most studies conducted to date have focused only on comparing the individual 

characteristics of eating disordered subjects with substance abusing subjects. Results 

have indicated some similarities in terms of rebelliousness and antisocial behavior, 

with the eating disordered individuals showing less hyperactivity and more psychic 

discomfort (Shisslak, Schnaps & Crago, 1989). Also, individuals with both bulimia 

and substance abuse show higher overall levels of psychopathology than bulimics 

without substance abuse or substance abusers alone (Hatsukami ct al., 1986; 

Shisslak, Schnaps & Crago, 1989). 

In terms of family functioning, results on families of substance abusers are 

equivocal. Some researchers have been unable to identify any specific patterns of 

interaction which distinguish substance abusing families from non-substance abusing 

families (Steinglass, 1980). Others have described families in which there is a 

substance abusing member as emotionally enmeshed, low in cohesiveness, and 

inflexible (Costantini et al., 1992; Filstead, 1979; Friedman, Utada & Morrissey, 

1987; Needle et al., 1988), as being over-controlling and unempathic (Schweitzer & 



Lawton, 1989), and as exhibiting high achievement pressure and conditional 

approval (Denoff, 1988). 
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Friedman, Utada, and Morrissey (1987) used the Family Adaptability and 

Cohesion Evaluation Scale - II (FACES-II) to assess family cohesiveness and 

flexibility in a sample of 96 adolescent drug abusers and their families. The authors 

found that substance abusers perceived their families to be significantly less cohesive 

(Le., "disengaged") and significantly less adaptable (Le., "rigid") than normative 

families. Needle et al. (1988) found the same pattern of results using the FACES-II 

in a study of adolescent drug and alcohol abusers, using both a retrospective and 

prospective longitudinal design. These authors also found that substance abusing 

subjects' ratings of family cohesiveness and flexibility decreased over the three years 

of the study. Similarly, Costantini et al. (1992), in a study of adult, mostly male 

heroin addicts, found low cohesiveness on the FACES-II to be associated with higher 

levels of drug use, more family problems, and more psychological problems. 

Denoff (1988) examined certain aspects of parenting behavior in relation to 

adolescent substance abuse. He administered the Perceived Parenting Questionnaire 

(pPQ) to a sample of 78 adolescents admitted to a private residential drug treatment 

program. The PPQ is a 21-item self-report measure which examines nine child

rearing practices: nurturance, instrumental companionship, principled discipline, 

predictability of standards, protectiveness, physical punishment, achievement 

pressure, deprivation of privileges, and affective punishment. Denoff found that 

adolescent substance abusers perceived both parents as relying heavily on 



withholding of affection as a primary form of discipline. They also rated both 

parents high in terms of achievement pressure. Finally, they rated fathers low in 

terms of companionship or quality time spent with them, and mothers were rated as 

being high on nurturance and over-protectiveness. 

42 

Schweitzer and Lawton (1989) also looked at subjects' perceptions of 

parenting behavior, using the Parental Bonding Instrument (PBI) with a sample of 63 

opiate abusers in treatment and a control group of 50 non-substance abusers. Drug 

abusers perceived their parents as less empathic and caring, and more over

protective and controlling than control subjects. The authors conclude that "such 

affectionless control may be considered a high risk style of parenting" . 

Finally, Filstead (1979) used the Family Environment Scale (PES) on a 

sample of alcohol abusers and their families. He found that these families scored 

low on scales of cohesion, expressiveness, independence, intellectual/cultural 

orientation, and active/recreational orientation, and high on the conflict scale. 

In summary, substance abusing families may show some similarities to eating 

disorder families, being emotionally enmeshed, over-controlling, unempathic, and 

discouraging independence. They appear most similar to bulimic families in also 

being low in cohesiveness and high in conflict, suggesting similar patterns of hostile 

enmeshment. They experience high achievement pressure in the absence of 

encouragement of intellectual, cultural, and recreational pursuits, which is also 

similar to patterns encountered in bulimic families (Shisslak, McKeon & Crago, 

1990). 
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E. Pumose of the Present Study 

The present study is designed to further investigate perceived family 

functioning in the eating disorders anorexia nervosa and bulimia nervosa, as 

compared to families of individuals with other types of psychiatric problems. As 

noted previously, most experts in the area of eating disorders now agree that these 

disorders are multidetermined, with familial factors playing only one part in the 

development of the disorder. However, it is hoped that further elucidation of the 

part played by the family will increase theoretical understanding and also aid in 

treatment. It is felt that identifying both similarities and differences between eating 

disorder families and other disturbed family systems may aid in understanding why 

some individuals develop eating pathology instead of other symptoms. For the 

purpose of this study, substance abusers were selected as the comparison group. 

This selection was made due to the recent interest in comparing substance abuse and 

other addictive behaviors with eating disorders, and specifically with bulimia. 

The present study compares subjects' ratings on the FES, a measure of family 

functioning, across three groups of subjects: restricter anorectics, bulimics, and 

substance abusers. The hypotheses to be tested, based on review of the literature 

outlined above, are: 

1. There will be significant differences in perceived family functioning 

between the anorectic and bulimic groups, with the anorectic group appearing more 

cohesive, less conflictual, more independent, lower in achievement orientation, 

higher in intellectual/cultural orientation, and more organized on the FES; 



2. There will be significant differences in perceived family functioning 

between the anorectic and substance abuse groups, with the anorectic group 

appearing more cohesive, less conflictual, more independent, higher in 

intellectual/cultural orientation,and more organized on the FES; 

3. There will be significant differences in perceived family functioning 

between the bulimic and substance abuse groups, with the bulimic group perceiving 

higher achievement orientation on the FES. Other scales on the FES will be 

identified which maximally differentiate the two groups. 
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CHAPTER IT: METHODS 

A. Subjects 

Only female subjects were used in this study, since eating disorders are still 

diagnosed primarily among women. Information from eating disorder subjects was 

obtained from the data pool of a university-based research project on individual and 

familial functioning in eating disordered patients. Subjects in this data pool were 

recruited from an outpatient, university-affiliated eating disorders clinic, as well as 

from a private, non-profit psychiatric hospital, and a private, for-profit psychiatric 

facility. 
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Eating disordered subjects were selected according to DSM III-R criteria for 

anorexia nervosa and bulimia nervosa (see Appendix A). Selection was based on 

information obtained from three sources: (1) therapist diagnosis; (2) subject 

responses to the Eating Attitudes Test (EAT); and (3) self-report of symptoms on the 

Eating Disorders Questionnaire (EDQ). All subjects in the anorectic and bulimic 

groups scored above the eating disorder cut-off point of 32 on the EAT. 

Subjects were selected for the anorectic group if they met the DSM III-R 

criteria for anorexia nervosa, without any symptoms of bulimia or substance abuse. 

Six subjects were identified who met these criteria. Due to the small number of 

subjects meeting the full criteria for anorexia nervosa, three subjects were included 

in this group who met all the criteria for anorexia except for duration of amenorrhea, 

making a total of nine subjects in this group. 
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The age of the anorectic subjects varied widely, ranging from 13 to 39, with a 

mean age of 24, and a large standard deviation of 8.44. The age distribution of this 

group is displayed visually in Table 2. As would be expected from the wide range 

of ages, years of education also varied greatly. Information on years of education is 

available for six subjects in this group. Mean years of education is 12.83, with a 

standard deviation of 3.25, and a range of 8 to 18 years. 

Insert Table 2 about here 

Eight subjects provided information on ethnicity, with six subjects identifying 

their ethnicity as Caucasian, and two as Native American. The majority of subjects 

were single, with one subject being married, one divorced, and one who provided no 

information on marital status. Further information about these subjects is 

summarized in Table 3. 

Insert Table 3 about here 

Subjects were assigned to the bulimic group if they met the DSM III-R 

criteria for bulimia, without the presence of either anorexia or substance abuse. A 

total of 20 subjects were identified who met these criteria. The age of subjects in the 

bulimic group also varied widely, from 14 to 45, with a mean age of 22.7, and a 

standard deviation of 7.18. The age distribution for bulimic subjects is displayed in 



Table 4. Information on years of education was provided by 19 of these subjects. 

Mean years of education was 14.26, with a standard deviation of 1.94, and a range 

of 11 to 18 years. 

Insert Table 4 about here 
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Two subjects did not provide information on ethnicity. Of the remaining 18 

subjects, 15 identified their ethnicity as Caucasian, two as Hispanic, and one as 

Asian-American. Eighteen subjects were single, one was divorced, and one failed to 

provide information on marital status. Further information on the bulimic group is 

summarized in Table 5. 

Insert Table 5 about here 

Subjects for the substance abuse group were obtained from local outpatient 

and residential substance abuse treatment centers. Three of these sites are private, 

for-profit psychiatric facilities. One is a publicly-funded residential treatment 

facility. The remaining site is publicly-funded to provide outpatient mental health 

services to the community. The sites involved in collection of subjects for this group 

represent a broader range of socio-economic classes than those sites used to collect 

information on eating disordered subjects. The implications of this will be discussed 

further in later sections of this paper. 
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Substance abuse subjects were identified on the basis of therapist diagnosis of 

substance abuse, present treatment for substance abuse, and self-report of substance 

use. To ensure an adequate number of subjects in this group, no effort was made to 

separate subjects according to substances abused. It was felt this decision was 

justified since substance abusing individuals tend to abuse more than one substance, 

and no specific personality profiles have been identified which differentiate between 

individuals who abuse different substances. Individuals with a history of eating 

disorders were not approached to participate in this study. Those subjects who were 

identified by site staff as meeting the inclusion criteria were approached by site staff 

and asked to voluntarily participate in a university study of women's attitudes. Due 

to confidentiality issues at the selected sites, no information is available about the 

number or characteristics of those individuals who refused participation. Seventeen 

subjects were identified who met the criteria for the substance abuse group. One of 

these subjects failed to complete the FES appropriately, making the data set for that 

subject invalid. Two subjects obtained scores above the cut-off point for eating 

disorders on the EAT, resulting in exclusion from further analysis. This resulted in 

a total of 14 subjects remaining in the substance abuse group. 

Subjects in the substance abuse group are considerably older than those in the 

other two groups, ranging from 22 to 39, with a mean age of 31.21, and a standard 

deviation of 6.03. The distribution of ages for this group is presented in Table 6. 

Information on years of education was provided by 11 subjects. The average years 



of education was 12.91, with a standard deviation of 1.92, and a range of 10 to 16 

years. 

Insert Table 6 about here 
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Eleven subjects identified themselves as Caucasian, one as Hispanic, and two 

as "Other". Nine subjects in this group were single, one was married, and four were 

divorced. Half of the subjects listed alcohol as their substance of choice; the other 

half indicated multiple substance abuse, including sedatives, hypnotics, or 

anxiolytics, cocaine, marijuana, and amphetamines. Eight subjects (57%) reported 

daily substance use, 11 (79%) reported binge drinking, and seven subjects (50%) 

reported daily substance use with periodic drinking binges. Thirteen subjects (93 %) 

reported experiencing periods of time when they were not aware of their actions, or 

"blackouts", related to their substance use. Half of the subjects (50%) reported a 

family history of substance abuse. Subjects also reported negative consequences of 

their substance abuse: four (29%) reported job loss or job problems, two (14%) 

reported relationship problems, six (43%) reported legal problems, one (7%) 

reported financial problems, five (36%) reported other problems, and two (14%) 

reported multiple problems. Further information on the substance abuse group is 

provided in Table 7. 



50 

Insert Table 7 about here 

B. Measures 

Measures used, with available reliability and validity data, are the following: 

1. Eating Attitudes Test (BAl). This 40-item scale was developed by 

Garner and Garfinkel (1979) to assess symptoms of anorexia nervosa. It has since 

been widely used with eating disorder patients. Items on the scale consist of 

attitudes and behaviors which the subject is asked to rate according to frequency of 

occurrence on a six-point scale, ranging from never to always. Three of the six 

response choices for each item receive a score of 1, 2, or 3, respectively. The 

maximum total score is 120. 

Using cross-validation with a sample of 33 anorectics, Garner and 

Garfinkel obtained a mean total score of 58.9. The authors recommend using the 

cut-off score of 30 to differentiate anorectic subjects from non-eating disordered 

subjects. However, Button and Whitehouse (1981) suggest using a higher cut-off 

score of 32 for screening eating disordered from non-eating disordered subjects. 

The authors report an alpha reliability coefficient of 0.94 and a validity coefficient of 

0.87 (Garner & Garfinkel, 1979). 

2. Eating Disorders Questionnaire (BDQ). The EDQ (Shisslak, 1982) is a 

50-item self-report questionnaire which obtains detailed demographic information as 



well as information about the subject's past and present eating behavior, weight 

history, and attitudes towards food. No reliability or validity data are available. 
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3. Family Environment Scale (PES). The FES (Moos & Moos, 1981) is a 

90-item, true/false questionnaire that describes various aspects of family functioning. 

It provides scores on ten subsca1es: Cohesion, Expressiveness, Conflict, 

Independence, Achievement Orientation, Intellectual/Cultural Orientation, 

Active/Recreational Orientation, Moral/Religious Emphasis, Organization, and 

Control. These subscales are further hypothesized to represent three major 

dimensions of family functioning: Relationship, Personal Growth, and System 

Maintenance Dimensions. The FES has been used in more than 100 studies to assess 

family functioning. It has the advantage of allowing the investigator to obtain 

information on a number of different dimensions of family environment. 

In terms of psychometric properties, test-retest reliability coefficients are 

acceptable, ranging from 0.68 for the independence sub scale to 0.86 for the cohesion 

sub scale. The issue of validity is more problematic. The authors supply limited 

information concerning validity of the instrument. Validity coefficients are not 

provided. The authors do give information on internal consistency, which ranges 

from 0.61 for the independence scale to 0.78 for cohesion. Examination of items on 

the FES supports the face validity of the test (see Appendix B for a breakdown of 

items on each scale). 

The authors report briefly on a study pertaining to validity, which correlated 

scores on the FES with other indices constructed by the authors to measure family 



characteristics such as religious participation, social and recreational activities, 

number of friends, areas of disagreement, and task assignment and performance. 

Correlations range from 0.39 for joint family activities and the recreation scale of 

the FES, to 0.62 for religious participation and the moral/religious emphasis scale 

(Moos & Moos, 1981). 
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Evidence for concurrent validity of the FES also comes from studies showing 

that the FES distinguishes between non-distressed families and families seen in 

psychiatric and correctional settings (Moos & Moos, 1981). With eating disordered 

subjects, Ordman and Kirschenbaum (1986) used the FES concurrently with the 

FACES on a sample of bulimics and normal controls. Although correlations 

between the two instruments are not reported, both instruments distinguished 

between the two groups. Similarly, Shisslak, McKeon, and Crago (1990) used the 

FES with the Family Dynamics Survey on groups of bulimics, bulimic anorectics, 

and normal controls. The FES and Family Dynamics Survey distinguished the two 

eating disorder groups from the control group. 

One study attempted to factor analyze the FES (Robertson and Hyde, 1982). 

Results of this study showed that the Independence and Expressiveness scales did not 

emerge as separate factors or parts of other factors. The Intellectual/Cultural 

Orientation and Active/Recreational Orientation scales converged into a single 

factor. Organization and Control also collapsed into one factor. Other scales were 

retained but showed a change in content. Other research is lacking which might 

confirm the results obtained in this study. 
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In summary, it was decided to use the FES even though evidence for its 

validity is questionable. This decision was based on two major considerations: first, 

the number and relevance of dimensions which the FES taps; second, the fact that 

the FES is one of the most widely used tests in this area, allowing results to be 

compared to the results of other studies in the field. Concerns related to the validity 

of the instrument will be addressed further in the discussion section of this paper. 

C. Procedure 

Data for the anorectic and bulimic groups were extracted from a larger data 

set collected during an ongoing, university-based research project on eating 

disorders. In this project, subjects were asked to participate in data collection after 

their admission to either inpatient or outpatient treatment. Participation involved 

filling out a research packet of paper and pencil tests which included the instruments 

used in this project. Those individuals agreeing to participate were allowed to 

complete the research packets on their own during the first 30 days of treatment. 

Subjects were informed that participation was strictly voluntary, and refusal would 

not affect their evaluation or treatment in any way. No information was available 

about the number or characteristics of individuals who refused participation. Eating 

disordered subjects selected for this study represented those individuals meeting 

DSM III-R criteria for anorexia or bulimia, excluding any individuals with a history 

or symptoms of both anorexia and bulimia. Subjects with a history or symptoms of 



substance abuse were also excluded. Data sets of the individuals selected also 

needed to include complete responses to the FES. 
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Subjects in the substance abuse group were identified by staff at each data 

collection site. Potential subjects were approached by site staff and asked to 

participate in a university study of women's attitudes. Individuals were informed 

that refusal to participate would not affect their treatment in any way. Those 

individuals agreeing to participate were given a research packet to complete on their 

own, during a 30-day time period. When completed, subjects returned the packets to 

site staff, who forwarded them to the principal investigator. Due to confidentiality 

issues at the selected sites, the principal investigator had no direct contact with 

subjects in this group, and no information was available about the number or 

characteristics of those individuals refusing participation. 
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CHAPTER ill: RESULTS 

A. Overview 

Data were analyzed using the STATA statistical analysis package. Procedure 

and rationale for the data analysis were as follows: 

1. Description of the three groups, using demographic and background 

variables, as well as group means and standard deviations on the FES. Group 

comparisons were accomplished using multiple i-tests and chi-squared tests. Scatter 

diagrams were generated to further illustrate the data. 

2. The next step involved examining the association between diagnostic 

group (anorectic, bulimic, substance abuse) and FES scores to test the stated 

hypotheses. Since a significant relationship was found between age and family 

perceptions, FES scores were age-adjusted. Logistical regression analysis was used 

to predict group membership from age-corrected scores on scales of the FES. 

Logistical regression was chosen rather than multiple regression because it allows 

comparisons of non-continuous variables (Le., group membership). Pairs of groups 

were coded using dummy variables, so that one group was selected to be coded as 

one, and the contrasting group as zero (Le., not group one). This allowed for a 

categorical analysis of the data. Where tests of significance were used, the 0.05 

level of significance was required. Since in logistic regression there is no strength of 

association measure analogous to the correlation coefficient, Kendall's tau-,b was 

used to compare the predictive ability of different logistical regression equations. 
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Tau-b. provides a measure of strength of association for categorical data. The values 

of tau-b. can range from + 1 to -1 for a square probability table. 

B. Analysis 

In terms of demographic and background information, missing data on family 

income and number of siblings made it impossible to compare these variables. No 

significant differences were found between groups on duration of current treatment, 

number of treatment episodes, marital status, or ethnicity. 

On the variable of age, no significant difference was found between the 

anorectic group and the bulimic group using the multivariate analog of the t-test 

(Hotelling's I-squared). The substance abusing subjects were found to be 

significantly older than the anorectics (t (14) = -2.23, l! = 0.043) and bulimics 

(t (33) = -3.67, l! = 0.001), as would be expected from examination of the age 

distributions for these three groups. No significant differences were found between 

the three groups on years of education. To explore the possibility that age and years 

of education covary significantly, these two variables were entered simultaneously 

into logistic regression equations to predict group membership. Coefficients for age 

and education failed to reach significance between the anorectic group and either the 

bulimic group or the substance abuse group. Age continued to differentiate the 

substance abusers from the bulimics (coefficient for age = 0.182, standard error = 

0.084, t = 2.16, l! = 0.04). Coefficients for education were not significant in any 



of the comparisons. These results suggest that education does not contribute 

significantly to group differences in this sample. 
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Group means and standard deviations for each scale of the FES are presented 

in Table 8. Normative data for each scale are included for comparison. Mean 

scores are also presented graphically in Table 9. Examination of this table suggests 

that anorectics and substance abusers perceive their families similarly. Anorectics 

and bulimics have similar perceptions on most scales of the FES, with the largest 

discrepancy on active/recreational orientation. Bulimics and substance abusers seem 

to have the most dissimilar perceptions, especially in terms of cohesion, achievement 

orientation, intellectual/cultural orientation, and active/recreational orientation. 

Bulimics' scores are more consistent with the published norms on these same scales. 

All three groups appear to rate their families lower on emotional expression than 

non-clinical samples. However, examination of the standard deviations presented in 

Table 8 indicates that within each group, subjects' scores on each scale vary widely. 

This indicates that these three groups are actually quite heterogeneous in terms of 

their family perceptions. 

Insert Table 8 about here 

Insert Table 9 about here 
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To test assumptions about group differences, preliminary logistic regressions 

were run using raw scores on the FES. Results of these initial logistic regressions 

suggested that: (1) bulimics perceive more emphasis on active/recreational 

orientation in their families than anorectics; (2) anorectics and substance abusers 

perceive their families similarly; and (3) bulimics perceive more cohesion and 

achievement orientation in their families than substance abusers. 

However, since age proved to be a significant factor in differentiating groups, 

it was decided to explore the association between age and FES scores further. To 

visually illustrate this relationship, scatter diagrams were constructed plotting age 

against those scales which significantly distinguished between groups: 

active/recreational orientation for the anorectic and bulimic groups; cohesion and 

achievement orientation for the bulimic and substance abuse groups. These diagrams 

are presented in Figures 1,2, and 3. Examination of these diagrams shows that on 

the cohesion scale, age does appear to be associated with substance abusers' scores. 

The older subjects in this group appear to have lower scores on cohesion. Bulimics 

scores are scattered allover the scale, but show no strong association with age. Age 

appears to have less of an association for the other two comparisons. These results 

further indicate that age may be significantly associated with at least some 

perceptions of family environment. These diagrams also suggest that some group 

differences may be related to more consistent trends in the bulimic group. For 

example, on th~ achievement scale, anorectics' scores are widely scattered, while 

bulimics show a cluster at the higher end of the scale. On achievement orientation, 
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the bulimics tend to group between the middle and upper ends of the scale, while the 

substance abusers show a wider scattering of scores. 

Insert Figure 1 about here 

Insert Figure 2 about here 

Insert Figure 3 about here 

Given the association between age and scores on the FES, it was decided to 

re-run the logistic regressions using age-corrected scores on the FES. Age

correction was accomplished by regressing the FES scores on age, and substituting 

the residuals for the original FES scores. Means and standard deviations for the age

corrected FES scores are presented in Table 10. The standard deviations presented 

in this table provide an even more striking picture of the amount of within-group 

variation that is present on each scale of the FES. Any conclusions based on the 

mean scores of these groups need to be made cautiously with this in mind. 

Insert Table 10 about here 
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Logistic regressions using age-corrected scores are summarized in Tables 11, 

12, and 13. The first hypothesis compared the anorectic group with the bulimic 

group. It was expected that the anorectics would perceive higher cohesion, 

independence, intellectual/cultural orientation, and organization, and lower conflict 

and achievement orientation. This hypothesis is not supported by the data. 

Comparison of bulimics with anorectics shows that only active/recreational 

orientation significantly differentiates between the two groups (see Table 11). The 

positive value of the regression coefficient indicates that bulimics rate their families 

higher on active/recreational orientation than the anorectics. Active/recreational 

orientation correctly classified five out of nine subjects (55%) in the anorectic group, 

and 14 out of 20 subjects (70%) in the bulimic group. Using Kendall's tau-Q as a 

strength of association measure suggests that active/recreational orientation 

moderately distinguishes bulimics from anorectics (tau-Q = 0.24, asymptotic 

standard error (ASE) = 0.186). 

Insert Table 11 about here 

The second hypothesis to be tested compared the anorectic group with the 

substance abusing subjects. It was expected that anorectics would characterize their 

families as having higher cohesion, independence, intellectual/cultural orientation, 

and organization, and lower conflict. Comparing the substance abuse group with the 

anorectic group shows that none of the FES scales significantly differentiates the two 
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groups at anything near the 0.05 level of significance (see Table 12). Thus, the data 

fail to provide support for the second hypothesis. 

Insert Table 12 about here 

The third hypothesis to be tested was that the bulimic group would rate their 

families higher on achievement orientation than the substance abuse group, and that 

it would be possible to identify other scales on the FES which maximally distinguish 

the two groups. This hypothesis is partially supported by the data. Achievement 

orientation distinguishes the two groups at the 0.05 level of significance (see 

Table 13). The negative regression coefficient for the achievement orientation scale 

indicates that substance abusers rate their families lower in this area than bulimics 

do. Probability tables show that achievement orientation correctly identifies 12 out 

of 20 cases (60%) in the bulimic group, and 10 out of 14 cases (71 %) in the 

substance abuse group. Kendall's tau-h for achievement orientation is 0.31 CASE = 

0.161). None of the other scales of the FES approach significance after age

corrections were made. 

Insert Table 13 about here 
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CHAPTER IV: DISCUSSION 

Three major findings emerged from this study. First, it was shown that the 

bulimic group perceives more of an active/recreational orientation in their families 

than anorectics do. According to Moos and Moos (1981), the active/recreational 

scale measures the amount of participation in recreational and social activities. 

Comparison of mean scores for the anorectics and bulimics on this scale with the 

normative data of the FES (Moos & Moos, 1981) shows that the anorectic group 

mean falls below the norm, while the mean for the bulimic group does not (see 

Table 8). This suggests that bulimic families may be more similar to non-clinical 

families in their participation in recreational pursuits than anorectic families are. 

This replicates the finding of Stem et aI. (1989) that restricter anorectics score their 

families low on active/recreational orientation. 

The second major finding of this study was that bulimics perceive more of an 

emphasis on achievement orientation in their families than substance abusers do. 

The achievement orientation scale is a measure of "the extent to which activities 

(such as school and work) are cast into an achievement oriented or competitive 

framework" (Moos & Moos, 1981). Means of both groups fall within one standard 

deviation of the mean for non-clinical families on this scale, making interpretation of 

this result somewhat problematic (see Table 8). Nevertheless, this result provides 

some support for the conclusions drawn from previous research (Stem et al., 1989) 

that bulimics perceive their families emphasizing competition and achievement in 



areas such as work and school, more than substance abusers. This result also 

coincides with the perfectionism and high achievement expectations that have been 

previously associated clinically with eating disorders (Bruch, 1973). The results of 

this study do not support the results of Denoff (1988) that substance abusers 

experience high achievement pressure in their families. 
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An unanticipated finding of this study was the relationship between age and 

family perception on at least one scale of the FES. Prior to age correction of the 

FES scales, scores on cohesion significantly differentiated between the bulimics and 

substance abusers. This result was lost after the variance attributable to age was 

partial led out of the cohesion score. This suggests that perceptions of family may 

change with age. 

Along the same lines, Needle et al. (1988) found evidence that perceptions of 

family change with the passage of time. This study followed a sample of adolescent 

drug and alcohol abusers over a three-year period. Some of these adolescents were 

in treatment; others were not. These subjects were compared with a non-clinical 

group of adolescents. Using the FACES-II, the authors found that substance abusing 

subjects' perceptions of cohesion and flexibility in their families decreased over 

time. This finding was the same for adolescents in treatment and those not in 

treatment. Non-substance abusing adolescents did not show a decrease in their 

perceptions of family cohesion and flexibility. 

To clarify results such as obtained by Needle et al. or in the present study, 

several variables related to age need to be systematically studied. These variables 
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would include subjects' developmental levels, whether or not subjects are still living 

at home, and, for those subjects not living at home, length of time since leaving 

home. Longitudinal studies are also needed, following individuals from prior to 

development of illness to after illness develops, to help clarify tr~ relationship of 

familial factors to development of disorders. Shisslak et al' (1993) have recently 

proposed a longitudinal study that includes looking at family factors as part of a 

constellation of risk factors for the development of eating disorders and other high

risk behaviors among children and adolescents. 

Although some positive results were achieved in this study, most of the 

hypotheses were not supported by the data. None of the anticipated differences 

between anorectics and either bulimics or substance abusers were found. It may be 

that the small sample sizes, particularly in the anorectic and substance abuse groups, 

prevented other significant results from emerging. Those results which did emerge 

as significant can be considered fairly robust. 

What do the present results mean about the groups under study? Broadly 

speaking, these results can be interpreted as supporting different perceptions of 

family functioning between anorectics and bulimics, and between bulimics and 

substance abusers. Surprisingly, differences were not discovered between 

anorectics' perceptions and those of substance abusers. This suggests an interesting 

avenue for further research, looking more in depth for possible similarities (and 

differences) between anorectics and substance abusers. 
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The two scales which distinguished bulimic families from anorectic and 

substance abusing families, active/recreational orientation and achievement 

orientation, respectively, fall under the factor of Personal Growth on the FES (Moos 

& Moos, 1981). This factor, also called Goal Orientation, includes the 

independence, intellectual/cultural orientation, and moral/religious emphasis scales. 

This dimension is said to reflect assertiveness, self-sufficiency, independent 

decision-making, competitiveness and achievement, degree of interest and 

participation in political, social, intellectual, and cultural activities, and amount of 

emphasis on ethical and religious issues (Moos & Moos, 1981). Although there is 

some question as to the composition and validity of this dimension (Head & 

Williamson, 1990; Robertson & Hyde, 1982), this does suggest that bulimic families 

may encourage at least some aspects of growth. Alternatively, these findings could 

also be interpreted as reflecting the bulimic families' emphasis on perfectionism and 

social approval. Since bulimics' ratings of their families on active/recreational 

orientation and achievement fall within normal limits, the former interpretation 

seems feasible. However, the final interpretation of results such as those obtained in 

this study remains an empirical question requiring more sensitive measures than the 

FES. 

Other issues involved in interpreting the results of this study include the usual 

cautions inherent in conducting retrospective self-report research. Self-report may 

be biased, and may be very different from what would be observed or reported by 

other family members or outside observers. The results of Stem et al. (1989) bear 
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on this issue of perceptual bias. This study found discrepancies between different 

family members' perceptions, in that eating disordered daughters rated their families 

more negatively than their mothers did. This suggests that global measures of family 

environment, such as the FES, may not be sensitive enough. Future research may 

need to be more specific, focusing on dyadic relationships or on relationships 

between individual family members and the family as a whole. One way to approach 

this would be to supplement standardized assessment instruments such as the FES 

with information obtained from individual structured interviews. Another approach 

would be to supplement self-report instruments with family rating scales 

administered by trained outside observers. One such rating scale, the Global Coding 

Scheme (Bell, Cornwell & Bell, 1985) is compatible with the FES. See Carlson and 

Grotevant (1987) for a review of this and other rating scales. 

A related issue to keep in mind when discussing the relative importance of 

perceptions of family versus "actual" family environment concerns the difference 

between perception of family and expectations of family. One study suggests that 

there may be correlations between eating disorders, perceptions of family 

environment, and the desired, or ideal, environment (pike & Rodin, 1991). This 

study found that eating disordered subjects and their mothers expressed a desire for 

more cohesiveness in their family, even though they did not rate the family as lower 

in cohesiveness than non-eating disordered controls. The results of this study 

suggest that psychological problems may be related to unmet expectations, rather 



than actual or perceived family environment. Again, more specific exploration and 

more sensitive measures may be needed to clarify these issues. 
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In interpreting the results of the present study, it should also be kept in mind 

that subjects in this study were not chosen through random sampling. It is possible 

that those subjects self-selecting to participate in the study may not be truly 

representative of the three diagnostic groups selected. An effort was made to select 

"pure" groups (Le., groups with no overlapping members) to increase group 

homogeneity. This choice to eliminate subjects with overlapping symptoms 

contributed to problems in collecting adequate sample sizes. Small sample sizes then 

affect the validity of the obtained results. Null results are a problem with such small 

sample sizes. However, these are problems inherent in conducting "real world" 

research. It should also be noted that, in spite of an effort to create homogeneous 

groups, group responses on the FES were very diffuse. This suggests that, at least 

in this sample, groups were heterogeneous in their perceptions of family. 

Another caveat regarding the results of this study concerns the possible effects 

of socio-economic status on subjects' family ratings. Subjects in this study did not 

consistently report information on family socio-economic status, making it 

impossible to explore correlations with this variable. However, examination of the 

sources from which subjects were obtained suggests that socio-economic status might 

be very different between the eating disorder groups and the substance abusing 

groups. Both groups of eating disorder subjects were recruited from either a 

university-based outpatient treatment program, or from inpatient psychiatric 
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hospitals. Although one of the inpatient facilities operates as a non-profit 

organization, most of the eating disordered subjects can be assumed to represent a 

middle to upper-middle class socio-economic groups. Substance abusing subjects, 

however, were obtained from more diverse settings. Some subjects were recruited 

from inpatient facilities comparable to those where eating disordered subjects were 

obtained. However, other subjects were recruited from publicly-funded agencies 

which are typically utilized by lower and lower-middle class socio-economic groups. 

It remains an empirical question to what extent socio-economic status might affect 

perceptions of family between these three groups. 
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APPENDIX A 

DIAGNOSTIC CRITERIA FOR EATING DISORDERS 

A. Diagnostic Criteria for Anorexia Nervosa 

1. Refusal to maintain body weight over a minimal normal weight for age 

and height, e.g., weight loss leading to maintenance of body weight 15 % 

below that expected; or failure to make expected weight gain during 

period of growth, leading to body weight 15% below that expected. 

2. Intense fear of gaining weight or becoming fat, even though underweight. 

3. Disturbance in the way in which one's body weight, size, or shape is 

experience, e.g., the person claims to "feel fat" even when emaciated, 

believes that one area of the body is "too fat" even when obviously 

underweight. 

4. In females, absence of at least three consecutive menstrual cycles when 

otherwise expected to occur (primary or secondary amenorrhea). 

(A woman is considered to have amenorrhea if her periods occur only 

following hormone, e.g., estrogen, administration.) 

B. Diagnostic Criteria for Bulimia Nervosa 

1. Recurrent episodes of binge eating (rapid consumption of a large amount 

of food in a discrete period of time). 
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2. A feeling of lack of control over eating behavior during the eating binges. 

3. A person regularly engages in either self-induced vomiting, use of 

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

order to prevent weight gain. 

4. A minimum average of two binge eating episodes a week for at least 

three months. 

5. Persistent overconcern with body shape and weight. 

Taken from the Diagnostic and Statistical Manual of Mental Disorders. 3rd Edition. 

Revised, American Psychiatric Association (1987). 
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TABLES 



STUDY 

Strober (1981) using 
theFES 

Stem et al. (1989) 
using the FES 

Shisslak et al. (1990) 
using the FES 

Johnson & Flach 
(1985) using the FES 

Ordman & 
Kirschenbaum (1986) 

_using the FES _____ 

TABLE! 
Summary of FES and PBI Studies with Eating Disorder Families 

SUBJECTS RESULTS 

44 adolescents (age range 14-17, mean age Restricter anorectics: high cohesion, high 
15.7): 22 restricter anorectics, 22 bulimic organization; bulimic anorectics: high 
anorectics. conflict, high negative emotional expression. 

20 anorexic females (mean age 19.4, SD 5.6 All ED groups: low emotional expression; 
yrs); 13 bulimic anorexic females (mean age restricter anorectics: low active/recreational 
20.9, SD 4.2 yrs); 24 normal weight bulimic orientation; bulimic anorectics: low 
females (mean age 24.5, SD 5.3 yrs); 57 age cohesion, high conflict; normal weight 
matched non-eating disordered controls. bulimics: high achievement orientation. 

24 normal weight bulimic females (mean age Both ED groups: low cohesion, low 
20.8); 13 bulimic anorectic females (mean emotional expression, high conflict; bulimic 
age 21.2); 41 normal controls. anorectics: low independence; normal 

weight bulimics: low intellectual/cultural 
orientation. 

105 bulimic females compared to non-eating Bulimics: low cohesion, low independence, 
disordered controls. high conflict, low emotional expressiveness, 

low intellectual/cultural orientation, low 
active/recreational orientation, achievement 
orientation the same as controls. 

25 female bulimics, 18-33 yrs (mean age Bulimics: low cohesion, low emotional 
21.8, SD 3.5 yrs); non-eating disordered expressiveness, high conflict, low 
controls. active/recreational orientation. 

\0 
01 



STUDY 

Blouin et al. (1990) 
using the FES 

Head & Williamson 
(1990) using the FES 

Bulik & Sullivan 
(1993) using the FES 

Calam et al. (1990) 
using the PBI 

Palmer, 
Oppenheimer & 
Marshall (1988) 
using the PBI 

TABLE 1 (cont'd) 
Summary of FES and PBI Studies with Eating Disorder Families 

SUBJECTS RESULTS 

99 bulimic subjects: 61 depressed (mean age Depressed bulimics: low cohesion, low 
25.9, SD 7.3 yrs), 38 non-depressed (mean independence, high achievement orientation, 
age 26.4, SD 8.3 yrs); age and sex matched low emotional expressiveness, low 
non-eating disordered controls. active/recreational orientation; non-

depressed bulimics: high active/recreational 
orientation. 

58 female bulimic subjects, ages 18-44. Bulimics: low conflict, low restriction, low 
parental control. 

17 female bulimic subjects, no information on No significant differences. 
ages; compared with substance abusing 
bulimics and non-eating disordered controls. 

98 ED subjects (mean age 25.0): 31 All ED groups: mothers less caring, fathers 
anorectics, 34 bulimic anorectics, 33 normal less caring, fathers more protective. 
weight bulimics; 242 non-eating disordered 
controls (mean age 22.9). 

72 ED subjects (35 anorectics, 37 bulimics), Both ED groups: mothers less caring; 
(mean age 24.3); compared with normative bulimics: fathers less caring. 
date from Australian general practice patients. 

\0 
0\ 



STUDY 

Pole et al. (1988) 
using the PBI 

Russell et al. (1992) 
using the PBI 

Steiger et al. (1989) 
using the PBI 

~-- - --~~ 

TABLEt (cont'd) 
Summary of FES and PBI Studies with Eating Disorder Families 

SUBJECTS RESULTS 

56 bulimics (mean age 22.5); 30 non-eating Bulimics: mothers less caring. 
disordered controls (mean age 24.9). 

54 adolescent anorectics; matched group of No significant differences. 
non-eating disordered adolescent psychiatric 
patients and normal controls. 

58 ED subjects: 15 restricter anorectics (mean All ED groups: fathers less caring; bulimic 
age 26.3); 9 bulimic anorectics (mean age anorectics: fathers more protective. 
33.1); 21 bulimics (mean age 26.1); 13 
bulimics with history of anorexia (mean age 
25.2); 24 non-eating disordered controls 
(mean age 28.0). 

10 
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TABLE 3 
Summary of Information for the Anorectic Group 

VARIABLE N MEAN SD 

Age (years) 9 24.00 8.44 

Current weight (pounds) 9 94.39 15.65 

Current height (inches) 9 63.22 2.68 

Highest weight (pounds) 9 127.33 32.04 

Lowest weight (pounds) 9 85.44 14.80 

Desired weight (pounds) 7 101.57 14.59 

Number of times exercise (per month) 7 31.71 22.37 

Duration of amenorrhea (months) 6 11.67 5.47 

Duration of current treatment (months) 8 0.88 1.39 

Number of previous treatment episodes 9 0.00 0.00 

--

RANGE 

13 - 39 

77 - 118 

59 - 68 

93 -196 

68 -110 

77 - 116 

0- 60 

5 - 18 

0-3.60 

0.00 

\0 
\0 
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TABLES 
Summary of Information for the Bulimic Group 

VARIABLE N MEAN SD RANGE 

Age (years) 20 22.7 7.18 14 - 45 

Current weight (pounds) 20 126.80 28.43 88 - 230 

Current height (inches) 19 64.63 2.41 60- 68 

Highest weight (pounds) 18 155.72 37.91 103 - 253 

Lowest weight (pounds) 17 109.82 14.85 80 - 135 

Desired weight (pounds) 19 113.79 15.14 85 - 140 

Number of years binging 20 4.48 4.06 0.5 - 15 

Number of binging episodes (per month) 20 38.30 40.30 8 - 180 

Number of years vomiting 20 3.58 3.74 0.1 - 15 

Number of vomiting episodes (per month) 19 46.47 41.25 3 - 180 

Number of laxatives (per month) 16 13.44 23.53 0-90 

Number of diuretics (per month) 14 8.86 32.01 0-120 

Number of exercise episodes (per month) 19 22.89 10.12 0- 30 

Duration of current treatment (months) 20 1.37 2.44 0-9.6 

Number of previous treatment episodes 20 0.0 0.0 0 -o 
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TABLE 7 
Summary of Information for the Substance Abuse Group 

VARIABLE N MEAN Sll 

Age (years) 14 31.21 6.03 

Current weight (pounds) 14 153.50 52.53 

Current height (inches) 14 64.93 3.50 

Duration of current treatment (months) 9 16.68 26.56 

Number of previous treatment episodes 13 2.15 3.80 

Age of first substance use (years) 13 13.69 3.38 

Binge drinking frequency (per month) 8 6.51 10.93 

RANGE 

22 -39 

99 - 315 

60-72 

0.1 - 84 

0-12 

4 -17 

0-30 
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TABLE 8 
Comparison of Means and Standard Deviations on the FES between 
Anorectics, Bulimics, Substance Abusers, and Non-Clinical Norms* 

ANORECTICS BULIMICS SUBSTANCE 
NORMS * ABUSERS 

FES SCALES M SQ M SD M SD M SQ 

Cohesion 5.22 2.59 6.20 2.61 4.00 2.99 6.61 1.36 

Expressiveness 3.44 2.01 3.65 2.28 3.29 2.37 5.45 1.55 

Conflict 3.67 1.50 3.90 2.63 4.07 2.95 3.31 1.85 

Independence 5.44 2.07 5.40 2.04 4.36 2.24 6.61 1.19 

Achievement Orientation 5.67 1.66 6.80 1.74 4.79 2.72 5.47 1.61 

Intellectual/Cultural Orientation 4.33 2.65 5.85 2.28 4.07 3.20 6.53 1.72 

Active/Recreational Orientation 3.33 2.00 5.70 2.32 4.07 2.92 5.35 1.87 

Moral/Religious Emphasis 5.22 2.95 4.75 2.59 4.29 2.61 4.72 1.98 

Organization 5.33 1.73 5.80 2.42 5.57 2.50 5.41 1.83 

Control 4.67 2.96 5.60 2.60 5.00 2.39 4.34 1.81 

*From Moos, R.H. (1974). The Family Environment Scale. Palo Alto, CA: Consulting Psychologists Press, Inc. -o 

""" 



TABLE 9 

Comparison of Group Means on the FES 
between Anorectics, Bulimics, Substance Abusers, and Non-Clinical Norms 
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TABLE 9 (cont'd) 

Comparison of Group Means on the FES 
between Anorectics, Bulimics, Substance Abusers, and Non-Clinical Norms 

7 
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TABLE 10 
Age-Corrected Means and Standard Deviations on the FES between 

Anorectics, Bulimics, and Substance Abusers 

ANORECTICS BULIMICS SUBSTANCE 
ABUSERS 

FES SCALE M SO M SO M SO 

Cohesion -0.20 2.61 0.68 2.75 -0.84 2.83 

Expressiveness -0.03 2.00 0.19 2.25 -0.25 2.39 

Conflict -0.22 1.49 0.03 2.65 0.09 2.93 

Independence 0.34 2.08 0.27 2.06 -0.60 2.23 

Achievement Orientation -0.29 1.76 0.81 1.75 -0.97 2.74 

Intellectual/Cultural Orientation -0.70 2.77 0.76 2.28 -0.64 3.17 

Active/Recreational Orientation -1.45 1.93 0.83 2.34 -0.26 2.91 

MoraVReligious Emphasis 0.46 2.68 -0.05 2.69 -0.22 2.64 

Organization -0.31 1.72 0.14 2.43 -0.53 2.49 

Control -0.44 2.78 0.57 2.61 5.00 2.26 

.... 
o 
-..l 
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TABLE 11 
Summary of Logistic Regressions using FES Scores to Predict Bulimics from Anorectics 

I 

(Bulimics Coded 1; Anorectics Coded 0) 

FES SCALE COEFFICIENT 
STANDARD 

I ERROR 1 l! 

I Cohesion 0.125 0.153 0.817 0.421 

Expressiveness 0.049 0.193 0.256 0.800 

Conflict 0.049 0.179 0.272 0.788 

Independence -0.018 0.201 -0.088 0.931 

Achievement Orientation 0.366 0.245 1.496 0.146 

Intellectual/Cultural Orientation 0.250 0.174 1.436 0.162 

Active/Recreational Orientation * 0.461 0.208 2.171 0.039 

Moral/Religious Emphasis -0.077 0.155 -0.493 0.626 

Organization 0.095 0.184 0.519 0.608 

Control 0.151 0.159 0.951 0.350 

*Denotes significance at the 0.05 level, two-tailed. 

Note: A negative regression coefficient indicates that bulimics rate their families lower than 
anorectics on this scale. -o 

00 



TABLE 12 
Summary of Logistic Regressions using FES Scores to Predict Substance Abusers from 

Anorectics (Substance Abusers Coded 1; Anorectics Coded 0) 

FES SCALE COEFFICIENT 
STANDARD 

1 ERROR 12 

Cohesion -0.093 0.164 -0.570 0.574 

Expressiveness -0.048 0.199 -0.241 0.812 

I Conflict 0.056 0.181 0.307 0.762 

I Independence -0.221 0.218 -1.014 0.322 

Achievement Orientation -0.127 0.188 -0.678 0.505 

I Intellectual/Cultural Orientation 0.007 0.148 0.047 0.963 
I 

I Active/Recreational Orientation 0.196 0.182 1.080 0.292 

Moral/Religious Emphasis -0.105 0.168 -0.626 0.538 

Organization 0.067 0.202 0.333 0.742 

Control -0.016 0.181 -0.091 0.929 

Note: A negative regression coefficient indicates that substance abusers rate their families lower 
than anorectics on this scale. ..... 

o 
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TABLE 13 
Summary of Logistic Regressions using FES Scores to Predict Substance Abusers from 

Bulimics (Substance Abusers Coded 1; Bulimics Coded 0) 

FES SCALE COEFFICIENT 
STANDARD 

1 ERROR 12 

Cohesion -0.202 0.133 -1.523 0.138 

Expressiveness -0.088 0.158 -0.557 0.581 

Conflict 0.009 0.130 0.067 0.947 

Independence -0.201 0.172 -1.165 0.253 

Achievement Orientation * -0.369 0.179 -2.064 0.047 

Intellectual/Cultural Orientation -0.201 0.138 -1.463 0.153 

Active/Recreational Orientation -0.169 0.140 -1.209 0.236 

Moral/Religious Emphasis -0.026 0.135 -0.190 0.851 

Organization -0.027 0.146 -0.182 0.857 

Control -0.188 0.149 -1.262 0.216 

*Approaches significance at O.OSlevel, two-tailed. 

Note: A negative regression coefficient indicates that substance abusers rate their families lower 
than bulimics on this scale. --o 
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FIGURE 1 

Scatter Diagram Showing the Relationship of Age to Score on Active/Recreational Orientation 
for the Anorectic and Bulimic Groups 

as Compared to Group Means 
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FIGURE 2 

Scatter Diagram Showing the Relationship of Age to Score on Achievement Orientation 
50 .,- for the Bulimic and Substance Abusing Groups 

as Compared to Group Means 
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FIGURE 3 
50 

Scatter Diagram Showing the Relationship of Age to Score on Cohesion 

:l 
for the Bulimic and Substance Abusing Groups • as Compared to Group Means 
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