
INDIVIDUAL AND FAMILY DYSFUNCTION
IN ANOREXIA NERVOSA AND BULIMIA.

Item Type text; Dissertation-Reproduction (electronic)

Authors MCKEON, RICHARD THOMAS.

Publisher The University of Arizona.

Rights Copyright © is held by the author. Digital access to this material
is made possible by the University Libraries, University of Arizona.
Further transmission, reproduction or presentation (such as
public display or performance) of protected items is prohibited
except with permission of the author.

Download date 24/05/2023 20:17:57

Link to Item http://hdl.handle.net/10150/187170

http://hdl.handle.net/10150/187170


INFORMATION TO USERS 

This reproduction was made rrom a copy or a document sent to us for microfilming. 
While "the most advanced technology has been used to photograph and reproduce 
this document, the quality of the reproduction is heavily dependent upon the 
quality of the material submitted. 

The following explanation of techniques is provided to hclp clarify markings or 
notations which may appear on this reproduction. 

1. The sign or "target" for pages apparently lacking from the document 
photographed is "Missing Page(s)". If it was possible to obtain the missing 
page(s) or section, they are spliced into the film along with adjacent pages. This 
may have necessitated cutting through an image and duplicating adjacent pages 
to assure complete continuity. 

2. When an image on the film is obliterated with a round black mark, it is an 
indication of either blurred copy because of movement during exposure, 
duplicate copy, or copyrighteclmaterials that should not have been filmed. For 
blurred pages, a good image of the page can be found in the adjacent frame. If 
copyrighted materials were deleted, a target note will appear listing the pages in 
the adjacent frame. 

3. When a map, drawing or chart, etc., is part of the material being photographed, 
a definite method of "sectioning" the material has been followed. It is 
customary to begin filming at the upper left hand corner of a large sheet and to 
continue from len to right in equal sections with small overlaps. If necessmy, 
sectioning is continued again-beginning below the first row and continuing on 
until complete. 

4. For illustrations that cannot be satisfactorily reproduced by xerographic 
means, photographic prints can be purchased at additional cost and inserted 
into your xerographic copy. These prints are available upon request from the 
Dissertations Customer Services Department. 

5. Some pages in any document may have indistinct print. In all cases the best 
available copy has been filmed. 

University 
Microfilms 

International 
300 N. Zeeb Road 
Ann Arbor, MI48106 





8324457 

McKeon, Richard Thomas 

INDIVIDUAL AND FAMILY DYSFUNCTION IN ANOREXIA NERVOSA AND 
BULIMIA 

The University of Arizona 

University 
Microfilms 

International 300 N. Zeeb Road, Ann Arbor, MI48106 

PH.D. 1983 





INDIVIDUAL AND FAMILY DYSFUNCTION IN 

ANOREXIA NERVOSA AND BULIMIA 

by 

Richard Thomas McKeon 

A Dissertation Submitted to the Faculty of the 

DEPARTMENT OF PSYCHOLOGY 

In Partial Fulfillment of the Requirements 
For the Degree of 

DOCTOR OF PHILOSOPHY 

In the Graduate College 

THE UNIVERSITY OF ARIZONA 

1 9 8 3 



THE UNIVERSITY OF ARIZONA 
GRADUATE COLLEGE 

As members of the Final Examination Committee, we certify that we have read 

the dissertation prepared by Richard Thomas McKeon 

entitled INDIVIDUAL AND FAMILY DYSFUNCTION IN 

ANOREXIA NERVOSA AND BULIMIA 

and recommend that it be accepted as fUlfilling the dissertation requirement 

for the Degree of Doctor of Phi losophy 
--------------------------~~~-------------------------

.. 

Dat~'1v /';-:$ 

Date 

-1/ 
Date 

Final approval and acceptance of this dissertation is contingent upon the 
candidate's submission of the final copy of the dissertation to the Graduate 
College. 

I hereby certify that I have read this dissertation prepared under my 
direction and recommend that it be accepted as fulfilling the dissertation 
requirement. 

) ;. 
/'tc.(C .. . I· 

Dissertation Director Date 



STATEMENT BY AUTHOR 

This dissertation has been submitted in partial 
fulfillment of requirements for an advanced degree at The 
University of Arizona and is deposited in the University 
Library to be made available to borrowers under rules of 
the Library. 

Brief quotations from this dissertation are allow
able without special permission, provided that accurate 
acknowledgment of source is made. Requests for permission 
for extended quotation from or reproduction of this manu
script in whole or in part may be granted by the head of 
the major department or the Dean of the Graduate College 
when in his judgment the proposed use of the material is 
in the interests of scholarship. In all other instances, 
however, permission must be obtained from the author. 

SIGNED: 



ACKNOWLEDGMENTS 

I would like to express my appreciation to the mem

bers of my dissertation committee: Karen Paulsen, Ph.D.; 

Catherine Shisslak, Ph.D.; George Domino, Ph.D.; Richard 

Coan, Ph.D.; and Stephen Shanfield, M.D. Their advice and 

encouragement was invaluable. I would also like to acknowl

edge the assistance of George Comerci, M.D.; James 

Manshardt, M.D.; and Koreen Johannsen, M.W.W., who were 

instrumental in obtaining subjects. 

Finally, I wish to thank my loving wife Elizabeth 

for her support, patience, and assistance. 

iii 



TABLE OF CONTENTS 

LIST OF TABLES 

ABSTRACT . . . 

INTRODUCTION . 

Family Environment . 
Research Questions . 

METHOD . . . . 

Subjects 
Procedures . 
Measures . 

RESULTS 

Eating 
Family 
Family 

DISCUSSION . 

Attitudes Test ... 
Environment Scale . 
Dynamics Survey . 

Eating Attitudes and Behaviors . 
Individual Psychopathology . . . 
Family Environment and Dynamics 

APPENDIX A~ THE RUSSELL CRITERIA 
AND THE FEIGHNER CRITERIA . 

REFERENCES . 

iv 

Page 

v 

vi 

1 

18 
24 

26 

26 
29 
30 
30 
33 
35 

36 

59 

59 
65 
71 

79 

83 



Table 

1. 

2. 

3. 

4. 

LIST OF TABLES 

Weight history, mean scores and standard 
st"andard deviations . . . . . . . . . . 

Clinical characteristics, mean scores and 
standard deviations . . . . . 

Eating Attitudes Test, mean scores and 
standard deviations (three groups) 

Eating Attitudes Test, mean scores and 
standard deviations (four groups). 

5. SCL-90, mean scores and standard deviations 

Page 

38 

40 

41 

43 

(three groups) . . . . . . . . . . . . . . . 45 

6. SCL-90, mean scores and standard deviations 
(four groups) . . . . . . . . . . • . 47 

7. Family Environment Scale, mean scores and 
standard deviations (three groups) . . . . 49 

8. Family Environment Scale, mean scores and 
standard deviations (four groups) 50 

9. 

10. 

11. 

12. 

Family Dynamic Survey, mean scores and 
standard deviations (three groups) 

Family Dynamic Survey, mean scores and 
standard deviations (four groups) 

Discriminant function analysis; eating 
disorders versus controls . . . . . . 

Discriminant function analysis; bulimics 
versus anorectics . . . . . . . . . . . 

13. Discriminant function analysis; bulimics 
versus bulimic anorectics versus restricter 

52 

53 

55 

56 

anorectics versus controls . . . . . . . • . 57 

v 



ABSTRACT 

The eating disorders, encompassing both bulimia 

and anorexia nervosa, have become a matter of increasing 

concern for mental health professionals. The presence of 

bulimic symptoms within the syndrome of anorexia nervosa 

has been associated with greater individual and family 

psychopathology as well as with poorer prognosis when com

pared to restricter type anorectics. This study hypothe

sizes that when compared with a normal control group, non

anorectic bulimics would show higher levels of individual 

psychopathology and family dysfunction, and more dis

ordered eating attitudes and behaviors. This study further 

hypothesizes that an anorectic group would exhibit a simi

lar pattern on these variables due to the presence of buli

mic symptoms in many anorectics. These hypotheses were 

confirmed and support was generated for the proposition 

that bulimia even in normal weight persons is associated 

with significant pathology comparable to that documented in 

the bulimic subtype of anorexia nervosa. 

vi 



INTRODUCTION 

The eating disorders have. been defined by the Diag

nostic and Statistical Manual of Mental Disorders--Third 

Edition (DSM-III) (American Psychiatric Association (APA), 

1980) as a subclass of disorders characterized by gross dis

turbances in eating behavior. The eating disorders include 

anorexia nervosa, bulimia, pica, rumination disorder of 

infancy, and atypical eating disorder. This study examines 

two of these eating disorders, anorexia nervosa and bulimia. 

Anorexia nervosa is characterized by an intense fear of 

becoming obese accompanied by refusal to maintain a minimal 

normal body weight resulting in significant weight loss. 

The essential features of bulimia are episodic binge eating 

accompanied by a fear of not being able to stop eating vol

untarily. A binge is usually terminated by abdominal pain, 

sleep, social interruption, or induced vomiting. 

Eating disorders have increasingly become a matter 

of concern for mental health professionals. This is because 

of a widespread belief that their prevalence is increasing 

(Bemis, 1978; Bruch, 1978; Crisp et al., 1977) and also 

because of the often dramatic nature of the disorders them

selves. Bruch (1977) has eloquently described the striking 

and paradoxical onset of anorexia in seemingly healthy 

girls who had always been described by their families as 

1 



2 

perfect, obedient, and hard working. The serious nature of 

anorexia nervosa is illustrated by mortality rates that have 

variably been estimated from 3% to 15% of affected individ

uals (Crisp et al., 1977; Dally, 1979; Kay & Leigh, 1954; 

Russell, 1977). Bulimia may also have serious medical con

sequences. There have been reports of electrolyte distur

bances (potassium depletion), urinary infections, and even 

renal failure in individuals whose binge eating is followed 

by extensive use of self-induced vomiting or purgatives 

(Russell, 1979). 

Well-designed epidemiological studies have been 

relatively rare in the eating disorders, but several impor

tant facts are known. Anorexia nervosa occurs primarily 

in adolescent or young adult females, with male incidence 

estimate as 5% to 15% of the total incidence (Crisp, 

Palmer, & Kalucy, 1976; Kendall et al., 1973; Theander, 

1970). The incidence of anorexia nervosa among the general 

population has been variously estimated as between .24 

(Theander, 1970) and 1.6 (Kendall et a1., 1973) per 

100,000. The incidence of anorexia nervosa seems to be 

greater among the higher social classes than among the 

lower social classes (Crisp et al., 1976; Hill~ 1977). 

A dramatic increase in incidence has been widely reported 

in recent years although precise statistics are not 

available because of the inconsistency in the criteria 

used in the different studies (Bemis, 1978). There has 
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only been one epidemiological report published on bulimia, 

although there is a consensus that bulimics are most likely 

to be young and female (APA, 1980). Halmi, Falk, and 

Schwartz (1981) reported that among a college population 

13% reported all of the major symptoms of bulimia, includ

ing 19% of the female college population. 

Although anorexia nervosa and bulimia are now con

sidered to be distinct eating disorders, their precise rela

tionship to each other is far from clear. This is due to 

the fact that persons with anorexia nervosa may also have 

some or all of the symptoms of bulimia (Russell, 1979; 

Strober, 1981). The presence of bulimic symptoms within 

the syndrome of anorexia nervosa was the initial impetus 

for research and only gradually was bulimia recognized and 

studied as a separate eating disorder (Casper et al., 1980; 

Fairburn, 1980; Palmer, 1979). 

A review of diagnostic approaches in the area of 

eating disorders reveals that complexity and confusion 

regarding nosology and classification have been character

istics of the field. Several issues have led to consider

able controversy. Perhaps most important is the question 

of whether anorexia nervosa deserves to be considered a 

distinct disorder or is rather a variant of other disorders. 

Secondly, if anorexia nervosa is to be considered a distinct 

disorder, then what is the best way to define it? What are 

the essential criteria for the diagnosis? Thirdly, is 
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anorexia nervosa a homogeneous illness or does it have iden

tifiable diagnostic subtypes? 

Bruch (1973, 1977, 1978) has forcefully argued that 

anorexia nervosa is a distinct psychiatric syndrome with 

characteristic signs and symptoms. Bruch (1973) and Thoma 

(1967) have emphasized the distinction between primary and 

secondary forms of anorexia nervosa. In primary anorexia 

nervosa, the relentless pursuit of a thin body results in 

serious weight loss, and the secondary form of the disorder 

reflects a nonspecific group in whom weight less is second

ary to another defined psychiatric illness (e.g., schizo

phrenia, depression). Other investigators have disagreed 

with Bruch's position and argued that anorexia nervosa is 

essentially an affective disorder because depression is a 

very common feature in anorectics and their families (Kay, 

1953; Cantwell et al., 1977). 

There has also not been unanimous agreement on the 

essential criteria for the diagnosis of primary anorexia 

nervosa. Two distinct but somewhat similar lists of symp

toms necessary for the diagnosis have achieved prominence. 

One was compiled by Feighner (1972) and the other by Russell 

(1970) (see Appendix A). The Feighner criteria are more 

restrictive, particularly with regard to age of onset and 

percentage of weight loss. The disputes regarding the cri

teria for diagnosis center around three types of symptoms. 
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These are amount of weight loss, endocrine dysfunction, and 

psychopathological factors. 

The emaciated appearance of many patients with 

anorexia nervosa is in many ways the most striking charac

teristic of the illness. Yet, there has not been agreement 

on the extent of self-inflicted weight loss that is neces

sary for the diagnosis to be given. The Feighner (1972) 

criteria specify that 25% of body weight must be lost. This 

criterion has also been incorporated into the DSM-III (APA, 

1980). Rollins and piazza (1978) proposed a 20% weight 

loss requirement; Dally (1969) suggested 10%. Crisp (1981) 

pointed out the limitations of requiring any fixed weight 

loss, whether expressed in absolute number of pounds lost 

or as a proportion of premorbid or expected body weight. 

He cited the lack of reliability of patients' retrospective 

self-report of body weight as well as the distortion in the 

measurement of body weight that can be present at any given 

time due to profound dehydration. Any weight loss defined 

in terms of absolute number of pounds will fail to take 

into account important variables such as height and premor

bid weight. A proportion of premorbid weight proves inade

quate with cases of premorbid obesity, when even a very 

large percentage weight loss may not result in emaciation. 

A proportion of premorbid weight is also inadequate in cases 

where a person loses enough weight to become emaciated, but 

because of being premorbidly underweight does not meet the 
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requisite percentage of weight loss (Rollins & Piazza, 

1978). Rollins and piazza proposed to remedy the latter 

deficiency by proposing that either loss of 20% of premorbid 

body weight or being 20% under ideal body weight for height 

for age be considered diagnostic. However, this would still 

allow someone who is premorbidly obese to meet the criteria 

while being normal weight for their height. In addition, 

any fixed weight loss that is specified will of necessity 

be an arbitrary line of demarcation that could result in 

patients with nearly identical clinical presentations to 

those who meet the criteria not receiving the diagnosis 

because of a 1 or 2 pound difference in weight loss. Garner 

and Garfinkel (1982) proposed that rather than strictly 

quantifying weight loss, a severe weight loss be considered 

the criterion with the judgment of what constitutes severity 

left to the clinician. 

The criterion of endocrine dysfunction is in many 

ways closely related to weight loss. Crisp (1981) regarded 

the anorectic's need to avoid normal adult body weight and 

its attendant post-pubertal fatness as at the heart of the 

disorder. With sufficient weight loss a prepubertal status 

may be attained, with amenorrhea the clearest manifestation 

of this status. Rollins and piazza (1978) regarded amenor

rhea as essential for the diagnosis of anorexia nervosa, as 

does Russell (1970). Feighner (1972) did not require amen

orrhea for the diagnosis, nor does DSM-III. 
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Various psychological factors have also been 

described as essential for the diagnosis. According to 

Garner and Garfinkel (1982, p. 26), lithe relentless pursuit 

of a thin body in spite of emaciation is the central phenom

enon that must always be present for a diagnosis of anorexia 

nervosa." Rollins and Piazza (1978) specified two criteria 

as essential: a pervasive sense of inadequacy and a dis

torted body image. Russell (1970) required a morbid fear 

of becoming fat. Different investigators thus highlight 

different psychological factors which are frequently present 

in anorectics. 

Numerous writers have investigated the possibility 

that there are subtypes within the anorexia nervosa syn

drome. Several influential reports have appeared which 

suggest that contrasting anorectics in terms of their gen

eral pattern of dietary regulation and consumatory behavior 

highlights an important distinction that can serve as a 

point of departure for typological research into the syn

drome (Strober, 1981). This approach dichotomizes the 

anorectic population into those who are continuously 

restrictive regarding food intake and those in whom episodes 

of binge eating or bulimia are usually followed by self

induced vomiting or purgation (Strober, 1981). The 

"restricters" lose weight by continually refusing all but 

the smallest amounts of food. Extensive physical exercise 

is often engaged in to assist in losing weight. The bulimic 
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subgroup loses a substantial amount of weight even though 

they might indulge in eating tremendous amounts of food. 

Vomiting, purgation, and exercise may all be used to prevent 

weight gain and promote weight loss following the binge. 

There is some difference of opinion in the litera

ture over whether the binge eating or vomiting is the essen

tial feature necessary for inclusion into the "nonrestricter" 

subgroup of anorexia nervosa. Garfinkel, Moldofsky, and 

Garner (1980) argued that vomiting or purging was not neces

sary for inclusion into the bulimic subgroup of anorexia 

nervosa as long as binge eating was present. The binge eat

ing was seen by these authors as more closely related to the 

core psychological difficulties with impulse control found in 

such patients. Garfinkel et ale (1980) claimed that when 

anorectics who binge were compared to anorectics who binge 

and vomit, there were no essential differences between the 

groups. Johnson and Larson (1982) proposed that the vomit

ing or other purging behavior serves the most important 

function. They argued that while binge eating initially 

plays a central role, over time the vomiting becomes more 

prominent. They pointed out that many patients vomit after 

ingesting any food at all, regardless of whether or not they 

had binged. Beumont (1977), Beumont, George, and Smart 

(1976), and Fairburn (1980) also focused on self-induced 

vomiting rather than binge eating as the essential symptoms 

in this type of anorexia nervosa. 
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Using the presence of vomiting as the method for 

demarcating the two subgroups, Beumont et ale (1976) re

viewed hospital records and reported retrospectively that 

restricters were intensely preoccupied with food, eating, 

and losing weight. They were introverted, socially with

drawn individuals whose anorectic behavior had started in 

response to psychological stress and who did relatively well 

in treatment. "Vomiters" were more extroverted, more likely 

to have previously been obese, sexually experienced, and did 

less well in treatment. Of the original 31 subjects in the 

study, 22 were later assessed by means of objective person

ality measures such as the Eysenck Personality Inventory, 

the 16 Personality Factor Questionnaire (16PF), and the 

Ley ton Obsessional Inventory. Both subgroups were found to 

be more neurotic than normals on the Eysenck, and the 

restricters were also less extroverted than normals. The 

restricters were also found to be less extroverted on the 

l6PF as well as being more anxious and independent than 

normals. On the Ley ton Obsessional Inventory both sub

groups were higher than normals, but the restricters were 

consistently more obsessive. 

Ben-Tovim, Marilov, and Crisp (1979) also investi

gated a sample of anorectics which they divided into 

restricters (n = 12) and vomiters (n = 9). They compared 

the two groups using the Present State Examination, the 

Eysenck Personality Inventory, and the Hostility and 
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Direction of Hostility Questionnaire. Obsessional charac

teristics were found in both groups and there was a trend 

toward more depression in the vomiters, but no statisti

cally significant differences were found. The authors 

concluded that there was no substantial evidence for quali

tative personality or symptomatic differences between 

vomiters and restricters except in regard to their patterns 

of eating. 

Casper et al. (1980) attempted to determine the 

proportion of patients with anorexia nervosa who experi

enced bulimia in a prospective study utilizing 105 hospital

ized female patients. They further attempted to assess the 

degree to which a clinically meaningful differentiation 

could be made between the bulimics and restricters. Vomit

ing was not necessary for inclusion in the bulimic group. 

They reported that 47% of their sample had episodes of 

overeating and that two-thirds of that number admitted to 

binge eating more than once a week and that 16% binged 

every day. The bulimics were older than restricters (al

though there was no difference in the age of onset), they 

had more heterosexual experience, and they had higher self

ratings for anxiety (Hopkins Symptom Checklist) and depres

sion (Minnesota Multiphasic Personality Inventory). The 

presence of bulimia was associated with a typical constel

lation including strong appetite, vomiting after binges, and 

the use of binge eating to deal with distressing emotions 
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as well as feelings of hunger. Casper et ale speculated 

that the older age of bulimic patients might indicate that 

bulimia is a sign of chronic~ty. The fact that the pres

ence of bulimia in anorexia nervosa has been reported to 

be a poor prognostic sign could be interpreted as support

ing this hypothesis (Garfinkel, Mordofsky, & Garner, 1977; 

Halmi, Brodland, & Loney, 1973; Morgan & Russell, 1975). 

Crisp (1980) estimated that perhaps 30% of anorectics end 

up in a chronic stage characterized by binge eating and 

vomiting as a habitual means of weight control. 

Garfinkel et ale (1980) investigated the question 

of whether bulimia represented an "end-stage" of chronic 

anorexia nervosa or whether bulimic patients were a dis-

tinct subgroup within the anorexia nervosa population. 

Subjects were 141 patients, 68 of whom were characterized 

as bulimic with 73 characterized as restricters. vomiting 

or purging was not ~ecessary for inclusion in the bulimic 

group. The comparison between bulimic and restricter 

groups revealed no differences in either age of onset or 

duration of illness, arguing against bulimia simply repre

senting a manifestation of chronicity. Bulimic patients had 

a history of weighing more (including more premorbid obe

sity) than the restricter patients and also showed greater 

use of alcohol and drugs, more numerous incidents of steal

ing and suicide attempts,. more sexual activity, and greater 

lability of mood. The authors concluded that the differences 
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in clinical characterisitcs, history and prognosis between 

the two groups and the absence of any differential in age 

of onset or duration of illness supported bulimia being con

sidered a subcategorization of anorexia nervosa rather than 

dismissing it as a chronic or end phase of the illness. 

They speculated that there were unique vulnerability fac

tors present in certain anorectics which predisposed them 

to bulimia. 

Strober (1981) attempted to explore this question 

of predisposing factors for the bulimic syndrome by study

ing a group of juvenile (ages 14-17) anorectics and their 

families separated into restricter and bulimic subgroups. 

He found these groups could be distinguished premorbidly by 

the greater obesity, affective instability, family dysfunc

tion, and marital dissatisfaction among the bulimic 

patients. Strober concluded that, given the young age and 

relative nonchronicity of the sample and the fact that 

discrimination of the groups was based on antecedent char

acteristics, bulimia would appear to index a unique entity 

rather than a symptom of chronic illness although the inci

dence of bulimia in anorectic patients does seem to increase 

with age. 

Although the role and significance of bulimia in 

anorexia nervosa is still far from clear, several tentative 

conclusions can be drawn. Almost half of the anorectic 

population may have bulimic symptoms ~Casper et al., 1980). 
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Bulimic-type anorectics probably represent a unique sub

group in the anorectic population (Garfinkel et al., 1980; 

Strober, 1981). The bulimic subgroup cannot be explained 

merely as a by-product of chronicity. Although the inci

dence of bulimia in the anorectic population rises with age, 

there appear to be a multiplicity of possible developmental 

forms in the disorder. Crisp (1980) estimated that over 

20% of the anorectic population have binge and vomiting 

symptoms not associated with a chronic phase of anorexia. 

The bulimic subgroup has had higher premorbid levels of 

obesity (Beumont et al., 1976; Garfinkel et al., 1980; 

Strober, 1981), sexual experience (Beumont, Abraham, & 

Simms, 1981; Beumont et al., 1976; Casper et al., 1980; 

Garfinkel et al., 1980), and also greater depression, sui

cidality, or affective disturbance (Casper et al., 1980; 

Garfinkel et al., 1980; Strober, 1981), and more stealing 

and alcohol or drug use (Garfinkel et al., 1980) than com

parison groups of restricter-type anorectics. The complex 

of symptoms associated with the bulimic subgroup has been 

said to be indicative of greater individual psychopathol

ogy in such patients and has been linked to a poorer prog

nosis (Beumont et al., 1976; Crisp, 1980; Strober, 1981) 

thus lending support to Russell's (1979) view that what he 

calls "bulimia nervosa 'l represents a particularly ominous 

variant or subgroup in anorexia nervosa. 
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As the role of bulimia in anorexia nervosa became a 

greater focus of attention for researchers and clinicians, 

there seemed to develop a greater appreciation for the com

plex manner in which bulimia could be manifested. Russell 

(1979) noted that the bulimic syndrome could appear in per-

sons who were anorectic, in persons who had been anorectic 

but no longer conformed to diagnostic criteria, and in per

sons who never showed a history of anorexia nervosa. 

Russell investigated the bulimic syndrome with patients who 

did not currently conform to either of the sets of criteria 

commonly used for diagnosing anorexia nervosa. Compared to 

a group of "true" anorectics these patients tended to weigh 

more, be more active sexually, and have more depressive symp

tomatology. Of the 30 bulimics involved in this study, 17 

had a previous history of anorexia nervosa although they 

did not meet the criteria at the time of the study. The 

remaining bulimics had never conformed to the diagnostic 

criteria for anorexia nervosa. Russell's findings regard

ing weight, sexual history, and depressive symptoms were 

similar to findings for bulimics who met all diagnostic 

criteria for anorexia nervosa. 

The recognition that bulimic symptoms could exist 

without a current or past history of anorexia nervosa led 

to a broadening of the concept of eating disorders and to 

the delineation of bulimia as a separate diagnostic entity. 

The DSM-III recognition of bulimia as~a disorder unique 
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'from anorexia nervosa has highlighted the importance of con

ducting research in this previously ignored area. Johnson 

et al. (1982) conducted a descriptive survey of 316 bulim

ics and found that only 6% had a past or present history of 

anorexia nervosa. Over 50% had never sought treatment. 

Over 60% of these bulimics were of normal weight for their 

height, with the rest of the sample almost evenly divided 

between bulimics who were overweight and those who were 

underweight but did not demonstrate sufficient weight loss 

to be diagnosed as suffering from anorexia nervosa. The 

mean age of the bulimics was 24 years, the average age of 

onset was 18.1 years, and the average duration of illness 

was 5.5 years. More than 50% of the sample was binge eat

ing at least daily and almost 60% were inducing vomiting 

at least daily. Reliance upon vomiting or other forms of 

purging appeared to begin approximately 2 years after the 

onset of binge eating. The binge eating, in turn, often 

began following a period of prolonged dieting. Psychiatric 

symptomatology as measured by the Hopkins Symptom Checklist 

showed the bulimics did not score higher than normal con

trols on the Obsessive-Compulsive or Anxiety scales, scored 

higher than normals on the Interpersonal Sensitivity and 

Depression scales, and scored lower than normals on the 

Somatization scale. The authors noted that these scores 

are less pathological than previously published reports on 

bulimic and restricter-type anorectics. 
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Johnson and Larson (1982) intensively studied 15 

bulimic women who had been part of the descriptive survey 

using a sampling technique in which patients carried elec

tronic pagers for 1 week and filled out self-report diaries 

in response to signals occurring at random times during the 

course of the day. When compared to normal controls, the 

bulimic group was found to be significantly sadder, lone

lier, and weaker, as well as more irritable, passive, and 

constrained. Their moods were also significantly more 

variable, and they were more likely to be alone and to be 

involved in food-related activities than the normal control 

group. A negative mood state was found to often precede a. 

binge, with affective state worsening during the binge 

itself. During the purge, feelings of control and personal 

adequacy began to return to baseline. 

In a study of 34 cases of bulimia, Pyle, Mitchell, 

and Eckert (1981) found that a majority engage in binge 

eating on a daily basis, which was followed by vomiting at 

least several times a week. Fasting would often follow an 

episode of binge eating, as would periods of guilt. A com

posite MMPI profile showed mean T scores greater than 70 on 

scales Pd (75.87), Q (74.6), Pt (72.37), and Sc (72.1). 

Stealing behavior seemed to be a common characteristic, 

with food being the most frequent object stolen. The most 

striking personality characteristic of the bulimic was 

believed to be their problems with impulse control. 
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Dunn and Ondercin (1981) investigated personality 

variables related to compulsive or binge eating in college 

women. Based on scores on the Compulsive Eating Scale (de

signed to measure bouts of uncontrolled excessive eating), 

a high and low compulsive eating group was formed. These 

groups were contrasted on the 16 PF, Marlowe-Crown Social 

Desirability Scale, Locus of Control Scale, and Bern Sex

Role Inventory. The high compulsive eating group showed 

significantly greater inner tension and suspiciousness and 

less emotional stability on the 16 PF. They were also more 

external in locus of control and showed a higher masculine 

self-ideal. They were more prone to guilt and showed less 

self-control. 

Although much work needs to be done delineating the 

bulimic syndrome, there seems to be little doubt that it 

can be a significant pathological state (Pyle et al., 1981). 

The presence of bulimia in anorexia nervosa has been de

scribed as an ominous variation. which is associated with 

poor prognosis (Russell, 1979). The Pyle et al. (1981) 

study of bulimia alone has given prelimianry indications 

that bulimics exhibit similar psychopathology to that mani

fested by anorectics with bulimia. This study, however, is 

confounded by the inclusion in the bulimic group of subjects 

with a past history of anorexia nervosa. Johnson et al. 's 

(1982) study concludes bulimics are less pathological but 

their conclusion seems unwarranted as they are comparing 
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-their own sample, more than half of whom were untreated, to 

published reports of anorectics who were in treatment, often 

hospitalized. 

Family Environment 

The family environments of ~norectic patients have 

been discussed extensively in the literature; however, most 

conclusions must be considered speculative because of the 

virtual absence of controlled studies (Bemis r 1978). A 

wealth of clinical material has implicated disturbed family 

relationships and parental overcontrol in the etiology of 

anorexia, but these hypotheses have yet to be empirically 

confirmed. 

Bruch (1978), one of the foremost investigators of 

anorexia nervosa, has articulated a widely accepted view 

regarding the role of the family in anorexia nervosa, based 

on her extensive clinical experience with the syndrome. 

According to Bruchf these families are characterized by 

nonexpression of feelings, especially negative ones. The 

parents have exercised excessive control over their daugh

ters and their inability to let go helps precipitate a 

crisis during adolescence when age-appropriate moves toward 

independence would be expected to intensify. The patient's 

relationship to her parents is too close, without necessary 

separation, individuation and differentiation. Bruch (p. 
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'106) emphasized the importance of the family in the disor-

der by stating: 

The development of anorexia nervosa is so closely 
related to abnormal patterns of family interaction 
that successful treatment must always involve 
resolution of underlying family problems, which 
may not be identifiable as open conflicts; on the 
contrary, quite often excessive closeness and 
overintense involvements lie at the roots. 

Although Bruch suggested that resolution of under-

lying familial issues can be accomplished either through 

individual or family therapy, Minuchin, Rossman, and Baker 

(1978) proposed that anorexia nervosa must be both under-

stood and treated within its natural context, which is the 

psychosomatic family. Minuchin et al. 's views have proved, 

to be enormously influential, both on the field of family 

therapy in general and in the treatment of anorexia nervosa 

in particular. Minuchin et al. hypothesized that the func-

tioning of the psychosomatic family is characterized by 

four factors, no one of which is sufficient to spark and 

reinforce psychosomatic symptoms. The four family charac-

teristics are enmeshment, overprotectiveness, rigidity, and 

lack of conflict resolution. Enmeshment refers to an extreme 

form of proximity and intensity in family relationships. 

Changes in one family member quickly reverberate through-

out the system. Interpersonal differentiation is poor as 

the boundaries that define the individual autonomy are weak. 

There is excessive togetherness as family members intrude on 

each other's thoughts and feelings. The overprotectiveness 
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of the psychosomatic family is manifested by a hypersen-

sitivity to signs of distress that serve as cues that a 

dangerous level of tension and conflict is approaching. 

Psychosomatic families are also rigid and committed to main-

taining the status quo. They experience great difficulty 

when change and growth are necessary. Conflict resolution 

in such families is poor, and the typical response to con-

flict is either avoidance or diffusion. The child's psy-

chosomatic symptoms become regulators in the family system. 

The key factor supporting the child's symptom is the child's 

involvement in parental conflict. According to Minuchin et 

al. (1978, p. 32), 

Within the psychosomatic family context, the symp
tomatic child is involved in parental conflict in 
particular ways. Parents unable to deal with each 
other directly unite in protective concern for their 
sick child, avoiding conflict by protective detour
ing. Or a marital conflict is transformed into a 
parental conflict over the patient and her manage
ment. . . . 

The effectiveness of the symptom bearer in regula
ting the internal stability of the family rein
forces both the continuation of the symptom and 
the peculiar aspects of the family organization in 
which it emerged. 

Minuchin et al. 's model of the family of the ano-

rectic complements and expands upon the descriptions fur-

nished by Bruch (1973) and other leading investigators 

(Selvini, 1974; Sours, 1974) into eating disorders. Yet, 

very few published reports attempt to verify that the model 

of the family that has been proposed is a valid one. 
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Crisp et al. (1977) reported on a study of 56 families with 

anorexia nervosa. They noted a high incidence of marital 

dissatisfaction as well as increased psychopathology among 

the parents of the anorectic. The value of this study is 

attenuated by numerous methodological flaws, including reli

ance upon interviews and psychotherapy sessions as the sole 

data base and the lack of any kind of control group. In a 

similar study, Hall (1979) studied the family features of 

50 consecutive admissions via interview with parents, rela

tives, and psychiatrists. Hallis sample was primarily 

upper class, and the parents had a high level of psychia

tric and medical problems including depression, alcoholism, 

neoplastic diseases, and infectious diseases. Cantwell et 

al. (1977) in a follow-up of 26 anorectic patients found 

thata family history of affective disorder was common. 

Again, the absence of any control group makes the interpre

tation of such data problematic. 

Morgan and Russell (1975) undertook a prognostic 

study on 41 patients with anorexia nervosa. A follow-up 

was conducted after a minimum lapse of 4 years following 

hospital release. They found that a disturbed relationship 

between a patient and her family was one of the clearest 

indicators of an unfavorable outcome. They also found a 

high incidence of discord in the families they studied, but 

they acknowledged their inability to draw conclusions with

out a control group. In an interesting study undertaken by 
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Crisp, Harding, and McGuiness (1974), it was found that 

although the psychoneurotic status of a family was not 

greatly abnormal at the time the anorectic child was hos

pitalized, the level of parental neurosis increased sig

nificantly following the patient's recovery. Similarly, 

Crisp et al. (1977) found weight gain in the anorectic 

patient to be associated with increased anxiety in mothers 

and increased depression in fathers. These findings are 

consistent with Minuchin et al. 's (1978) hypothesis that 

the anorectic's symptom serves a vital balancing function 

in the family. This delicate balance is destabilized when 

the identified patient improves (Bemis, 1978). 

The most methodologically sound investigation of 

family environment in the area of eating disorders was con

ducted by Strober (1981). Strober was interested in whether 

there were differentiatiny clinical and psychosocial varia

bles, particularly in the spheres of family environment, 

marital relationships, early development, and history of 

life stress that are associated with bulimia and have 

theoretical implications for conceptualizing proneness to 

this phenomenon in juvenile anorectics. Specifically, 

Strober hypothesized that factors that precipitate greater 

disturbances in ego functioning and general personality 

adaptation, such as family instability, marital discordance, 

and disorganizing life stress, would distinguish bulimic 

anorectics from their nonbulimic counterparts. In addition, 
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to investigating variables related to individual psycho

pathology, Strober compared the fRmilies of 22 restricters 

and 22 bulimics who met the diagnostic criteria for anorexia 

nervosa. He utilized the Family Environment Scale (FES) 

and the Short Marital Adjustment Test. The scales were 

filled out jointly by the subjects' parents who were given 

the instructional set to disregard changes in family pat

terns which developed subsequent to the daughters' illness. 

The parents' psychiatric status was also assessed using the 

Schedule for Affective Disorders and Schizophrenia and the 

Research Diagnostic Criteria. The bulimic subgroup showed 

significantly higher levels of family conflict and marital 

discord and significantly less family cohesiveness and fam

ily organization when compared to restricter families. The 

parents' psychiatric status revealed significantly higher 

levels of affective disorder in mothers of bulimics and of 

alcohol abuse in fathers of bulimics. Strober concluded 

that not only was the premorbid personality of the bulimic 

subgroup more strongly associated with evidence of affec

tive instability and maladaptive tension-reducing mecha

nisms, their family environments were more deviant and 

chaotic as well (Strober, 1981). 

Even though greater individual and family pathology 

has been associated with the bulimic as opposed to the 

restricter subgroup in anorexia nervosa, no study has 
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compared a bulimic group with no past history of current 

manifestations of anorexia nervosa with an anorectic group. 

As Garner and Garfinkel (1982) noted, a particularly impor

tant unanswered question has been how do those bulimics 

without the core features of anorexia nervosa differ psy

chopathologically from those with anorexia nervosa. The 

present study compared a group with a past history of cur

rent manifestation of anorexia nervosa and a group with a 

past history or current manifestation of bulimia with no 

positive history for anorexia nervosa, examining individual 

psychopathology and family characteristics. Comparison of 

normal weight bulimics with bulimic anorectics was also 

undertaken. 

Research Questions 

The literature on anorexia nervosa suggests that 

anorectics with bulimic symptoms have TI10re affective dis

turbance, and their families have more conflict, less cohe

sion, and less organization than their anorectic counter

parts without bulimic symptoms. The present study hypothe

sized that bulimics who have never been anorectic will also 

show elevated levels of individual psychopathology, includ

ing affective disturbances and of family dysfunction, 

including greater conflict and disorganization and lack of 

cohesiveness, than a normal control group. A separate 

group of anorectics was contrasted with the control group 
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.with the expectation that they would also show elevated 

levels on the designated variables because a portion would 

have experienced bulimic symptoms. The three groups were 

compared using a symptom checklist and measures of eating 

attitudes and behaviors, family environment, and family 

dynamics. 



METHOD 

Subjects 

Subjects for the bulimic and anorectic groups were 

obtained through the inpatient and outpatient units of the 

Department of Pediatrics and the Department of Psychiatry 

at the University of Arizona Health Sciences Center, 

Tucson. Also utilized to acquire subjects were the Student 

Mental Health Clinic of The University of Arizona and 

several private psychotherapists. In addition, a screen

ing of undergraduate students at The University of Arizona 

was undertaken in order to obtain normative information 

regarding college students' eating attitudes and behaviors, 

to obtain subjects for a normal control group, and to 

locate additional eating disorder subjects. 

A total of 125 patients in treatment for eating 

disorders were contacted by mail, telephone, or in person 

after obtaining permission from their psychotherapists. 

A total of 85 patients agreed to participate and were given 

a packet of assessment instruments. Of the 85 patients 

who agreed to participate, 41 returned the packet of 

assessment instruments. The remainder did not return the 

tests despite repeated telephone contact. All 41 patients 

who completed the assessment instruments were determined 

to meet diagnostic criteria for either anorexia nervosa or 

26 



bulimia. The reliability of the patients' self-report of 

their symptoms was confirmed by review of their medical 

records or by their psychotherapist. Each of the 41 

patients was thus accepted into the study. An additional 

subject was obtained through the screening of university 

students. 
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Twenty-four bulimic subjects and 18 anorectic sub

jects were obtained. Of the bulimic sample, 16% were psy

chiatric inpatients, 16% were psychiatric outpatients, 24% 

were from a university mental health clinic, 12% were pri

vate outpatients, and 4% were untreated university stu

dents. Of the anorectic sample, 22% were psychiatric 

inpatients, 17% were psychiatric outpatients, 11% were 

pediatric inpatients, 44% were pediatric outpatients, and 

6% were private patients. 

Eighty-two female and 42 male university students 

were screened utilizing the Eating Attitudes Test. The 

82 female students were asked to participate further by 

completing the entire assessment packet. Forty-two female 

students completed the assessment packet. Forty-one of 

·~hese students were used as normal controls as they reported 

no signs of an eating disorder. One student was found to 

meet the diagnostic criteria for bulimia and was thus placed 

in the bulimic group. The mean age of the bulimic sample 

was 20.8 years, while the mean age of the anorectic sample 
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was 22.0. For the normal controls, the mean age was 20.9. 

All subjects were female. 

The diagnostic criteria used in this study were 

those specified in DSM III. These criteria (pp. 78-79) are 

as follows: 

Diagnostic Criteria for Anorexia Nervosa 

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

b. Disturbance of body image, e.g. claiming to 
feel fat even when amanciated. . 

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

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

3. No known physical illness that would aCCOllnt 
for weight loss. 

Diagnostic Criteria for Bulimia 

a. Recurrent episodes of binge-eating (rapid con
sumption of a large amount of food in a dis
crete period of time, usually less than two 
hours) . 

b. At least three of the following: 

1. consumption of a high caloric, easily 
ingested food during a binge 

2. inconspicuous eating during a binge 

3. termination of such eating episodes by 
abdominal pain, sleep, social interruption, 
or self-induced vomiting. 



4. repeated attempts to lose weight by severe
ly restrictive diets, self-induced vomiting, 
or use of cathartics or diuretics 

5. frequent weight fluctuations greater then 
ten pounds due to alternative binges and 
fasts. 

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

d. Depressed mood and self-deprecating thoughts 
following eating binges. 

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

Procedures 

All subjects were given a packet of assessment 

instruments designed to evaluate eating attitudes and 

behaviors, weight and symptom history, individual psycho-
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pathology, and family environment and dynamics. The packet 

included the following instruments: Eating Attitudes Test 

(EAT), the Hopkins Symptom Checklist--Revised (SeL-90), 

Family Environment Scale, Family Dynamics Survey, and a 

weight and symptom history form. Subjects were given com-

plete instructions regarding each test and were given 

stamped, self-addressed envelopes in which to return the 

completed forms. An effort was also made to have the 

families of subjects fill out both of the family assessment 

instruments, but this was unsuccessful. In the~majority of 

cases, either the eating disorder patients or their thera= 

pists were unwilling to allow the families to be contacted. 
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Measures 

Eating Attitudes Test 

The Eating Attitudes Test (EAT) assesses eating 

attitudes and behaviors and is the only empirically tested 

instrument available. The EAT is a 40-item measure pre

sented in a 6-point forced-choice, self-report format. 

Examples of items are "other people think I am too thin" 

and "I feel guilty after eating. II The EAT was validated 

using two groups of female anorexia nervosa patients 

(N = 32 and 33) and female control subjects (N = 34 and 

59) (Garner & Garfinkel, 1979). Total EAT score was signi

ficantly correlated with criterion group membership (r = 

0.87, P < 0.001), suggesting a high level of concurrent 

validity. The test also discriminated between obese and 

anorectic patients and was not significantly related to 

measures of dieting, weight fluctuations, extraversion, or 

neuroticism. The test also demonstrated a high degree of 

internal reliability (Garner & Garfinkel, 1979). The EAT 

has also been found useful as a screening instrument. Six 

cases of primary anorexia nervosa were detected when the 

instrument was used to screen a group of 112 dance students 

(Garner & Garfinkel, 1979). The EAT has also been used as 

a screening instrument with a universi t:l" population 

(Hamilton & Meade, 1981). 
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.The Hopkins Symptom Checklist--Revised 

The Hoplcins Symptom Checklist--Revised (SCL-90) was 

given to all subjects in order to assess individual psycho

pathology. The SCL-90 is a 90 item self-report symptom 

inventory designed to reflect the psychological symptom 

patterns of psychiatric and medical patients. Each item is 

rated on a 5-point scale of distress ranging from "not-at

all" at one pole to "extremelyD at the other. The SCL-90 

yields 9 primary symptom dimensions and 3 global indices 

of distress. Each symptom dimension is presented below 

with an example of an item that loads on that scale: 

Primary Symptom Dimensions 

1. Somatization (headaches). 

2. Obsessive-compulsive (repeated unpleasant thoughts 

that won't leave your mind). 

3. Interpersonal Sensitivity (feelings being easily 

hurt) . 

4. Depression (crying easily). 

5. Anxiety (nervousness or shakiness inside). 

6. Hostility (temper outbursts you cannot control). 

7. Phobic anxiety (feeling afraid you will faint in 

public) . 

8. Paranoid Ideation (feeling that most people cannot 

be trusted). 



9. Psychoticism (hearing voices that other people do 

not hear) . 

Global Indices of Distress 

1. Global Severity Index (GSI) 

2. Positive Symptom Distress (PSDI) 

3. Positive Symptom Total (PST) 

The GSI represents the best single indicator of 
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the current level or depth of a disorder and is the best 

single index in instances where a single summary measure is 

required (Derogatis, Lipman, & Covi, 1973). Two types of 

reliability measures have been obtained on the instrument. 

Internal consistency measures were calculated from data on 

219 volunteers and internal consistency coefficients were 

obtained ranging from .77 to .90 on the individual symptom 

scales (Derogatis, Rickels, & Rock, 1976). Test-retest 

reliability using a sample of psychiatric outpatients 

ranged from .78 to .90 on the individual scales. Valida

tion studies have shown that the SCL-90 symptom dimensions 

correlate with equivalent subscales of the Minnesota Multi

phasic Personality Inventory and Middlesex Hospital Ques

tionnaire in the range from .45 to .75 (Derogatis et al., 

1976). The GSI score from the SCL-90 has a correlation of 

.92 with the Middlesex Hospital Questionnaire global score. 

A principal component factor analysis of over 1,000 out

patient psychiatric profiles on the SCL-90 yielded factors 
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similar to the nine subscales of the test although there 

was some overlap between Anxiety and Phobic Anxiety. The 

investigators interpreted this as offering support for the 

construct validity of the measure. 

Family Environment Scale 

The Family Environment Scale (FES) assesses family 

social environment as perceived by the family members them

selves, or with slight modifications, as rated by inter

viewers or visitors. The FES consists of 90 true-false 

items that fall onto 10 subscales, each of which measures 

the emphasis on one dimension of family climate. These 

subscales are grouped into three categories; Relationship 

Dimensions, Personal Growth Dimensions, and System

Maintenance Dimensions. The individual subs cales , includ

ing an illustrative item from each, are as follows: 

Relationship Dimensions 

1. Cohesion--Family members really help and support 

each other. 

2. Expressiveness--There are a lot of spontaneous 

discussions in our family. 

3. Conflict--Family members often criticize one 

another. 



Personal Growth Dimensions 

1. Independence--In our family we are strongly 

encouraged to be independent. 

2. Achievement Orientation--Getting ahead in life is 

very important in our family. 

3. Intellectual-Cultural Orientation--We often talk 

about political and social problems. 

4. Active-Recreational Orientation--We often go to 

movies, sports events, camping, etc. 

5. Moral-Religious Emphasis--Family members attend 

church, synagogue or Sunday school fairly often. 

System-maintenance Dimensions 

1. Organization--Activities in our family are pretty 

carefully planned. 

2. Control--There are very few rules to follow. 
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The 10 subscales have adequate internal consistency 

(ranging from .64 to .79), show good test-retest reliabil

ity over an 8-week period (ranging from .68 to .86) and 

show average subscale intercorrelations around .20, indi

cating that they measure distinct, though somewhat related, 

aspects of family social environments. The scale has been 

shown to discriminate between normal and psychiatrically 

disturbed families (Moos & Moos, 1976). An analysis of 

285 normal families also revealed six distinct types of 

profiles which were labeled as: Expression-Oriented, 
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. Structure-Oriented, Independence-.Oriented, Achievement

Oriented, Moral/Religious-Oriented, and Conflict-Oriented. 

The FES is the only family assessment instrument ·that has 

been empirically tested and previously used in eating dis

orders research (Strober, 1981). 

Family Dynamics Survey 

The Family Dynamics Survey (FDS) is designed to 

measure structural characteristics of families related to 

the theorizing of Salvador Minuchin (Minuchin et al., 1978). 

For each of the eight items on the FDS, family m.embers vlere 

asked to rate all family members and also to predict how 

those family members will rate them. The ratings are done 

on a 1 to 5 Likert-type scale. Examples of items include 

"Please indicate how close you feel toward each member of 

your family" and "Please indicate hml much special atten

tion each member of your family receives." Six-week test

retest reliabilities for the items range from a low of .70 

to a high of .95. No validity data are currently avail

able. 



RESULTS 

To compare the bulimic, anorectic, and control 

groups on the measures of eating attitudes and behaviors, 

individual psychopathology, and family characteristics, 

univariate analyses of variance were performed. Least 

significant difference analyses (Keppel, 1973) were per

formed whenever the omnibus F was found to be significant 

in order to ascertain which group comparisons were contrib

uting to the finding. These analyses frequently resulted 

in both the bulimic and anorectic groups being signifi

cantly more pathological than the normal control, but not 

differing significantly from each other. Because the ano

rectic group was composed of 24 bulimic-type anorectics and 

5 restricter-type anorectics, further univariate analyses 

of variance were were conducted to evaluate the separate 

contributions to the findings of these two subtypes of ano

rexia nervosa. With only a few notable exceptions, the 

bulimics and the bulimic anorectic groups were found to be 

significantly more pathological than the controls, but were 

not found to differ from each other. Because of the small 

number of restricter anorectics, there was greater diffi

culty in evaluating these results. 

A detailed weight and symptom history was collected 

from all groups. Examination of the weight history documented 
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·that, in accordance with DSM-III diagnostic criteria, the 

bulimics were essentially of normal weight with a history 
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of significant weight fluctuations, although never severe 

enough to require a diagnosis of anorexia nervosa. The ano

rectic group naturally shows the greatest amount of weight 

loss and the controls the least. These data are presented 

in Table 1. 

When the weight history of the anorectic group is 

further examined by subtype, the results indicate that 

restricter anorectics have lost a significantly greater 

mean percentage of their body weight than have the bulimic 

anorectics (37.0% vs. 31.3%). Even though the restricter 

anorectics have also had a lower mean minimum weight 

(86.4 lbs vs. 92.21 lbs), greater mean weight loss (50.4 

lbs vs. 42.7 lbs), and lower mean current weight (103.42 lbs 

vs. 110.81 lbs) than the bulimic anorectics, these differ

ences were not statistically significant. Both groups were 

significantly different from the normal weight bulimics and 

the controls on all these variables. The two anorectic sub

groups were very similar with regard to their highest mean 

weight, 136.8 lbs for the restricter anorectics versus 139.5 

lbs for the bulimic anorectics. 

Evaluation of the symptom history of the eating dis

order groups showed there were no significant differences 

in age of onset of the eating disorder or in duration of 

symptoms. As expected, both the bulimics and the anorectics 



Table 1. Weight history, mean scores and standard deviations 

Item Bulimic Anorectic Control F ratio F probe 

Highest weight (lbs) 139.5 136.8 134.5 0.5 
(2S.7) (19.2) (14.9) 

Lowest weight (lbs) 113.1 90.6 118.0 22.2 
(17.7) (lS.7) (12.2) 

Current weight (1 bs) 124.7 108.7 124.7 S.4 
(2S.1) (16.9) (13.3) 

Weight loss (lbs) 24.0 44.9 16.4 68.9 
{7.6} (12.0) (7.2) 

Weight loss percent 16.8 32.9 11. 9 94.2 
(4.7) (7.6) (4. 7) 

a. Anorectics significantly lower than bulimics and controls (E < .05) • 

b. Anorectics significantly higher than bulimics, bulimics significantly 
higher th~n controls (p < .05). 

.61 

.00a 

.Ola 

.00b 

.00b 

w 
co 
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were found to binge and vomit significantly more than con

trols. These data are presented in Table 2. When the 

anorectic group was divided into subtypes, the restricter 

anorectics were shown to have later age of onset (18.8 vs. 

15.9 yrs) but shorter duration of symptoms (4.6 vs. 5.3 yrs) 

than the bulimic anorectics, although these differences 

were not statistically significant. When binge and vomiting 

frequency were analyzed by subtype, the restricter anorec

tics resemble the controls as these behaviors were exceed

ingly rare in both groups. The bulimic anorectics were 

found to binge more (8.7 vs. 6.9 per wk) but vomit less 

(10.8 vs. 12.6 per wk) than the normal weight bulimics, but 

again these differences were not statistically significant. 

Eating attitudes and behaviors were evaluated uti

lizing the Eating Attitudes Test (EAT). Both the total 

score and the scores on selected items were used. Individ

ual EAT items were rated on a 6-point scale in which 1 

equaled never and 6 equaled always. These data are pre

sented in Table 3. 

The analysis of variance revealed a highly signifi

cant difference in total EAT scores, a finding that was 

repeated with the individual items with the only exception 

being the item "Others pressure me to eat." When least 

significant differences procedures were utilized to eval

uate the contribution of individual comparisons, the pre

dominant pattern that was found had both eating disorder 



Table 2. Clinical characteristics, mean scores and standard deviations 

Item 'Bulimic Anorectic Control F ratio 

Age of onset 17.17 16.72 .3 
(3.9) (4.1 ) 

Duration of symptoms (yrs) 3.67 5.11 1.4 
(2.5 ) (5.3 ) 

Binge frequency/week 6.92 6.28 .17 15.3 
(5.4 ) (9.7) ( . 44) 

Vomit frequency/week 12.63 7.78 .04 18.8 
(12.4 ) (10.4) ( .31) 

a. Anorectics and bulimics significantly more frequent than controls 

F. prob. 

.72 

.25 

.00a 

.00a 

(p < • aS) • 

..,. 
o 



Table 3. Eating Attitudes Test, mean scores and standard 
deviations (three groups) 
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Item Bulimic Anorectic Control F ratio F prob. 

Total EAT 42.2 
(19.5) 

Anxious before eating 3.9 
(1.4) 

Terror of overweight 5.1 
(1. 3) 

Avoid food when hungry 2.9 
(1. 4) 

Preoccupied with food 4.7 
(1. 2) 

Eating binges 4.2 
(1. 5) 

Others want me to eat 2.5 
(1.6) 

Vomit after eating 3.6 
(1. 7) 

Guilty after eating 4.3 
(1.4) 

Preoccupied with thin 5.4 
( .9) 

Exercise strenuously 3.7 
(1. 3) 

Menstruate regularly 3.2 
(1. 9) 

Others think I'm too thin 2.0 
(1. 5) 

Preoccupied with fat 4.9 
(1.4) 

Use laxatives 2.6 
(1. 6) 

Food controls life 4.3 
(1. 8) 

Self-control with food 2.7 
( .9) 

Others push me to eat 2.6 
(1. 6) 

Impulse to vomit 4.1 
(1.6) 

42.9 
(28.0) 

4.0 
(1. 5) 

4.8 
(1. 3) 

3.2 
(1. 4) 

4.2 
(1. 8) 

2.9 
(1. 6) 

3.6 
(1. 7) 

2.5 
(1.8) 

3.6 
(1. 9) 

4.0 
(1. 8) 

3.2 
(1.5) 

3.6 
(1. 9) 

3.3 
(1. 3) 

4.2 
(1. 5) 

2.4 
(1. 8) 

3.8 
(2.0) 

4.1 
(1. 2) 

3.1 
(1. 3) 

2.9 
(2.1) 

15.6 
(10.6) 

2.1 
(1.0) 

3.2 
(1. 6) 

2.2 
(1. 0) 

2.7 
(1.1 ) 

2.0 
(1. 0) 

2.0 
(1. 3) 

1.1 
( .4) 

2.3 
(1. 2) 

3.4 
(1. 8) 

2.6 
(1. 4) 

4.9 
(1. 4) 

2.1 
(1. 4) 

3.0 
(1. 5) 

1.2 
( .5) 

2.1 
(1.3) 

3.2 
(1. 2) 

2.3 
(1. 2) 

1.1 
( .3) 

22.4 

24.3 

14.0 

5.1 

20.9 

23.0 

7.2 

29.9 

16.9 

11. 9 

3.3 

8.1 

4.9 

12.6 

11.6 

15.4 

7.5 

2.1 .13 

42.9 

a. Anorectics and bulimics more symptomatic than controls (E < .05). 

b. Bulimics more symptomatic than anorectics who are more symptomatic 
than controls (E < .05). 

c. Anorectics more symptomatic than bulimics and controls (E < .05). 

d. Bulimics more symptomatic than anorectics and controls (E < .05). 

e. BUlimics more symptomatic than controls (E < .05). 
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groups significantly different from the controls, but not 

from each other. The items that conformed to this pattern 

were: anxiety before eating, terror of being overweight, 

avoidance of food when hungry, preoccupation with food, 

regular menstruation, preoccupation with fat, and use of 

laxatives, and control of life by food. On three other 

items, anorectics were found to be significantly more symp

tomatic than either the bulimics or controls. Each of 

these items involved either restraint around food or other 

people's concern about such restraint. The items were: 

show self-control around food, others want me to eat, and 

others think I am too thin. Another finding was that the 

bulimics reported a greater preoccupation with becoming 

thinner than did the other two groups. A complete listing 

of these individual comparisons can be obtained by refer

ence to Table 3. 

The EAT results were further examined with the ano

rectic group divided into subtypes. A similar pattern of 

highly significant results was obtained. Only two items 

failed to reach significance at the .05 level. These 

results are presented in Table 4. When the anorectic sub

types were included, the bulimic and the bulimic anorectic 

groups tended to differ significantly from controls but not 

from each other. The items that conformed to this pattern 

were: anxiety before eating, terror of being overweight, 

avoid food when hunry, preoccupation with food, vomit after 



Table 4. Eating Attitudes Test, mean scores and standard 
deviations (four groups) 

Bulimic 
Bulimic Anorectic 

Restricter 
Anorectic Control F ratio F prob. 

Total EAT 

Anxious before eating 

Terror of overweight 

Avoid food when hungry 

Preoccupied with food 

Eating binges 

Others want me to eat 

Vomit after eating 

Guilty after eating 

Preoccupied with thin 

Exercise strenuously 

Menstruate regularly 

Others think too thin 

Preoccupied with fat 

Use laxatives 

Food controls life 

Self-control with food 

Others push me to eat 

Impulse to vomit 

42.2 
(19.5) 

3.9 
(1.4) 

5.1 
(1. 3) 

2.9 
(1.4) 

4.7 
(1. 2) 

4.2 
(1.5) 

2.5 
(1.6) 

3.6 
(1. 7) 

4.3 
(1.4) 

5.4 
( .9) 

3.7 
(1.3) 

3.2 
(1.9) 

2.0 
(1.5) 

4.9 
(1.4) 

2.6 
(1.6) 

4.3 
(1.8) 

2.7 
( .9) 

2.6 
(1.5) 

4.1 
(1.6) 

43.2 
(25.2) 

4.1 
(1. 3) 

4.8 
(1.4) 

3.2 
(1. 3) 

4.2 
(1. 7) 

3.3 
(1.6) 

3.7 
(1. 2) 

3.1 
(1.8) 

3.7 
(1.8) 

3.9 
(1.9) 

3.2 
(1.6) 

3.5 
(1.9) 

3.0 
(1.2) 

4.2 
(1. 5) 

2.1 
(1. 7) 

3.8 
(2.0) 

4.0 
(1.2) 

2.9 
(1.0) 

2.2 
(2.2) 

41.8 
(37.7) 

3.6 
(2.2) 

4.8 
(1. 3) 

3.2 
(1.6) 

4.2 
(2.2) 

2.0 
(1.0) 

3.2 
(1. 2) 

1.0 
( .0) 

3.2 
(2.3) 

4.2 
(1.8) 

3.2 
(1. 3) 

3.8 
(2.2) 

4.0 
(1.6) 

4.0 
(1. 5) 

3.2 
(1.8) 

3.6 
(2.3) 

4.4 
(1. 3) 

3.4 
(2.1) 

2.0 
(1.4) 

15.6 
(10.6) 

2.1 
(1. 0) 

3.2 
(1.6) 

2.2 
(1.0) 

2.7 
(1.1) 

2.0 
(1.0) 

2.0 
(2.6) 

1.1 
( .4) 

2.3 
(1. 2) 

3.4 
(1.8) 

2.8 
(1.4) 

4.9 
(1. 4) 

2.1 
(1.4) 

3.0 
(1. 9) 

1.2 
( .5) 

2.1 
(1. 3) 

3.3 
(1. 2) 

2.3 
(1.2) 

1.1 
( .3) 

14.8 

16.4 

9.2 

3.3 

13.8 

17.1 

4.9 

26.2 

11.3 

7.9 

2.7 

5.4 

3.9 

8.3 

9.2 

10.2 

5.1 

1.6 

30.8 

a. Bulimics and bulimic anorectics more symptomatic than controls (£ < .05). 

.10 

.21 

b. Bulimics more symptomatic than bulimic anorectics who are more symptomatic than 
controls (E < 05). 

c. Bulimic anorectics more symptomatic than bulimics and controls (E < .05). 

d. Bulimics more symptomatic than bulimic anorectics and controls (E < .05). 

43 
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eating, guilt after eating, regular menstruation, preoccu

pation with fat, use of laxatives, control of life by food, 

and have impulse to vomit after meals. Those items on 

which the bulimics and bulimic anorectics did differ sig

nificantly were the same as those which had previous dif

ferentiated the bulimics and anorectics. Specifically, the 

bulimic anorectics scored higher on the three items: show 

self-control around food, others want me to eat, and others 

think I am too thin. The bulimics reported a greater pre

occupation with thinness than did the bulimic anorectics. 

The findings regarding the restricter anorectics are of 

necessity more ambiguous. Although they were as symptomatic 

as the other eating disorder groups on numerous variables, 

the statistical comparisons often failed to reach signifi

cance due to the small number in the sample. On the three 

items regarding restrained eating (i.e., others think I'm 

too thin, show self-control around food) the restricters 

resembled the bulimic anorectics and differed significantly 

from the normal weight bulimics. On items involving 

binging or vomiting, the restricters more closely resembled 

controls in the extreme rarity of those behaviors. 

Evaluation of individual psychopathology using the 

Symptom Checklist-90 (SCL-90) found significant differences 

on all nine symptoms dimensions and all three summary 

scales. These data are presented in Table 5. When these 

data were further analyzed with least significant 



Table 5. SCL-90, mean scores and standard deviations (three 
groups ) 

Item Bulmic Anorectic Control F ratio F prob. 

Somatization 51.7 
(8.6) 

Obsessive-compulsive 49.6 
(9.8) 

Interpersonal sensitivity 54.3 
(12.3) 

Depression 49.7 
(11.0) 

46.9 Anxiety (11.3) 

Hostility 49.3 
(7.1) 

Phobic anxiety 4B.3 
(10.9) 

Paranoid ideation 49.3 
(11.2) 

Psychoticism 51.9 
(13.3) 

50.2 GSI (11.1) 

4B.2 
PST (12.1) 

~1.9 PSDI (11.5) 

48.3 
(9.8) 

4B.l 
(14.4) 

52.7 
(13.6) 

49.1 
(15.1) 

45.4 
(12.6) 

48.1 
(9.7) 

43.0 
(11.0) 

50.0 
(9.5) 

50.4 
(14.6) 

4B.0 
(14.0) 

45.9 
(14.2) 

48.1 
(13.1) 

44.4 
(9.3) 

41. 9 
(7.7) 

41.8 
(8.6) 

38.2 
(7.5) 

39.0 
(7.6) 

43.5 
(9.5) 

40.3 
(9.5) 

43.1 
(8.7) 

39.9 
(9.7) 

38.6 
(B.7) 

36.6 
(B.O) 

41. 9 
(8. B) 

a. Bulimics more symptomatic than controls (E < .05). 

4.7 

5.1 

12.1 

11.5 

5.5 

3.7 

4.6 

4.7 

9.4 

10.2 

10.0 

7.0 

b. Bulimics and anorectics more symptomatic than controls (E < .05). 

.01a 

.Olb 

.00b 

.00b 

.01b 

.03a 

.01a 

.01b 

.00b 

.00b 

.00b 

.00b 

.t::. 
V1 
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·difference procedures, the predominant pattern was again both 

eating disorder groups' being significantly more pathologi

cal than the controls, but not differing from each other. 

This was the case with 9 of 12 scales, including all 3 

summary scales. These scales were: obsessive-compulsive, 

interpersonal sensitivity, depression, anxiety, paranoid 

ideation, psychoticism, Global Severity Index (GSI), Posi

tive Symptom Total (PST), Positive Symptom Distress Index 

(PSDI). On the remaining three scales the bulimics were 

more symptomatic than the controls, but the anorectics were 

not. These scales were as follows: somatization, hostility, 

and phobic anxiety. When the anorectic group was divided 

by subtype, significant differences were still found on all 

scales except one (hostility). These data are found in 

Table 6. Individual group comparisons reveal that the 

bulimic and bulimic anorectic groups show a pattern similar 

to that shown previously by the bulimic and anorectic groups. 

Bulimics and bulimic anorectics were significantly more 

symptomatic than the controls, but not different from each 

other, on the following six scales: interpersonal sensi

tivity, depression, paranoid ideation, psychoticism, the 

GSI, and the PST. On the remaining five scales only the 

bulimic group achieved statistically significant differ

ences from the controls. These scales were as follows: 

somatization, obsessive-compulsive, anxiety, phobic anxi

ety, and the PSDI. The restricter anorectics, although 



Table 6. SCL-90, mean scores and standard deviations (four groups) 

Bulimic Restricter 
Bulimic Anorectic Anorectic Control F ratio F prob. 

Somatization 51. 7 46.9 SloB 44.4 3.5 .02a 

(B.6) (11.2) (3.2) (9.3) 

Obsessive-compulsive 49.6 47.6 49.2 41.9 3.4 .02a 

(9.B) (15.6) (10.5) (7.7) 

Interpersonal sensitivity 54.3 54.5 4B.4 41.B B.5 .oob 
(12.3) (14.3) (12.0) (B.7) 

Depression 49.7 49.5 4B.2 3B.2 7.6 .oob 
(11.0) (16.3) (13.1) (7.5) 

Anxiety 46.9 45.2 46.0 39.0 3.6 .02a 

(11.3) (14.1) (7.6) (B.6) 

Hostility 49.3 4B.4 47.4 43.5 2.4 .07 
(7.1) (10.B) (7.0) (9.5) 

Phobic anxiety 4B.3 43.0 43.0 40.3 3.0 .04a 

(10.9) (12.3) 17.5) (9.5) 

Paranoid ideation 49.3 50.6 48.4 43.1 3.2 .03b 

(11.2) (10.9) (4.9) (B.7) 

Psychoticism 51.9 51.4 4B.0 39.9 6.3 .00b 
(13.3) (14.0) (17.5) (9.7) 

GSI 50.2 4B.3 47.2 3B.6 6.B .00b 
(11.1) (15.5) (10.6) (6.B) 

PST 4B.2 4B.l 40.2 36.6 7.4 .00b 
(12.1) (14.2) (14.2) (B.O) 

PSDI 51.9 4B.6 46.B 41.9 4.7 .Ola 
(11.5) (13.2) (14.1) (B.B) 

a. Bulimics more symptomatic than controls ~ < .05). 

b. Bulimics and Dulimic anorectics more symptomatic than controls (£ < .05) .f;>. 

~ 
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·similar in level of psychopathology to the other eating 

disorder groups on almost every scale, did not achieve any 

statistically significant differences from the control 

group. 

Evaluation of family characteristics was performed 

using two instruments, The Family Environment Scale (FES) 

and the Family Dynamic Survey (FDS). The results represent 

the family environment or dynamics as perceived by the eat

ing disorder patient or control. Evaluation of perceived 

f~mily environment using the FES reached significance on 

6 of 10 scales. These scales were cohesion, expressiveness, 

conflict, independence, intellectual-cultural orientation, 

and active-recreational orientation. These data are pre

sented in Table 7. On five of the six FES scales where the 

F ratio was found to be significant, both eating disorder 

groups were significantly more symptomatic than controls, 

but not from each other. On the sixth scale, intellectual

cultural orientation, only bulimics were more symptomatic 

than controls. When the anorectic group was broken down 

into subtypes, the F ratio was again found to be signifi

cant on the same six scales. These data are presented in 

Table 8. When individual comparisons were made, five 

scales showed the bulimics and bulimic anorectics to be sig

nificantly different from controls, but not from each other. 

On the remaining scale, intellectual-cultural orientation, 

both the bulimics and bulimic anorectics showed less of 



Table 7. Family Environment Scale, mean scores and standard deviations 
(three groups) 

Item Bulimic Anoretic Control F ratio F probe 

Cohesion 36.7 38.9 52.7 7.2 .00a 
(20.2) (l9. 4) (l6.3) 

Expression 42.1 39.0 51.3 6.4 .00a 
(14.7) (13.5) (l3.1) 

Conflict 56.2 54.0 45.3 6.0 .00a 
(15.6) (13.9) (11.6) 

Independence 47.5 41.9 55.1 6.9 .00a 
(13.6) (18.3) (9. 7) 

Achievement 54.7 52.1 49.5 1.3 .27 
(15.2) (13.1) (9.9) 

Intellectual-cultural 45.6 50.3 54.6 3.3 .04b 

(16.1) (14.6) (11.5) 

Active-recreational 46.9 46.7 56.4 5.9 .0Oa 
(15.3) (ll. 6) (11. 6) 

Moral-religious 44.7 50.1 48.0 1.1 .35 
(12. 8) (lO. 4) (11. 9) 

Organization 47.3 51.5 53.4 1.8 .18 
(l2. 9) (l5. 5) (10.9) 

Control 50.6 52.6 44.2 3.0 .06 
(l5.3) (l7.7) (lO. 4) 

a. Bulimics and anorectics more symptomatic than controls (12. < .05) • 

b. Bulimics more symptomatic than controls (E < .05) . ..,.. 
\0 



Table 8. Family Environment Scale, mean scores and standard deviations 
(four groups) 

Bulimic Restricter 
Bulimic Anorectic Anorectic Control F ratio 

Cohesion 36.7 37.5 42.6 52.7 4.9 
(20.2) (19.6) (20.4) (16.3) 

Expression 42.1 35.S 47.2 51.3 5.2 
(14.7) (11.3) (16.6) (l3.l) 

Independence 47.5 39.5 4S.2 55.1 5.2 
(13.6) (15.9) (24.4) (9.7) 

Achievement orientation 54.7 52.2 52.0 49.5 0.9 
(15.2) (14.4) (12.0) (9.9) 

Intellectual-cultural orientation 45.6 46.0 61.6 54.6 4.0 
(16.1) (14.7) (5.4) (11.5) 

Active-recreational or1entation 46.S 44.S 51.4 56.4 4.2 
(15.3) (11.S) (10.6) (11.6) 

Moral-religious emphasis 44.7 52.1 44.S 4S.0 1.2 
(12.S) (10.5) (S.S) (11.9) 

organization 47.3 50.0 55.4 53.4 1.4 
(12.9) (15.0) (17.9) (10.9) 

Control 50.6 52.1 53.S 44.2 2.0 
(15.3) (lS.l) (lS.6) (10.4) 

a. Bulimics and bulimic anorectics more symptomatic than controls (~< .05). 

b. Bulimics and bulimic anorectics more symptomatic than restricter anorectics and controls (~~ .05). 

F prob • 

• 00a 

.00a 

.00a 

.46 

.Olb 

.Ola 

.33 

.25 

.12 

U1 
o 
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this orientation than both the controls and the restricter 

anorectics. 

Evaluation of family dynamics revealed significant 

F values on four of eight variables; closeness, quality of 

communication, reliability in times of need (emotional sup

port), and need for counseling. These data are presented 

in Table 9. On three of the four variables both eating 

disorder groups were more symptomatic than controls, but 

did not differ from each other. On the fourth variable, 

closeness towards family, the anorectics were more symptom

atic than bulimics and controls. When the anorectic group 

was analyzed by subtype, there were again significant ~ 

ratios on the same four variables. These data are pre

sented in Table 10. On two of the variables (need for coun

seling, emotional support) both the bulimics and the bulim

ic anorectics came from more symptomatic families than did 

controls, but did not differ from each other. On the other 

two variables (closeness towards family, quality of communi

cation), the bulimics and bulimic anorectics were signifi

cantly different, with the bulimic anorectics showing less 

closeness and a poorer quality of communication. Thus, 

although no significant differences were found between these 

two groups on measures of individual psychopathology, two 

family variables did differentiate them. 

In addition to the univariate analyses of variance 

that were performed, three discriminant function analyses 



Table 9. Family Dynamic Survey, mean scores and standard deviations (three groups) 

Item Bulimic 

Need for counseling 2.S 
( • 9) 

Influencing decisions 3.2 
( • 8) 

Independence 3.4 
(1.2) 

Special attention 3.2 
(.6) 

Acceptance 3.6 
(1.1) 

Closeness 4.0 
( • 7) 

Quality' of communication 3.S 
(1. 0) 

Emotional support 3.7 
(1.1) 

Anorectic 

2.6 
( .9) 

3.S 
( • 7) 

3.S 
( • 8) 

3.3 
( • S) 

3.4 
( • 9) 

3.3 
(1. 0) 

3.1 
(.9) 

3.7 
(1.1) 

Control 

1.6 
( • 7) 

3.S 
( .6) 

3.9 
( • 8) 

3.3 
( • S) 

4.0 
( • 8) 

4.2 
( • 8) 

4.1 
( .7) 

4.S 
( .9) 

F ratio 

13.3 

1.7 

2.1 

0.4 

3.0 

8.6 

9.3 

7.3 

a. Anorectics more symptomatic than bulimics and controls (p < .OS). 

b. Anorectics and bulimics more symptomatic than controls (p < .OS. 

P prob. 

.00b 

.19 

.13 

.67 

.06 

.00a 

.00b 

.00b 

lJ1 
tv 



Table 10. Family Dynamic Survey, mean scores and standard deviations (four groups) 

Bulimic Restricter 
Bulimic Anorectic Anorectic Control F ratio F prob. 

Need for counseling 2.5 2.9 1.8 1.6 12.2 .00 
(0.9) (0.9) (0.4) (.7) 

Influencing decisions 3.2 3.6 3.2 3.5 1.6 .20 
(0.8) (0.7) (0.8) (.6) 

Independence 3.4 3.5 3.4 3.9 1.4 .25 
(1. 2) (0.9) (0.9) ( .8) 

Special attention 3.2 3.3 3.2 3.3 0.3 .82 
(0.6) (0.5) (0.4) (.5) 

Acceptance 3.6 3.6 3.0 4.0 2.5 .06 
(1.1) (1.0) (0.7) ( .8) 

Closeness 4.0 3.2 3.6 4.2 6.1 .oob 
(0.7) (1.1) (0.9) (.8) 

Quality of communications 3.5 2.9 3.6 4.1 7.1 .00c 
(1.0) (1.0) (0.5) (.7) 

Emotional support 3.7 3.6 3.8 4.5 4.9 .00a 
(1.1) (1.3) (0.8) (.9) 

a. Bulimics and bulimic anorectics more symptomatic than controls (~< .05). 

b. Bulimic anorectics more symptomatic than bulimics and controls (E < .05). 

c. Bulimic anorectics more symptomatic than bulimics, who in turn are more symptomatic than controls (E < .05) 

V1 
W 
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were done in order to determine which set of variables 

might maximally discriminate among groups. The first dis

criminant analysis attempted to distinguish the controls 

from the bulimics and anorectics combined. A linear com

bination of three variables, impulse to vomit, anxiety 

before eating, family need for counseling, allowed for an 

effective differentiation of the controls from the eating 

disorders. These data are presented in Table 11. The 

variable lIimpulse to vomit ll was a particularly potent dis

criminator, a finding of potential theoretical consequence. 

The second discriminant function analysis attempted 

to differentiate bulimics from anorectics. A linear com

bination of four variables (self-control around eating, 

desire to be thinner, family closeness, total EAT score) 

was derived which effectively discriminated between groups. 

These data are presented in Table 12. 

A final discriminant function analysis was per

formed to differentiate among all four groups; bulimic, 

bulimic anorectic, restricter anorectic, and control. A 

linear combination of seven variables was produced, includ

ing impulse to vomit, desire to be thinner, preoccupation 

with food, others think too thin, self-control around food, 

family closeness, qnd need for counseling. The discrimina

tion in this analysis was not as effective as in the previ

ous two analyses. These data are presented in Table 13. 



Table 11. Discriminant function analysis; eating disorders versus controls 

Variables 

EAT 40 - Impulse to vomit 

EAT 3 - Anxiety before eating 

Discriminant 
:- Function 

Coefficients 
Wilks' 
Lambda 

.4537 

FDS 1 - Family need for counseling 

.6094 

.4051 

.3332 

Classification Results 

Predicted Group 
Membership 

Actual Group No. of Cases 1 2 

Controls 1 39 39 0 
100% 0.0% 

Bulimics and 2 42 12 30 
anorectics 28.6% 71. 4% 

Significance 

.00 

% of Grouped 
Cases CorrectJ.y 
Identified 

85.19% 

LTl 
LTl 



Table 12. Discriminant function analysis; bulimics versus anorectics 

Variables 

EAT 32 - Self-control around 
eating 

EAT 15 - Desire to be thinner 

FDS 6 - Closeness to family 

Total EAT score 

Classification Results 

Actual Group No. 

Bulimics 1 

Anorectics 2 

Discriminant 
Function 
Coefficients 

-.6524 

1.3957 

.8271 

-.7365 

of Cases 

24 

18 

Wilks' 
Lambda 

.3220 

Predicted Group 
Membership 

1 2 

21 3 
87.5% 12.5% 

0 18 
0% 100% 

Significance 

.0000 

% of Grouped 
Cases Correctly 
Identified 

92.86% 

V1 
(j) 
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Table 13. Discriminant function analysis, bulimics versus bulimic anorectics versus· 
restricter anorectics versus controls 

variables 

EAT 40 - Impulse to vomit 

FDS 6 - Closeness to family 

EAT 32 - Self-control around food 

FDS .1 - Family need for 
counseling 

EAT 15 - Desire to be thinner 

EAT 6 - Preoccupation with food 

Eat 24 - Others think 11m too thin 

Classification Results 

Discriminant 
Function 
Coefficients 

.5785 

.5797 

-.1873 

.2331 

.2310 

.5198 

.1633 

Hilksl 
Lambda 

.8811 

Predicted Group 
Membership 

Actual Group No. of Cases 1 2 3 4 

Bulimics 1 24 17 1 0 6 
70.8% 4.2% 0% 25% 

Bulimic anorectics 2 13 1 8 2 2 
7.7% 61.5% 15.4% 15.4% 

Restricter 3 5 0 0 3 2 
~norectics 0% 0% 60% 40% 

Control 4 38 0 2 4 32 
0% 5.3% 10.5% 84.2% 

Significance 

.1123 

% of Grouped 
Cases Correctly 
Identified 

75.0 

U1 
--..J 
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One final statistic was calculated. As part of 

the screening of university undergraduates, the Eating 

Attitudes Test was administered to 82 females and 42 males 

who di~ not take part in the formal study. The females 

obtained a mean total EAT score of 14.3, the males obtained 

a mean total EAT sr.ore of 10.4. Five of the females scored 

above 30, which is the recommended cut-off for anorexia 

nervosa, compared to none of the males. The mean total 

EAT score for the normal controls was 15.6, quite compara

ble to the 14.3 obtained by female undergraduates not part 

of the study. 



DISCUSSION 

The present study provides strong support for the 

hypothesis that bulimics who have never been anorectic dis

play elevated levels of individual and family psychopathol

ogy when compared to a normal control group. These elevated 

levels of pathology were closely comparable to that found 

in an anorectic group. Further, the normal weight bulimics 

were found to differ little from bulimic anorectics on these 

measures, with the exception of some aspects of family func

tioning where the bulimic anorectics were found to be more 

pathological. These results suggest that the differences 

between bulimia and bulinlic type anorexia may be subtle and 

principally related to weight loss, rather than being quali

tatively different syndromes associated with disparate symp

tom clusters. 

Eating Attitudes and Behaviors 

The bulimics and anorectics investigated in this 

study exhibited significantly more pathological attitudes 

and behaviors surrounding eating than did normal controls 

as illustrated by significant findings on 17 of 18 individ

ual EAT items as well as on the total EAT score. Whereas 

restricter and bulimic type anorectics have been shown to 

have similar elevated total scores on the EAT but to load 

59 



60 

on different factors (Garner et al., n.d.), the profile of 

normal weight bulimics has not been reported previously. 

Although Thompson and Schwartz (1982) reported on the use of 

the EAT with persons of normal weight exhibiting "anorectic

like" behavior and compared them to anorectics and normal 

controls, only 52% of the "anorectic-like" group reported 

binge eating. Thus, almost half of that sample cannot be 

considered bulimic. 

The mean total EAT score of 42.2 for normal weight 

bUlimics in the current study indicates that bulimia is 

characterized by pathological eating attitudes and behavior. 

Because a score of 30 has been proposed as the cutoff which 

maximally enhances accurate prediction of cases of anorexia 

nervosa (Garner & Garfinkel, 1979), the finding that normal 

weight bulimics typically exceed this cutoff indicates that 

although the test is highly sensitive to eating disorders in 

general (excluding obesity), there is no unique sensitivity 

to anorexia nervosa. 

Analysis of the factor structure of the Eating Atti

tudes Test also sheds some light on the current findings. 

Three factors have been found which account for 40.2% of the 

total variance. The first factor was labeled "dieting" and 

was related to avoidance of fattening foods and z preoccupa

tion with being thinner. The four items used in the current 

study that load on this factor tended to find both normal 

weight bulimics and bulimic anorectics to have significant 
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elevations. The second factor is labeled "Bulimia and Food

occupation" and is associated with binge eating and vomiting 

and preoccupation with food. The two items currently exam

ined that dealt with food preoccupation were elevated across 

all eating disorder groups; the three items relating to binge 

eating and vomiting were significantly elevated in the normal 

weight bulimic and bulimic anorectic groups, but not in the 

restricter anorectic group. The third factor has been 

labelled "Oral Control" and involves restrained eating and 

the concern this elicits in others. Five items used in the 

current study loaded on this factor and the predominant 

trend was for the normal weight bulimics to resemble the 

controls and to differ significantly from the anorectics. 

Both the restricter and bulimic-type anorectics tended to 

show elevated levels of oral control. This finding was 

somewhat surprising given the lack of control over intake 

usually associated with bulimic anorectics. This can be 

made more comprehensible in light of the observation that 

many bulimic-type anorectics alternate periods of fasting 

and binge vomiting (Russell, 1979), and by definition are 

more successful at losing weight. The sight of an emaciated 

loved one may elicit similar concerns from significant 

others regardless of the means used to induce weight loss. 

Several of the individual EAT item results deserve 

to be discussed and thei~ implications evaluated. When 

asked about menstrual functioning, all of the eating disorder 
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groups reported substantial menstrual irregularity. Fifty 

percent of the normal weight bulimics, 46% of the bulimic 

anorectics, and 40% of the restricter anorectics, but only 

10% of the controls reported never or rarely having regular 

menstrual periods. Irregular menstrual functioning has not 

typically been associated with normal weight bulimics (Rus

sell, 1979). The relationship between weight loss and men

strual functioning is a complex one. According to Garner 

and Garfinkel (1982, p. 62), "amenorrhea may relate more to 

the percentage of body fat, extent of exercise, or the degree 

of stressthe individual is under, than to the actual weight. 

Therefore, while weight is one important variable in amenor

rhea, it is not the only one." The substantial weight fluc

tuations experienced by the normal weight bulimic, combined 

with sufficient stress, could account for the irregular men

strual functioning reported in this study. 

When episodes of binge eating were examined, an 

interesting finding emerged. Although bulimic anorectics 

reported more frequent episodes of binge eating than did 

normal weight bulimics (8.7 vs. 6.9 per week), when asked 

to rate their frequency of binge eating on a 6-point scale 

ranging from always to never, bulimics on average described 

themselves as binge eating "often" while bulimic anorectics 

described themselves as binge eating "sometimes." Because 

this can be interpreted either as the normal weight bulimics 

overstating, or the bulimic anorectics understating the 
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frequency of binge eating, the practical implication is that 

when assessing binge frequently only the use of specific 

numbers rather than general categories can be considered 

reliable. 

The discrepancy found in assessing binge eating was 

not present with regard to self-induced vomiting. Both mea

sures were consistent in showing the bulimics to vomit more 

than the bulimic anorectics (although in neither case was 

the difference statistically significant). What is of par

ticular interest with regard to self-induced vomiting is the 

rarity with which even the impulse to induce vomiting is 

found in the normal control group. While 22 of the controls 

acknowledged there are times when they binge, only one ever 

induced vomiting. Of the 41 controls, 39 denied ever having 

the impulse to vomit~ one responded "rarely" and one "some

times." The importance of this relative specificity of the 

impulse to vomit to the eating disorder groups is underscored 

by the results of the discriminant function analysis. That 

analysis found the impulse to vomit to be the most powerful 

single discriminator between the eating disorder and control 

groups. Thus, although binge eating is found to be an expe

rience with which many normal persons have had some experi

ence and may even be socially sanctioned at times (e.g., 

holiday dinners, all you can eat restaurants), self-induced 

vomiting seems to rerresent a qualitative change from common 

experience. In addition, the fact that for both the normal 
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bulimic and the bulimic anorectic groups the frequency of 

self-induced vomiting exceeded the frequency of binge eating 

(12.6 vs. 6.9 for the bulimics, 10.8 vs. 8.7 for the bulimic 

anorectics) indicates that self-induced vomiting may be more 

than merely a corrective for binge eating. 

Johnson and Larson (1982) have recently asserted 

that while binge eating may initially be the primary patho

logical symptom in bulimia, over time a transformation occurs 

whereby the vomiting replaces the binge eating as the primary 

mechanism for tension reduction. They pointed out that many 

bulimics reach a point where self-induced vomiting was used 

after any intake of food rather than just following binges. 

This kind of phenomenon is consistent with the current 

study's finding of more frequent vomiting than binge eating 

in the bulimic and bulimic anorectic groups. Alternatively, 

this finding could be explained by hypothesizing that eating 

disorder patients were more ashamed of their binge eating 

than of their vomiting and so tended to underreport the for

mer. Still, the question of whether binge eating or vomiting 

is the primary pathological symptom in bulimia continues to 

bedevil the field. Garner and Garfinkel's (1982) assertion 

that binge eating is more closely related to the core patho

logical feature of loss of impule control stands currently 

unsupported by empirical findings. Although they reported 

that anorectics who binge are essentially similar to anorec

tics who binge and vomit, they do not provide data to 
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substantiate this. Even if such data were available, there 

is no assurance generalizations could be made to normal 

weight bulimics. Perhaps more important than debating which 

of these symptoms is inherently more pathological, or which 

should be the essential criterion for the bulimic syndrome, 

is determining empirically how theyrelate to each other, 

and what their implications are separately and itneractively 

for prognosis and treatment. Although Sugurman and Quinlan 

(1981) have proposed a theoretical model for the relation

ship between binge and vomiting in which binge eating repre

sents insatiable dependency of needs and vomiting revulsion 

towards these needs, they do not attempt to demonstrate this 

empirically. 

Individual Psychopathology 

The results clearly indicated that normal weight 

bulimics manifested significantly more individual paycho

pathology than a normal control group, and at least equiva

lent psychopathology to a group of anorectics. The bulimics 

showed more psychopathology than controls on all nine indi

vidual scales and all three summary scales of the SCL-90. 

This finding was in accord with the supposition of research

ers in bulimia such as Pyle et al. (1981), Herzog (1982), 

and Russell (1979) that bulimia is associated with signifi

cant psychopathology. None of those studies utilized a nor

mal control group, however, and Pyle et al. (1981) a~d 
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especially Russell's (1979) work was confounded by the pres

ence of bulimic patients with a past or present history of 

anorexia nervosa. The finding that bulimics displayed more 

individual psychopathology than normal controls might be 

criticized as trivial since the comparison is between a 

mixed inpatient/outpatient group and an 'untreated group. 

People who seek out treatment can be expected to be more 

disturbed than those who do not. Despite this, the findings 

have value since they have not been previously documented in 

any published research. In addition, Johnson et al. (1982) 

concluded that bulimics are relatively symptom free in terms 

of individual psychopathology and substantially equivalent 

to normal controls. These authors administered the Hopkin's 

Symptom Checklist (HSCL) (the precursor to the SCL-90) to 

316 bulimic women who had written to them because of distress 

over their eating habits, and compared the results to pub

lished series of restricting and bulimic anorectics, anxiety 

neurotics, depressed neurotics and normal controls. In this 

comparison, the bulimics were significantly lower than the 

other psychiatric groups on every symptom dimension. The 

bulimics and normal controls were equivalent on the" 

Obsessive-Compulsive and Anxiety subscales, the bulimics 

were significantly higher on the Depression and Interper

sonal Sensitivity subscales, and the bulimics were actually 

lower than the normal controls on the Somatization subscale. 

The authors' conclusions based on these findings should be 
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tempered by the fact that data collected by varied investi

gators may differ in crucial aspects such as sample charac

teristics, selection procedures, etc., making comparisons 

difficult. In addition, their results are partially contra

dicted by the work of Thompson and Schwartz (1982). These 

authors found that their "anroexic-like" group (of whom no 

more than 50% were genuine bulimics) was more symptomatic 

than mormal controls on 3 of 5 SCL-90 scales, including the 

General Symptom Index (GSI). There is also the possibility 

that the bulimics in the current study may be more impaired 

than were those in the Johnson et al. (1982) study. This 

interpretation is supported by the finding that whereas 67% 

of the current sample vomit at least daily, only 48% of the 

Johnson et al. sample induced vomiting that frequently. 

With regard to the frequency of eating binges, the current 

sample is only slightly moresymptomatic (54% binge at least 

daily vs. 52%). 

Sample differences with respect to the normal weight 

bulimic groups might also make more intelligible the current 

study's finding that the bulimic and anorectic groups were 

comparable in terms of individual psychopathology, unlike 

the Johnson et al. (1982) finding. Another possibility is 

that the differences in the Johnson et al. study are a spu

rious result of comparing samples at different times. Com

parisons of bulimic and anorectic groups have been undertaken 

by other investigators, most notably Russell (1979) and 



68 

Herzog (1982). Russell (1979) is the most ardent advocate 

of the proposition that bulimia is characterized by severe 

psychopathology. When he compared bulimics to an anorectic 

group he concluded that the bulimics displayed substantially 

more depressive symptomatology, including suicide attempts. 

Russell's results need to be interpreted in light of the 

fact that the majority of his bulimics had a past history of 

anorexia nervosa, but all of the anorectic group were of the 

restricter type. So, in many ways hisresults are another 

c6nfirmation that bulimic anorectics (even after gaining 

some weight) exhibit more psychopathology than restricter 

anorectics as has been found by other investigators (Casper 

et al., 1980; Garfinkel et al., 1980; Strober, 1981). Herzog 

(1982) also argued that there is an association between 

bulimia and depressive illness. Although this study has the 

value of using a bulimic group without a past history of ano

rexia nervosa, his data were collected in diagnostic inter

views he conducted and no objective measures of psychopa

thology were utilized. While the Thompson and Schwartz 

(1982) study is cited by Johnson and Larson (1982) in support 

of the assertion thatbulimics exhibit less psychopathology 

than anorectics, the "anorexic-like" group used by the 

authors cannot be considered a genuine bulimic group for 

reasons previously described; 

This study's finding of elevated psychopathology on 

9 of 12 SCL-90 scales is in accord with previous research 
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documenting the disparity between anorectics and normal con

trols. The most relevant piece of prior research was per

formed by Garner and Garfinkel (1980) who documented elevated 

scores for anorectics over controls on all 6 HSCL scales. The 

current study can add little to previous reports comparing 

bulimic and restricter anorectics (Casper et al., 1980; Gar

finkel et al., 1980). With a sample of only five restricter 

anorectics, no meaningful conclusions can be drawn in the 

area of individual psychopathology. 

Contrasting the normal weight bulimics with the 

bulimic anorectics is of particular interest as no such com

parisons exist in the published literature. The two groups 

exhibit essential equivalent levels of psychopathology, with 

significant differences not found on any SCL-90 scale. The 

importance of this finding is highlighted by the fact that 

bulimic anorectics have been found to consistently display 

significantly more individual psychopathology than restricter 

anorectics (Casper et al., 1980; Garfinkel et al., 1980; 

Strober, 1981). Bulimia, even in normal weight persons, can 

thus be seen to be a significant pathological condition 

associated with a broad range of symptoms. Rather than 

being uniquely associated with depressive symptomatology as 

suggested by some (Herzog, 1982; Eckert et al., 1982), bulimia 

may either predispose or be a consequence of many psychiatric 

symptoms or affective states. Alternatively, bulimia may be 

a means of coping with such symptoms. Hawkins (1982) 
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presented a model of bulimia as coping behavior and Strober 

(1981) also suggested that negative affective states of any 

sort (anxiety, depression, hostility, etc.) may be modulated 

through gorging and purging. In this view, bulimia is not a 

variant of affective disorder per se, but is rather a means 

of responding to any kind of affective distress. Although 

the short-term effect of the binge-vomit sequ3ence may be to 

modify painful emotions, over time the behaviors may con

tribute to further affective destabilization. 

The fact that eating disorder groups reported ele

vated psychopathology across all symptom dimensions on the 

SCL-90 means that there is no specific bulimic or anorectic 

symptom profile that can uniquely identify these disorders. 

This may be because eating disorders are inherently nonspe

cific coping mechanisms, or because current diagnostic group

ing may contain several subgroups each associated with its 

own symptom profile. 

Family Environment and Dynamics 

The current findings support the hypothesis that the 

family environment of normal weight bulimics is significantly 

pathological as compared to a normal control group. The 

extent of pathology as measured by the Family Environment 

Scale (FES) is comparable to that found in an anorectic 

group. The families of the normal weight bulimic and the 

anorectic groups showed less cohesion, expressiveness, 
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independence, and recreational orientation, as well as more 

conflict than the normal control group. Family characteris

tics as measured by the Family Dynamic Survey (FDS) showed a 

similar pattern where the normal weight bulimics and the 

anorectics exhibited a poorer quality of communication, a 

greater need for counseling, and less ability to rely on the 

family in hard times than the normal control group. In addi

tion, the anorectic group displayed less closeness between 

family members than the normal weight bulimics or the normal 

control group. Significant results were found on 10 of the 

18 measures of family functioning. 

Analysis of the results on family measures when the 

anorectic group is divided in bulimic and restricter sub

types yields several important findings. The families of nor

mal weight bulimics and bulimic-type anorectics exhibit less 

cohesion, expressiveness and independence, more conflict, 

and a greater need for counseling than do the families of 

normal controls. In the only previous study to use the 

Family Environment Scale to assess the families of patients 

with eating disorders, Strober (1981) found that families of 

bulimic anorectics had less cohesion and organization and 

more conflict than families of restricter anorectics. The 

decreased cohesion and increased conflict that Strober found 

characteristic of the bulimic anorectic families is in this 

study extended to include normal weight bulimics. The 

decreased organization that Strober (1981) found to be 
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characteristic of the bulimic anorectic families was not 

found in this study to be a significant differentiating fac

tor. Whereas the restricter anorectics showed less family 

pathology on some variables than either the normal weight 

bulimic or bulimic anorectic group, none of these differ

ences were statistically significant in light of the very 

small number of restricter anorectics. 

When examining individual psychopathology, the nor

mal weight bulimic and the bulimic anorectic groups were 

found to be significantly more disturbed than a normal con

trol group on all symptom dimensions with no significant 

differences in symptoms between the two groups. While this 

same pattern was found on 8 of the 10 family variables 

(where significant differences were found), there were 2 

variables related to family functioning where significant 

differences were found between normal weight bulimics and 

bulimic anorectics. The families of bulimic anorectics 

were found to have a poorer quality of communication and 

less closeness between members than the normal weight bulim

ic group. Thus, while the normal weight bulimic group exhib

ited significant family dysfunction, the families of bulim

ic anorectics may be more pathological in some areas, par

ticularly around issues related to closeness and quality of 

communication. 

Although the results yielded by the family measures 

are suggestive of dysfunction in families of bulimic 
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anorectics in excess even of that found in normal weight 

bulimics, firm conclusions cannot be drawn for several rea

sons. Given the large number of analyses performed in this 

study, these findings may be due to chance. If the findings 

are not due to chance, then the theoretical import of find

ing differences on family variables such as closeness and 

quality of communication, but not on variables such as cohe

sion and expressiveness, needs to be accounted for. In 

addition, the findings all reflect family environment and 

dynamics as perceived by the eating disorder patient. 

Although family characteristics as perceived by the patient 

are of importance, there are no studies in the eating disor

ders literature that compare the patient's view of the fam

ily with that of the parents or of objective observers. 

Family characteristics may change as a function of the per

spective of the evaluator. Such studies of family function

ing amongeating disorder patients comparing multiple per

spectives are sorely needed in order to provide a context 

for the interpretation of results such as those found in 

the current study. 

Viewed broadly, the literature on eating disorders 

has evolved from an exclusive and narrow focus on anorexia 

nervosa to a more complex and differentiated appreciation 

of the continuum of disordered eating that can be encoun

tered in clinical settings. From this appreciation of the 

multiplicity of clinical presentations came the diagnostic 
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classification of bulimia as a distinct disorder. Yet, the 

nosology of the eating disorders is still in its infancy. 

As the process of defining syndromes based on core sets of 

individual symptoms has proceeded, numerous difficulties 

have emerged. Although many patients may present with a 

cluster of unusual behaviors related to eating, such clus

ters do not remain invariant from one patient to the next. 

Whereas such variation need not be troublesome when second

ary characteristics of a disorder are involved, they can be 

most vexing when prominent investigators disagree on what 

constitutes the essential or core symptom. This problem is 

most prominent in bulimics where investigators have disagreed 

sharply regarding the primacy of binge eating or self

induced vomiting as a core symptom (Beumont et al., 1976; 

Garner & Garfinkel, 1982; John & Larson, 1982). Yet, as 

Lowenkopf (1982, p. 238) remarked, "there is real doubt 

whether the term does truly describe one diagnostic entity. 

Rather, it subsumes two kinds of behavior, gorging and 

elinating abuse." The current study, by documenting the 

rarity of self-induced vomiting in normal subjects and the 

greater frequency of vomiting than binge eating in the eat

ing disorder groups, has called into question the wisdom of 

viewing self-induced vomiting as a secondary characteristic. 

Rather, self-induced vomiting can be considered as one of 

several significant symptoms that may be displayed in an 

eating disorder. The vomiting may appear alone or in co m
-
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combination with other primary symptoms such as binge eating 

or severe weight loss. These primary symptoms may have dif

ferent implications regarding the degree of psychopathology, 

prognosis, and treatment, and they may have interactive 

effects that could not be predicted through knowledge of 

the individual factors. 

Some of these questions have been investigated 

empirically, but many have not. There has been a consistent 

finding that in the presence of severe weight loss, either 

binge eating (Strober, 1981; Garner & Garfinkel, 1982) or 

self-induced vomiting (Beumont et al., 1976; Beumont, 1977) 

is associated with increased psychopathology and a poor 

prognosis. These studies focused on either binge eating or 

vomiting as a primary symptom, but did not systematically 

investigate the implications of both being present along . 

with severe weight loss as opposed to only one being pres

ent. In normal weight bulimics no comparison has ever been 

done between pure binge eaters and binge vomiters. Inquir

ing into the presence or absence of such major symptoms to 

ascertain their influence in still only a modest step 

towards more complex questions, such as what is the inter

action between levels of severity of major symptoms. For 

example, does daily multiple binge vomiting have different 

implications depending on the extent of weight loss? Does 

frequency of vomiting interact with frequency of binge eat

ing in normal weight bulimics? Does laxative abuse interact 
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rectics? 

76 

The current study investigated individual and family 

variables in normal weight bulimics and anorectics and sup

ported the notion that normal weight binge vomiters (the 

great majority of the sample) exhibit significant individual 

and family psychopathology even without severe (greater than 

25%) weight loss. The most useful comparison was between 

the normal weight bulimics and the bulimic anorectics where 

severity of weight loss was the main diagnostic criterion 

differentiating the two groups. The increased severity of 

weight loss in the bulimic anorectics was not associated 

with additional individual psychopathology, although there 

was some increase in family pathology. Thus, although 

bulimic symptoms may intensify individual or family pathol

ogy, both at normal and at low weights, weight loss alone 

may not have a similar destabilizing effect in the presence 

of bulimic symptoms. This may be considered surprising in 

light of the fact that the increased weight loss of 

restricter anorectics is associated with increased psycho

pathology compared to normal controls (Garner & Garfinkel, 

1982). Two hypotheses might each explain these results. 

To the extent that 25% weight loss is an arbitrary point 

for delineating bulimic and norectic groups, a comparison 

between normal weight bulimics and bulimic anorectic groups 

may not offer a true evaluation of the independent 
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contribution of weight loss to psychopathology. Another 

possibility is that extent of weight loss in the bulimic 

population is more a function of physiological factors than 

psychological factors. For example, preliminary research 

findings have suggested that many bulimic anorectics may 

have abnormally slow gastric emptying, while normal weight 

bulimics do not exhibit this (Greenfeld, pers. comm., 1982). 

Thus, a bulimic anorectic may vomit at the same frequency as 

a normal weight bulimic, but be much more successful at 

losing weight because the delayed gastric emptying retards 

food absorption, making the self-induced vomiting a more 

effective device for promiting weight loss. Still another 

possibility is that normal weight bulimics eat more during 

each binge than do bulimic anorectics, preventing weight 

loss (Shisslak, pers. comm., 1983). 

There are numerous additional areas that have not 

yet been discussed in which research is needed. How does 

dieting, binge eating or vomiting escalate out of control 

in so many patients? What is the longitudinal course in 

these disorders? What are the factors that put women at 

such greater risk? These and other questions must be tar

gets for future investigation. 

Although this study has undertaken group comparisons 

that have not been reported on previously in the field of 

eating disorders and has yielded significant findings, 

several cautions need to be advanced. This study relied 
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exclusively on self-report instruments. Studies relying on 

other means of collecting data, such as behavioral observa

tions, may yield different results. Also, comparisons of 

the eating disorder group with the control group is compli

cated by the fact that all eating disorder subjects were in 

treatment while the controls were not. In addition, a very 

large number of statistical analyses were undertaken, 

thereby increasing the probab:.lity that some significant 

findings were due to chance alone. Whereas individual 

results such as those which showed poorer quality of commu

nication among the families of bulimic anorectics than among 

normal weight bulimics may be suspect on these grounds, the 

general patterns should not be affected. The overwhelming 

preponderance of findings indicated that normal weight 

bulimics and anorectics were significantly more pathological 

than controls, but did not differ from each other. Simi~ 

larly, there was a consistent finding that bulimics of nor

mal weight and bulimic anorectics were significantly more 

pathological than controls, but did not differ from each 

other, a fact of particular importance. The findings cannot 

be accounted for on the basis of chance despite the large 

number of analyses. The fact that many of these findings 

were significant beyond the .001 level is an additional 

safeguard that the pathology associated with bulimia docu

mented herein is a robust phenomenon, capable and deserving 

of replication in further studies. 
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The Russell Criteria 

The patients behavior leads to a marked loss of 

body weight and malnutrition. The abnormal behavior con

sists of a studied and purposive avoidance of foods con

sidered to be of a fattening nature. Often but not invari

ably, the patient resorts to additional devices which 

ensure a loss of weight: self-induced vomiting or purga

tion, or excessive exercise. Occasionally a patient may 

indulge in bouts of overeating, but these are usually com

pensated for by subsequent vomiting or prolonged starvation 

which effectively counteract the transient increase in 

caloric intake. 

There is an endocrine disorder which manifests 

itself clinically by the cessation of menstruation. The 

amenorrhea is an early symptom and may precede the onset of 

weight loss; it is often very persistent and may last 

several years. In male patients the equivalent symptom is 

a loss of sexual interest and lack of potency. 

Manifestations of.a morbid fear of becoming fat. 

To safeguard herself against losing control and not being 

able to stop eating, she strives to remain abnormally thin. 

She loses all judgement as to her requirements for food and 

may protest that she is eating satisfactorily; she often 

over-estimates her body weight and sets hersef a precise 

weight above which she dares not rise. 
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Age of onset prior to age 25. 
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Anorexia with weight loss of at least 25% of body 

weight. 

A distorted implacable attitude toward eating, food 

or weight that overrides hunger, admonitions, reassurance 

or threats. F'or example: 

1. denial of illness with failure to recognize nutri

tional needs; 

2. enjoyment in losing weight with overt manifesta

tions that food refusal is a pleasurable indulgence; 

3. desired body image of extreme thinness with overt 

evidence that it is rewarding to patient to achieve 

and maintain that state; 

4. unusual hoarding or handling of food. 

No known medical disorder that could account for 

anorexia and weight loss. 

No known psychiatric disorde~ with particular refer

ence to affective disorder, schizophrenia, obsessive

~compulsive or phobic neurosis. (Food refusal alone is not 

sufficient to qualify for obsessive-compulsive or phobic 

disease. ) 

At least two of the following manifestations: 

1. amenorrhea 

2. lanugo 
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3. brachycardia (persistent resting pulse of 60 or 

less) 

4. periods of overactivity 

5. episodes of bulimia 

6. vomiting (may be self-induced) 
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