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ABSTRACT 

This study was concerned with examining food 

compulsions in women as it relates to their mental health 

The subjects used represent six women ranging in 

ages between 25 and 52. Each of the six women were 

experiencing anorexia nervosa, bulimia or obesity. 

A structured interview was held by the researcher 

at which time the subjects responded to an Adlerian Life 

Style Interview. The interview was followed by regular, 

individual weekly therapy sessions between the researcher 

and the subjects of the study. 

At the end of the study, the subjects were again 

interviewed to determine whether or not their food compul 

sions had improved through consistent therapy. The 

information was gathered through self reports of the 

subjects involved. 

The results of this study showed each of the six 

women improved. 

vii 



CHAPTER I 

INTRODUCTION 

There are an ever increasing number of women with 

food compulsions and addictions seeking professional help. 

Steve Simon, the director of Help Anorexia, Inc., a Los 

Angeles based support group, suggests that there are a half 

million people across the country afflicted with anorexia. 

"Those are just the cases reported," Steve said, and sug

gests there are probably more. Furthermore, he estimates 

the mortality rate is in the 15 to 21 percent range (Tuber, 

1982) with 5,000 to 6,000 women dying from the disorder 

annually. 

Introduction to the Problem 

There is a great need for people who can really 

relate to and understand what the patient seeking help for 

eating disorders is going through. Experts may know a lot 

more about the egg than the chicken who lays it does, but 

people suffering from eating disorders feel reassured when 

they hear someone say, "Yes, I know what you are going 

through. I have been there myself. You can get through 

this and get well." Support groups would be one way of 

1 



meeting this need. Therapists who have controlled an eat

ing compulsion and who are interested in this area of 

counseling would be even more helpful. 

It is not unusual for a woman with food compulsions 

to say, "What is wrong with me? I feel as though I'm 

crazy." Here is a quotation from Cynthia, a 29-year old 

woman suffering from a combination of anorexia (see defi

nition of terms) and bulimia (see definition of terms), 

Slowly, day by day, I'm killing myself, and 
although overwhelmed by fear, I seem to be 
powerless against a demon within. I have 
anorexia nervosa and bulimia, eating dis
orders that can be fatal. At times, I 
starve myself; other times I gorge myself 

" with food, then purge my body of its life 
giving nutrients. This story is diffi
cult to write, for I am ashamed of what I 
have become (Campbell, 1983). 

Cynthia was in treatment and was making progress. 

She had gained some weight, but the group sessions ended and 

the psychologist didn't have the time to begin counseling 

another group. Cynthia further states: 

I continued to see the psychologist, but 
it wasn't the same. The psychologist had 
never had my problem and couldn't relate 
to my feelings. I became depressed again. 
My old habits returned. I am so lonely 
and afraid. How long can I continue 
with this? (Campbell, 1983). 

Women such as Cynthia may be able, in the near 

future, to attain the empathetic assistance they need as 

more women with a history of successfully mastering food 

compulsions enter the counseling field. 
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Background 

The lean look for the feminine gender has been in 

vogue for only about 60 of the past 600 years. From 1400 

there have been three types of female figures which have 

been idealized. These figures (as illustrated below) 

indicate the three basic types. The first type depicts the 

Figure 1. Three fashionable body types from 1400-1900 

large swollen belly.,if which was a visual reminder of preg

nancy and the desirability of women's fertility. The second 

type is taken .from an 1888 advertisement, showing fashion

able ladies wearing enormous bustles and pinched by rigid 

corsets. It was not until the mid 1910's that fat came into 

complete disfavor in the Anglo-American culture. Women were 
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now supposed to be lean and angular, as illustrated in the 

third type. This fashion was nice for dress designers but 

a little rough for a lot of women (Bennett and Jurin, 1982). 

The trend for slim and lean has continued right 

through the 1900's. Is it any wonder that women have 

become obsessed with thinness as a testimony to their 

self-esteem and their sexual acceptability. 

There is a catch-22 to this whole pattern. Whether 

women think thin is fashionable or not, mere desire to 

change one's form may not be enough. There may be a set 

point which predetermines our appropriate body weight for 

our optimum health. The set point theory proposes when 

fat stores fall below a certain level, the body reacts by 

"desiring" more fat. This yearning for body fat is orches

trated by an unconscious portion of the brain, which 

coordinates behavior and biochemistry to keep the stores 

relatively constant. The amount of fat that is called for 

depends, in part, on the number of fat cells in the body 

(Bennett and Gurin, 1983). 

These cells are stored mostly under the skin and 

are arranged in clusters very much like microscopic soap 

bubbles. Once acquired, the number of fat storing cells 

appear not to diminish during a lifetime. Each cell 

resists shrinking below a minimum fat content (Bennett and 

Gurin, 1982) . 
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Fat cells do not, however, determine the total phys

iological drama. An elaborate brain mechanism, which 

includes regions of the hypothalamus, synthesizes informa

tion about the state of the body and the environment and 

then "decides" what the set point should be. External 

influences, such as the taste and smell of especially rich 

food, appear to raise the set point -- probably as a way 

of allowing the body to take advantage of scarce resources. 

For example, rats fed on cookies, peanut butter, salami, 

and other sweet or fatty foods seem to raise their set 

points in response to their new diet and eat more to main

tain a higher level of fat (Bennett and Gurin, 1982). 

Certain drugs have the opposite effect. They act 

on the brain to lower the set point. When drugs, such as 

amphetamines and other diet pills are discontinued, the set 

point returns to normal and weight rebounds. Nicotine often 

acts in the same way. Physical conditioning also appears 

to lower the set point dramatically while inactivity causes 

otherwise normal individuals to get fatter. How exercise 

works to lower the set point is not known, but for now it 

seems to be healthier and more effective approach to weight 

loss than pills and/or cigarettes (Bennett and Gurin, 1982). 

Significance 

One of the most crucial connections in terms of 

breaking the cycle of compulsive eating and dieting is 
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quite often overlooked and even misunderstood by both com

pulsive eaters and by those who try to help them. Compul

sive eating is linked to a desire to get fat. This point 

is subtle and may even be difficult for both counselor and 

therapist to understand (Orback, 1978). 

This is often the woman's way to be in charge of 

her life and gain her autonomy. This is especially signi

ficant for women who were reared by dominating mothers. An 

example of this can occur through a power struggle between 

mother and daughter, which precipitates the food disorder 

(Friday, 1977) . 

The prognosis of anorexia nervosa and the other 

eating disorders is not certain. Some authorities feel that 

with treatment all can be improved. Others feel the ten

dency to be compulsive with food will remain regardless of 

therapy and treatment, much like alcoholism. It may be 

that with consistent treatment, the mortality rate of women 

who abuse their bodies with food compulsions may be reduced. 

However, long-term- therapies, which treat the underlying 

causes of those eating disorders are needed to improve the 

outlook for patients. Prospective controlled studies which 

evaluate this theory are now needed. It is to be hoped 

that future studies will be able to document both a reduced 

mortality and morbidity, due to the illness (Garner and 

Garfinkle, 1982). 
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Statement of Problem 

The present study is concerned with food compulsions 

as related to mental health and emotional disturbances. 

Specific Questions to be Answered Are: 

1. Are food compulsions symptomatic of other 

emotional disturbances? 

2. Will food compulsions lessen or disappear 

when other emotional disturbances are addressed? 

3. What kinds of therapy are most helpful and 

facilitate the quickest process to health? 

These questions will be answered through the following 

processes: 

1. Six case studies which will involve a two-hour 

personal interview. 

2. Personal therapy for a period of not less than 

one month and up to six months, which is the 

duration of this study. 

3. In the process of a personal interview at the 

conclusion of therapy, each client will give a 

self-report on what improvement she feels has 

occurred regarding her food compulsion and if 

she feels the therapy facilitated her improve

ment . 

4. Review of current literature. 



Limitations 

The limitations are as follows: 

1. Categorizing the literature and choosing it 

wisely is a problem as there is a considerable 

amount of literature available. 

2. There is an abundance of literature on anorexia 

nervosa, but some scarcity of literature on 

bulimia. 

3. This investigation involves a limited number of 

case studies and, consequently, statistics or 

conclusions concerning the general population 

would be invalid. 

4. Due to the limited number of clients, it cannot 

be definitely stated which therapy facilitates 

fastest recovery, but only what therapies facil 

itated the six people counseled in this investi 

gation. There is also no possibility of random 

sampling. 

Definition of Key Terms 

Anorexia nervosa - -a psychological stress disorder char

acterized by a lack of the desire to eat (Fox, 1982). 

Bulimia or bulimarexia - -a binge-purge syndrome. The 

affected person gorges on food, and then attempts to expel 
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it by fasting, vomiting, using laxatives, or possibly all 

of the above. There are probably more persons suffering 

from bulimia and bulimarexia than from classic anorexia 

(Tuber, 1982). 

Laxative -- mild drug to relieve constipation (Wester, 

1965). 

DSM-III --a text used in diagnosing psychological disorders. 

Diuretic -- a substance which tends to increase the flow 

of urine (Webster, 1965). 

Ritual -- a ceremonial act or action (Webster, 1965), i.e. 

a magic game that would control the way people feel toward 

the game player, such as "If I can walk to the corner before 

the light changes, Johnny will like me." "If I arrange 

everything in my room in a certain order, I'll be asked to 

belong to a certain group." "If I cut up my food in a 

certain way (or only eat certain things, don't eat certain 

things), I might protect myself from other people's bad 

feelings," (Levenkron, 1979). 

Autonomy (Locus of Control) -- Where a woman feels her 

effectiveness resides in life. Is her effectiveness within 

her control or is it outside forces and influences control
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ling her and creating a feeling of helplessness (Garfinkle 

and Garner, 1982). 

Body Image -- the way a woman sees her body shape and size 

when looking at and appraising it (Garfinkle and Garner, 

1982). 

Lifestyle --a psychological interview which takes one to 

two hours. Counselor works with the client and asks 

questions regarding childhood, brothers, sisters, parents, 

herself as a child and obtains specific early childhood 

remembrances. Through the information gathered, the 

counselor and counselee can begin to tell a story about the 

child's perception of the world. The client will complete 

the following sentences in as many ways as she can. The 

sentences begin in the following ways: 1) The world is... 

2) People are... 3) Life is... 4) I am... 

This process begins to form a picture of how the 

client perceives life as the child and how those early per

ceptions and decisions are coloring her perceptions of the 

world and people in the here and now. 

Gestalt anger therapy -- a treatment involving batakas 

(canvas bats) which can be used to discharge anger by plac

ing the significant other in a vacant area and then hitting 
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the significant other with the bataka, repeating as the 

hitting is taking place, I resent you for...", or "I hate 

you for...M. 

Gestalt transactional analysis --a process involving the 

counselee sitting in one space or chair and placing the 

significant other in another space or chair. She then 

expresses her feeling to the significant other concerning 

particular issues and feelings. Counselee can then take 

the place of the significant other and reply to the accusa

tions or requests made by the counselee. This process is 

continued until some closure is processed. At the end of 

both the anger therapy and the chair therapy, the client 

will dismiss the significant other by saying good-bye or 

some form of farewell. Then the counselee will summarize 

in one sentence or less how she is feeling physically and 

what she accomplished. 

Visualization exercises -- person closes eyes and is talked 

down into a light sleep-awareness (alpha level); person may 

either be sitting or reclining. She is then given processes 

and situations to visualize. Some of these processes may 

be realistic and some may be fantasy. Person may be asked 

to tell a story about what is happening. In addition, 
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suggestions can be given regarding problem areas with food 

or weight. The person, for example, may be asked to see 

herself turning away from unwholesome food or situations 

that are not conducive to her well being. 



CHAPTER II 

REVIEW OF LITERATURE 

Introduction 

This study is an investigation into the correlation 

between eating disorders and emotional disturbances. The 

literature reviewed which is relevant to this study will b 

grouped in the following categories: 1) The Medical Model 

2) The Psychodynamic Model, 3) Bruch's Theory of Anorexia 

Nervosa, 4) The Systems Model, 5) The Locus of Control, 

6) Classification of Types of Anorexia Nervosa, 7) Bulimia 

8) Treatments of Anorexia and Bulimia, 9) Obesity, and 

10) Testing Instruments Used for Measuring Eating Disorder 

(Empirical Studies of Body Image). 

The Medical Model 

The first identification of anorexia nervosa is 

generally credited to an English physician, Richard Morton 

who reported on two cases in 1689. His clinical descrip

tion included amenorrhea (loss of menses), hyperactivity, 

and the loss of weight commonly regarded as components of 

the syndrome today (Minuchin, Rosman, Baker, 1978). 

13 
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Mr. Duke's daughter, in St. Mary-Axe, in 
the year 1684, in the eighteenth year of 
her age...fell into a total suppression 
of her Monthly Curses from a multitude of 
Cares and Passions of her mind. From which 
time her appetite began to abate... She 
wholly neglected the care of herself for 
two full years, till at last being brought 
to the last degree of Marasmus... and 
thereupon subject to frequent Fainting 
Fits, and applied herself to me for advice. 

I do not remember that I did ever in 
all my practice see one that was conver
sant with the living so much wasted...(like 
a skeleton only clad with skin) (Minuchin, 
Rosman, Baker, 1978). 

He began treating her with aromatic bags 
which he applied to her stomach, bitter 
medicines, and antihysterick waters. ~Kt 
first she appeared to improve. 

...but shortly thereafter, she tired 
with medicines, and besieged that the total 
affair be committed to the natural course 
of nature. She did daily continue to con
sume more, but after three months, she was 
taken with a Fainting Fit, and died 
(Minuchin, Rosman, Baker, 1978). 

Similar cases are cited by Dr. Morton again and again 

in his descriptions of anorexia nervosa. Two hundred years 

later, W. W. Gull duplicated a similar description. 

Miss A., age 17, was brought to me in 1866. 
Her emaciation was very great. It was 
stated that she had lost 36 pounds in weight. 
She had amenorrhea for nearly a year... slight 
constipation. Complete anorexia for animal 
food and almost complete anorexia for every
thing else. Abdomen shrunk and flat, col
lapsed... The condition was one of simple 
starvation... 

Occassionally for a day or two, the appe
tite was voracious, but this was rare and 
exceptional. The patient complained of no 
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pain, but was restless and active. This 
was, in fact, a striking expression of the 
nervous state, for it seemed hardly possi
ble that a body so wasted could undergo the 
exercise which seemed agreeable. There 
was some peevishness of temper and a feel
ing of jealousy. No account could be given 
of the exciting cause (Minuchin, Rosman, 
Baker, 1978) . 

E. C. Lasegue, a physician, was working in France at 

about the same time as Gull was doing his work. His 

description of anorexia was similar to Gull's. Gull, 

Lasegue and Morton all indicated there was a psychological 

basis to the disease. They considered it to be some kind 

of a hysterical phenomenon (Minuchin et al, 1978). 

Lasegue was describing anorexia in 1873. His obser

vations and descriptions are as follows: 

"This description would be incomplete without 

reference to their home life. Both the patient and her 

family form a tightly knit whole, and we obtain a false 

picture of the disease if we limit our observation to the 

patients alone (Minuchin et al., 1978)." 

All of these early investigators were medical men. 

There was a general consensus that anorexia nervosa involved 

"nervousness" as a causative factor in anorexia nervosa. 

However, they did not actually explore this component. In 

addition, they did not explore the environmental context of 

the patient. They formulated that the patient's body was 

responding to unspecified psychological causes and they 
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attempted to treat the patient's body. They did not con

sider any treatment for the psychological causes or emo

tional aspects of the patient. 

Investigators today are still using this model. 

There is research involving the possible etiologic role of 

cerebral, pituitary, and hypothalamic factors being con

ducted. There is exploration of metabolic and hormonal 

changes seen in patients with anorexia nervosa (Minuchin 

et al., 1978]. There were also treatment programs which 

involved drug therapy with amitriptyhine, cyrporheptadine, 

dilantin, and L-dopa (Green and Raw, 1974). 

The Psychodynamic Model 

Even though there were groups of men viewing anorexia 

nervosa from a medical standpoint, there were other men 

viewing anorexia nervosa from a psychodynamic model. 

Theodore Lidz pointed out that the medical model could not 

take in all the stresses between interpersonal relations 

and physiologic activities or the interrelationships between 

mind and body. Psychiatry, he claimed, must focus an 

increasing amount of attention upon man's development as a 

social being and abandon mere animal models to concentrate 

on man's uniqueness. Tow doctors, E. Weiss and O.L.S. 

English, realized medical models were insufficient for the 

treatment of food disorders, thus laying the groundwork for 

the psychodynamic model which eventually proved to be a 
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superior treatment (Minuchin et al., 1978). They theorized 

anorexia nervosa might have a psychological background for 

waht seemed to be physical diseases. In the twentieth 

century, influenced by psychiatry (particularly, the ideas 

of Freud), many investigators in the field of psychosomatic 

medicine became more concerned for the psychological 

foundations of disease, rather than their somatic manifesta

tions (Minuchin et al., 1978). 

By the beginning of the 1930's, the interrelation

ships between the psychological, and the physiological 

aspects of all bodily functions were being addressed. 

There was an effort to integrate physical treatment and 

psychotherapy. 

Franz Alexander, along with his colleagues, listed 

three factors which they considered to be etiologic in 

specific psychosomatic diseases: 1) organ system vulner

ability, genetic or acquired; 2) psychological patterns of 

conflict and defense; and 3) the immediate situation of the 

individual at the time of the disease (Minuchin et al., 

1978). 

In the early model of psychodynamic thinking, the 

investigation of anorexia nervosa became the search for a 

specific psychodynamic reason for the disease. Within that 

same decade, W. Patterson Brown suggested the intake of 

food symbolized impregnation. Co-workers, J. V. Waller, 
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R. M. Kaufman, and F. Deutsch agreed that in anorexia 

nervosa "psychological factors do indeed have a certain 

specific constellation entering around the symbolization 

of pregnancy fantasies involving the gastrointestinal 

tract," (1978). The repeated occurence of the cycle of 

food alternating between over and under eating made the 

biggest impression on the investigators. 

The alternation of overeating with disgust 
for food represented to them a shift in 
the dynamic conflict. In the first instance, 
the impregnation fantasy was gratified. In 
the second instance, the ensuing guilt and 
anxiety forbad the intake of food. The 
amenorrhea and constipation of anorexia 
nervosa were also viewed as reflecting 
the pregnancy fantasy (Minuchin et al, 1978). 

Eventually, the theory of a one-to-one correlation 

between the psychodynamic and the psychosomatic was also 

challenged and more varied theories appeared. Minuchin 

and colleagues describe Henrietta A., a nineteen-year old 

high school girl who was admitted to the hospital with a 

diagnosis of anorexia nervosa as being torn between her in 

ability to -be a boy and her dislike of being a girl. They 

theorized that she bolstered up her confidence with a new 

ideal of sexuality. By denying "dangerous" aspects of the 

outside world and by repressing her drives, the patient 

eventually attained a state of the ego that was free from 

anxiety and a body typical of the anorexic. She underwent 

289 sessions of psychoanalysis over a period of two years. 
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The following psychogenetic processes are discernible 

in anorexia: a) avoidance of realistic drive satisfaction; 

b) the fending off of receptivity C'something comes into 

me") because the unconscious is linking nourishment with 

impregnation; c) revulsion and vomiting are related to the 

sexual defense; d) oral satisfaction is connected uncon

sciously with destruction and killing. Therefore, eating 

is restricted or is fraught with guilt (Minuchin et al, 

1978). 

For other investigators such as E, I, Falstein, s. C. 

Feinsten, and Judas, the possible psychodynamic sources of 

anorexia had become almost unlimited. They concluded that 

eating can be the equivalent of gratification, impregnation 

intercourse, performance, growth, castration, destruction, 

engulfing, killing and cannibalism. In addition, food can 

symbolize the breast, the genitals, feces, poison, a parent 

or a sibling (Minuchin et al., 1978). 

As time progressed, more of the patient's environ

mental context was being included as a significant part and 

variable in the concepts of psychosomatic illness. Even 

though the context was being included, the locus of the 

pathology was still described as internal, and the external 

stresses were viewed as impinging upon the patient:. The 

patient individually remained the focus of diagnosis and 

treatment (Minuchin et al., 1978). 
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Bruch's Theory of Anorexia Nervosa 

In the early 1950's, Hilde Bruch, one of the fore

most and primary investigators of anorexia nervosa and 

obesity, was looking for a more comprehensive framework for 

the study of anorexia nervosa. She had both a tremendous 

interest and great fascination regarding the unraveling of 

the unconscious symbolic motivation for the disturbed eat

ing patterns. 

Her basic question was, "How was it possible for a 

body function as essential and basic as food intake to 

develop in such a way that it could be misused so widely 

in the service of non-nutritional needs?" 

Bruch attempted to devise a broader framework. 

Bruch's hypothesis was based on the person's early inter

personal processes. She felt the ability to distinguish 

hunger from other states of bodily need or emotional arousal 

had been impaired by early childhood experiences. These 

early experiences had a direct connection with the rela

tionship to mother. 

Bruch described a group of three interrelated 

"perceptual and conceptual" disturbances in anorexia nervosa. 

These disturbances are as follows: 1) body image disturb

ances; 2) interoceptive disturbances, which involves an 

inability to accurately determine and identify internal 

sensations, such as hunger, satiety, or affective states 

(feelings); and 3) an overwhelming sense of personal 
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ineffectiveness (Garfinkel and Garner, 1982). These dis

turbances also apply to other compulsive food disorders. 

The theory proposed by Bruch suggests that normal 

"hunger awareness" evolves when the mother's reactions to 

the child's state of food deprivation are congruent with 

his or her internal experiences (Garfinkel and Garner, 

1982). Initially, the child requires clear signals from 

outside to know when to eat and when to stop. The label

ing of the child's internal experience needs to be con

firmed by his or her environment. Consequently, faulty 

"hunger awareness" results in "perceptual/conceptual" con

fusion and is thought to occur when the mother does not 

respond in an appropriate fashion to her infant's hunger 

needs. 

The work of Bruch has made a serious effort to 

encompass the contextual components of anorexia nervosa 

which have been acknowledged by many investigators. She 

explores the interpersonal, chiefly, the interactions 

between mother and child. Her focus remains on the past 

and on the internalization of the interpersonal as an 

"intrapsychic phenomenon" (Minuchin et al., 1978). 

As early as 1879, an investigator by the name of J. 

Nadeau noted the influence of the family in anorexia ner

vosa, but the interactions of the patient and family are not 

included in Bruch's model and hypothesis. Other investi

gators have observed the patient's family contexts and 
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realized the family's influence on the syndrome and the 

syndrome's impact on the family. Many of these investi

gators described the precipitating events of anorexia 

nervosa in family terms (i.e. marital conflict, the return 

of a long absent parent, or a death in the family) (Minuchin 

et al, 1978) . 

Using this context, the therapist brings in the 

behavioral model which enables him or her to control the 

environment when the patient is hospitalized. 

The Systems Model 

The last model to be investigated is the systems 

model. This theory is seen as every part of a system inte

grated with and influenced by the other parts of the system. 

One individual's behavior is simultaneously both caused and 

causative. A beginning or an end are seen as only arbi

trary boundaries and punctuating. The action of one part 

is only and simultaneously the interrelationship of other 

parts of the whole system. 

The systems model postulates that certain 
types of family organization are closely 
related to the development and maintenance 
of psychosomatic syndromes in children, and 
that the child's psychosomatic symptoms in 
turn play an important role in maintaining 
the family hemostasis. Anorexia nervosa is 
defined not only bv the behavior of one 
family member, but also bv the interrela
tionship of all family members (Minuchin 
et al., 1978) . 
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This concept applies to other food disorders as well. 

For instance, the contraction of a child's asthma attack 

can be regulated by the sequences of transactions between 

other family members. The findings with this model have 

indicated when important family interactional patterns are 

changed, significant changes do occur in the symptoms of 

psychosomatic illness. 

This system is proving helpful in the treatment of 

the anorexic patient, because with the anorexic syndrome, 

the attention is directed toward the transactions among the 

family members that sustain the anorexic syndrome, and 

therapy is directed at changing those transactions. 

From the later 1600's to the present, treatment for 

anorexia has moved from the medical model, through the 

psychodynamic model, to the behavioral model, and to the 

systems model. All of these models have been used 

singularly and in combination in the treatment of anorexia 

nervosa from as early as 1689 and into the 1980's. 

The Locus of Control 

Bruch formulated a postulate regarding locus of con

trol regarding obesity and anorexia nervosa. In 1966 

Julian Rotter developed the Internal-External Locus of 

Control Scale from a social learning perspective. 



24 

The theory is dependent on the individual perceiving 

a casual relationship between behavior and that which 

follows as a result of that behavior. 

When a reinforcement is perceived as follow
ing some action of his own but not being 
entirely contingent upon his action, then, 
in our culture, it is typically perceived 
as the result of luck, chance, fate, as 
under the control of powerful others, or as 
unpredictable because of the great com
plexity of forces surrounding him...We have 
labeled this a belief in external control. 
If the person perceives that the event is 
contingent upon his own behavior or his own 
relatively permanent characteristics, we 
have termed this a belief in internal 
control (Bruch, 1973). 

Bruch investigated locus of control and how it is mani

fested in the eating compulsion. 

Classification of Types of Anorexia Nervosa 

Bruch also identified the atypical anorexia nervosa 

patient who does not fit the criteria for primary anorexia 

nervosa. The atypical anorexic may fit the description 

in many ways and have much in common, but she does not 

display'a relentless pursuit of thinness and does not deny 

that she is too thin. The borderline anorexic is demon

strated by a failure to achieve an object constancy and, 

consequently, doesn't have a cohesive psychological ident

ity of herself and of others. Due to this lack of a 

cohesive identity, the borderline anorexic is physically 

weakened and has a marked tendency to fragment under stress 

(Rollins and Piazza, 1978). 
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The following criteria is used to distinguish primary 

anorexia from borderline anorexia: 

1. Intense affect--persistently presents rage 

and/or depression, usually heightened by 

therapeutic efforts directed at weight gain. 

2. Impulsive behavior--such as elopement, suicide 

attempts, shoplifting and bulimia. 

3. Social adaptiveness--history of solid academic 

achievement. 

4. Brief psychotic episodes. 

5. Shift toward primary process thinking on 

projective tests. 

6. Disruptive, chaotic interpersonal relation

ships (Rollins and Piazza, 1978). 

In these patients, anorexic symptomatology and con

cerns represent an attempt by the fragile and threatened 

ego to fend off the fragmentation of self. Apparently, 

the ego vulnerability is due to the extraordinarily high 

tension levels that anorexic patients experience constantly 

and may have their basis in parental failure to soothe and 

provide for the infant's needs. 

If too heavy emphasis is placed on rapid weight gain, 

as might be done in an ill-conceived behavior modification 

program, the patient can become psychotic or dangerously 

impulsive (suicide gestures, running away, etc.)* It is 



26 

best to choose a middle course and encourage a step-by-step 

weight gain over many weeks while nursing provides the 

necessary care and support inherent in a "holding" environ

ment (Rollins and Piazza, 1978). 

Bulimarexia can be fatal. The following is a direct 

quote from questions and answers by Dr. Art Mollen (1982). 

Question: I have been having a problem with control
ling my weight for the past six months. 
I've developed a habit which I'm not sure 
is unhealthy. After eating in excess, 
which I do daily, I force myself to vomit. 
Therefore, I don't gain any extra calories, 
and I've been able to eat whatever I want. 
Mo one knows that I'm doing this because 
my weight has remained unchanged. Is this 
dangerous to follow? 

Answer: The condition you have is called bulimarexia. 
It mostly affects women and can be fatal, 
due to a depletion of electrolytes, esophagus 
rupture and strangulation on vomited material. 
Most experts believe there are hundreds of 
thousands of bulimarexics in the country. 

According to Leslie Jane Maynard, founder 
of the Diet Counseling Service in New York, 
the typical bulimarexic uses food as a psy
chological crutch to bring inner comfort. 
Most bulimarexics have a great fear of get
ting fat. Therefore, they'll use diet pills, 
diuretics, laxatives, and self-induced vomit
ing to lose pounds. 

Anyone suffering from this condition 
should seek psychological counseling. This 
is a serious condition, and no one should use 
vomiting as a way to lose weight or prevent 
themselves fron getting fat (Mollen, 1983). 

Subtypes of anorexia nervosa were being recognized 

as early as 1919 by Janet who recognized the hysterical, as 
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well as the obsessional patients who were thought to exper

ience hunger but refused to give in to the desire to eat. 

The hysterical patient, in addition to losing hunger, 

would often display symptoms of hyperactivity, anesthesia, 

and have a past history of hysterical behavior (Garfinkel 

and Garner, 1982). 

Even though Janet devised a classification system, it 

was totally ignored until 1969 when Dally used the informa

tion in doing a study of a large group of anorexic patients. 

Within this study, he defined three groups as follows: 

1) obsessional group, 2) hysterical group, 3) mixed 

etiology. 

This classification system relied heavily on the 

presence or absence of hunger and appetite. Dally estab

lished that most anorexics experience feelings of hunger. 

It is only in severe starvation when the individual is 

ketotic that hunger is inhibited and, therefore, even this 

classification depends on the physiology of the starvation 

process, rather than on some inherent difference between 

individuals (Garfinkel and Garner, 1982). 

Since differentiations such as an obsession (i.e. 

mirror gazing) and hysteria (i.e. involuntary hyperactiv

ity) are often very difficult to determine accurately, 

Daily's classification system is quite limited (Garfinkel 

and Garner, 1982). 
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Dally did observe that vomiting, bulimia, and labile 

mood often occur together in a given patient indicating the 

need to widen the scope of treatment for food disorders. 

Buiimia 

Russell (1979) reported on a group of patients with 

1) an irresistible urge to overeat, 2) followed by self-

induced vomiting or purging, and 3) a morbid fear of becom

ing fat. The term which he used was "bulimia nervosa". He 

stressed the close association which exists among bulimia 

and vomiting and laxative misuse. He proceeded to review 

the possible complications of the disorder. Impaired renal 

function, convulsions, and depression were common in this 

bulimic group. He stressed that the etiology was largely 

unknown (Garfinkel and Garner, 1983). 

Between 1970 and 1979, a study of 207 patients who 

fell within the description of bulimia nervosa were given a 

series of questions administered over a two to three hour 

consultation period. The results were coded under a stand

ard format and provided a clinical base of information on 

each patient. Using this information, bulimia was cited 

as an abnormal increase in one's desire to eat, followed by 

episodes characterized by the eating of large quantities of 

food (i.e. two dozen doughnuts, one gallon of ice cream). 

These episodes occurred in secret and could take several 

hours or more. Crisp suggested that the mean daily caloric 
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intake of bulimics is 4,000 to 5,000 calories per day, it 

is not uncommon to see bulimics whose ingestion far exceeds 

this in bingeing periods (Garfinkel and Garner, 1982). 

In another study by Harding in 1980, five of the 

bulimic patients of 14 had been members of Alcoholics 

Anonymous. The abuse of alcohol by bulimic anorexics has 

been described in other literature by Brosin and Casper 

CGarfinkel and Garner, 1982). 

Several others have observed the association of self-

mutilation, such as mutilating injury to the genitalia or 

wrist slashing with disturbances in eating. Rosenthal 

investigated 24 wrist-cutting patients. He found 15 of the 

24 tt> be either compulsive overeaters, or severe anorexic, 

or both (Garfinkel and Garner, 1982). Bulimia is sometimes 

referred to as the secretive syndrome because bulimic 

patients are ashamed of the behavior and make a big effort 

to keep things very quiet. In a study of thirty bulimic 

patients, there appeared to be a family history of depres

sion or chronic physical illness. In addition, there is 

strong evidence for a relationship between bulimia, ano

rexia nervosa, and emotional illness, such as alcoholism 

CHerzog, 1982). Fifty percent of the study population 

patients had at least one parent who had died or who had a 

history of serious physical illness (Herzog, 1982). 
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The diagnostic criteria for bulimia would be at least 

three of the following: 

Consumption of a high coloric easily-ingested food 

during a binge. 

Termination of bingeing by abdominal pain, sleep, 

or self-induced vomiting. 

Inconspicuous eating during bingeing. 

Repeated attempts to lose weight. 

Frequent weight fluctuations greater than 10 pounds 

(Herzog, 1982). 

One of the greatest fears of the bulimic is not being able 

to stop eating voluntarily. There is generally a dispar

aging self-criticism and depressive moods following the 

episodes of binge-eating (Halmi, 1982). A survey of bulimia 

among a college population was carried out to determine the 

psychiatric disorder of bulimia within the normal college 

population. Of 355 college students 13 percent experienced 

all of the major symptoms of bulimia as outlined in the 

DSM-III (see definition of terms). Within the bulimic 

population, 87 percent were females. It was determined 

that although self-induced vomiting can accompany bulimia, 

it is not a necessary symptom for diagnosis. There was a 

significant relationship between laxative use and self-

induced vomiting. This purging behavior occurred in 10 

percent of the population studied (Halmi, Falk and Schwartz, 198]). 
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Treatments 

One treatment which has been devised for the treat

ment of bulimia nervosa is a behavioral approach. This 

treatment focuses on an increased control over eating, 

eliminating food avoidance, and changing maladaptive atti

tudes. This procedure is promising, with improvement tak

ing place and being maintained. This same treatment may be 

beneficial to patients who simply complain of overeating 

(Fairburn, 1981] . 

Another treatment used in eating disturbances is an 

anticonvulsant medication. 

Ten patients with symptoms of compulsive 
eating were treated pharmacologically with 
diphenylhdantoin. All but one had abnormal 
EEG's indication neurological dysregula-
tion as a possible etiological factor. Nine 
patients were treated successfully (Green 
and Rau, 1974) . 

The authors suggest that compulsive eating may be a 

function of neurological distrubance, with psychodynamic 

factors determining whether the patient becomes anorexic, 

obese, or maintains her weight at normal levels. 

Another approach to anorexia nervosa was devised by 

Dr. Cheryl Hawk who did a study with six cases of anorexia 

nervosa. She assumed that there was a problem with hypo

glycemia (low blood sugar) and treated them by means of 

six high protein meals daily. In addition, she included 

food supplements of vitamins, minerals, and glandular 



substances, such as liver arid adrenal tissue. In all six 

cases, she saw remarkable results. As seen as they fol

lowed the diet for the treatment of low blood sugar, the 

anorexia symptoms lessened, and the persons began gaining 

weight. If the diets were not adhered to, the patients 

slipped back into the anorexia nervosa (Hawk, 1982). 

In one case study, lithium was used in anorexia. 

The treatment didn't affect the anorexia but did prevent 

mood swings, which enabled her to become more responsive 

to nursing care and to psychotherapeutic work alone and 

with her family (Stein, Hartshorn, Jones and Steinberg, 

1982) . 

Obesity 

Another aspect of eating disturbances that cannot be 

overlooked is that which manifests in obesity. Obesity 

has been called the number one health problem of the United 

States. In stronger terms, it has been called "a national 

scandal". Statistics indicate from 20 to 30 percent of the 

population is overweight. 

Recently, the degree of fatness has been measured by 

making a couple of judicious pinches on the skin folds, 

rather than by merely comparing the weight of a moderately 

overweight person to the height-weight tables. Various 

methods have been created for more accurate estimation 
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of relative fatness (Bruch, 1973). 

With the introduction of counting and measuring fat 

cells and measuring biological differences, it is possible 

to differentiate between obesity due to overnutrition, 

which is characterized by large extended fat cells, and 

obesity based on fat tissues with a high adipose cell count. 

In these individuals, reducing empties the fat cells so 

that on a microscopic examination, the fat tissue resembles 

that of starving individuals. Hirsch demonstrated this on 

superobese patients who lost great amounts of weight on a 

restricted diet but whose fat layers still looked "too 

heavy" (Bruch, 1973). This is an example of how set point 

affects the acidophyte (i.e., fat cells). Leray, a French 

clinician has formulated through his observations that 

instead of using a statistical approach, one should approach 

heavy people in terms of their physiological weight, which 

he defines as an individual's average weight, which remains 

constant for many years and which is appropriate for him 

as long as he feels well and healthy (Bruch, 1973). 

It is essential to distinguish between the individual 

who is progressively getting fatter and the individual who 

is stationary and stable after a particular degree of fat

ness is reached (Bruch, 1973). 



34 

The majority of people become obese as adults and the 

incidence of obesity appears to increase with age. The 

problem of obesity is much more prevalent in women than in 

men. Obesity in women is very often related to sexuality 

in some way. Obesity can actually be a part of some of the 

sexual cycles of women. This may include such cycles as 

pregnancy and menopause (Bruch, 1973). After menopause, 

obesity may increase due to a feeling of lost femininity. 

There is ample evidence that obesity and the allied 

symptoms (overeating, inactivity, fat storage, and release 

of fatty acids) are the outward manifestations of a 

variety of underlying disturbances with documentation made 

mainly through genetic breeding and experimentation on 

animals (Bruch, 1973). 

Unfortunately, it has not been possible to delineate 

any clear and definite pictures in human obesity. Research 

seems to leave us with bits and pieces of the picture. It 

is important to remember that all obese persons are not 

emotionally disturbed. In fact, many obese persons func

tion beautifully and do not exhibit any major or particular 

psychological problems. 

Hamburger reported four different types of hyper-

phagia in a discussion of emotional aspects of obesity: 

1) those who overate in response to emotional tensions, 

which were essentially nonspecific, such as being lonely, 
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anxious, or bored, 2) those who reacted with overeating in 

chronic states of tension and frustration, using food as 

a substitute gratification in unpleasant or intolerable 

life situations that continued over a long period of time, 

3) those who overate as a symptom of an underlying emo

tional illness, most frequently depression, 4) those who 

overate due to an addiction and were characterized by com

pulsive intensive craving for food that did not seem rela

ted to external life events or emotional upheavals (Bruch, 

1973) . 

More recently, this fourth type of overeating has 

been classified as possibly explained as a food allergy 

(Newbold, 1977). Carlton Fredericks (1983) describes food 

allergies as "the great imitator" and lists over sixty 

symptoms associated with the ailment, including binge or 

spree eating. Weight gain, which follows some traumatic 

emotional experience, is referred to as reactive obesity. 

In recent literature, there are many references which 

describe obesity developing after upsetting events or in 

periods of great emotional stress. Lichtwitz noted after 

the first World War that women who had lived for a long 

time in uncertainty or who were grieving over the loss of 

their loved ones had a tendency to put on weight which 

could not be explained in a purely caloric way (Bruch, 1973). 
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There is a German word, kummerspeck, meaning fat of sorrow 

which describes this condition (Bruch, 1973). 

Being overweight during the juvenile years has 

significant consequences for characteristics of body image 

and self concept. This concept of self can be carried into 

adulthood even though the person reaches a normal weight 

after adolescence (O'Neill, 1981). 

The following can have a large impact on an 

addictive restraint of food consumption: 

1. The length of time one considers herself 

overweight. 

2. The increased attention to the amount of food 

consumed and an attempt to suppress eating. 

3. The length of time of obesity and the age of 

the onset of obesity (O'Neill, 1981). 

Generally, juvenile o b e s i t y  shows a more pronounced 

restraint than does adult obesity and, yet, they were both 

more concerned and restrained than the normal weight 

groups under study. The age of the onset of obesity is 

very important and significant as it affects other 

variables in regard to restraint (O'Neill, 1981). 

Testing Instruments Used for Measuring 
Eating Disorders 

Empirical Studies of Body Image. Differentiating the 

various forms of body image disturbance is important. It may 
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explain the inconsistent experimental findings and may 

contribute to the development of effective treatment strat

egies (Garfinkel and Garner, 1982). 

The objective measurement of body image in anorexia 

nervosa has involved the assessment of body size through 

the use of three techniques. The first two methods involve 

estimating the width of specific parts of the body, and 

the last and third method requires the judgment of overall 

body size through the manipulation of the width of one's 

own image (Garfinkel and Garner, 1982). 

The movable Caliper technique was orignially used in 

anorexia nervosa by Slade and Russell in 1973. This tech

nique requires the subject to estimate the width or the 

depth of a specific body region by adjusting movable cali

pers or beams of light from two reference points in space. 

Through this research, the researchers discovered that 

compared with normal controls, anorexic patients overest

imated their body widths at specific regions [face, chest, 

waist, and hips). Overestimation decreased as the patients 

gained weight (Garfinkel and Garner, 1982). 

Crisp and Dalucy (1974) confirmed the finding that 

anorexic patients did indeed overestimate their sizes, 

particularly after ingesting a high carbohydrate meal. 

Similarly, they also reported that their control group 

overestimated to a similar degree. Subsequent investiga
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tions with this technique have yielded inconsistent results. 

Fries in 1977, and Pierloot and Houben in 1978, reported a 

self-overestimation tendency in anorexic subjects as com

pared with the control groups (Garfinkel and Garner, 1982). 

On the other hand, Garner, Garfinkel, Stancer and 

Moldofsky in 1976 observed the self-overestimation of body 

regions to be as marked in controls as in anorexic sub

jects. When Button, Fransella and Slade in 1977 repeated 

Slade and Russell's study with carefully matched controls 

in an effort to cross-validate the study, no significant 

differences were found between the two groups. However, 

it is significant that overestimation of size in the ano

rexic group was related to vomiting and early relapse. 

Casper, Halmi, Golbert, Eckert and Davis (1979) found 

body size "overestimation in both anorexic patients and age 

matched controls indicated that overestimation cannot be 

considered unique to anorexia nervosa." The same tendency 

has also been found in schizophrenics, thin and neurotic, 

and pregnant women (Garfinkel and Garner, 1982). Even 

though the movable caliper technique does not appear to 

differentiate regularly between groups, within the group of 

anorexic patients, overestimation has been related to poor 

prognosis and psychopathology. This has been indicated by 

Button in 1977,Casper in 1979 , Goldberg, Halmi, Casper, 
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Eckert and Davis in 1977 and Slade and Russell in 1973. 

(Garfinkel and Garner, 1982). 

Image-Marking Method. Askevold (1975) introduced a method 

of estimating perceived size which bears some resemblance 

to the movable caliper technique. The subject stands 

before a sheet of paper mounted on a wall and is asked to 

imagine that she is facing a mirror. With a pencil in each 

hand, she is instructed to mark the place where she "sees" 

points which correspond to widths of specific body regions. 

Askevold (1975) recommended this method, despite the 

absence of adequate control groups and statistical analysis 

of results (Garfinkel and Garner, 1982). 

In 1978, Peirloor, Houben, Wingate and Christie 

reported that the image-marking method technique differ

entiated between anorexic patients and controls. 

In the latter study, lower ego strength was related 

to the anorexic's overestimation tendency. In addition, 

a group of controls selected for low self-esteem showed a 

tendency to self-overestimation which fell between the 

anorexia nervosa and the first control groups. The age 

differences between the groups may have contributed to the 

above results (Garfinkel and Garner, 1982). 

The majority of studies which have used the movable 

caliper technique have indicated that both anorexics and 
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age matched control groups overestimate, but in the group 

of anorexic subjects, the tendency may be related to prog

nostic and psychopathological features. Recent reports 

with the image-marking method indicated similar results, 

and the continued utility of the movable caliper techniques 

rests upon further studies of validity and reliability 

(Garfinkel and Garner, 1982). 

Distorting Photograph Technique. Glucksman and Hirsc 

(1969) introduced a method for assessing the total body 

size perception. This involves the subject's estimation 

of her size by using a projected photograph, which can be 

distorted along the horizontal axis. The image can be 

made to look anywhere from 20 percent fatter to 20 percent 

thinner than its actual size. As reported by Garfinkel 

and Garner (1982), Glucksman and Hirsch found that six 

dieting obese subjects overestimated their body sizes in 

comparison with four controls. Garner, as well as others, 

applied this technique to the study of body size perception 

in anorexic and obese patients. The results from these 

weight disordered groups were compared with three control 

groups. Approximately one-half of the anorexic patients 

involved in the groups showed a substantial tendency 
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toward body size overestimation, and this was positively 

related to measures of introversion and lack of self con

trol. On clinical follow-up of the anorexic patients, 

self-overestimation was a strong predictor of a poor 

prognosis (Garfinkel and Garner, 1982), 

This last study also suggested that body size per

ception is a relatively stable phenomenon. In the ano

rexic group, it was not significantly influenced by looking 

at one's image in a mirror or by the caloric composition 

of a meal. Body size perception was also stable on sepa

rate testings one week and also one year apart irrespective 

of weight gain. These tests were made by Garner and 

Garfinkel in 1978. 

The mean for all anorexic subjects is approximately 

+4 percent greater than the actual size. This is signifi

cantly greater than the self-estimates of normal women of 

comparable age who as a group are quite accurate (Garfinkel 

and Garner, 1982). 

Overestimation of body size appears to be related to 

a number of independent measures of psychopathology. It is 

associated with a greater presence of symptoms of anorexia 

nervosa as measured by the Eating Attitudes Test (EAT) 

(Garfinkel and Garner, 1982). The overestimators tended to 

be more external on a locus of control measure. That is, 

they felt they exerted less control over their lives, felt 
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more helpless, and more like victims of life. This falls 

right in place with the operational concept of Bruch1s 

"ineffectiveness theory (Garfinkel and Garner, 1982). 

In addition, overestimators were more depressed and 

more anxious as measured and assessed by the Beck Depres

sion Inventory and the Hopkins Symptom Check list. 

There was a positive correlation CO.48 p = 0.007) 

between these two measurements of "body image",despite the 

fact that they assess different aspects of the phenomemon. 

Consequently, marked overestimation is both a poor prog

nostic sign and is also associated with severity of psycho-

pathology on a variety of parameters (Garfinkel and 

Garner, 1982). 

The categories are based on those proposed by Beck in 

1976 for depression and anxiety disorders (Garfinkel ancj 

Garner, 1982) . 

Information was compiled through a comparative analy

sis of MMPI profiles using bulimia, anorexia nervosa and 

anorexia nervosa with bulimia. 

The comparative study involved thirty-nine out 

patient females who had been diagnosed by using the DSM III 

criteria for bulimia and anorexia nervosa. The thirty-nine 

women were divided into three groups. The three groups 

were restrictive anorexics, bulimic anorexics and normal 

weight bulimics. All the groups tvere highly correlated 
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with each other. 

The restricting anorexics and bulimic anorexics had 

the highest correlation (D2 = .945), the restricting ano

rexics and the normal weight bulimics had the lowest cor

relation (D = .841). T-scores were the highest for the 

bulimic anorexic profile, indicating that the group is 

reporting more symptomatology. The restricting anorexic 

group had the lowest T-scores and reported the least 

symptomatology. 

Depression was the peak scale for both anorexic 

groups, the bulimic anorexics were more depressed. The 

psychopathic deviate scale was the peak scale for the nor

mal weight bulimic group. The findings in this study reveal 

the following: 1) a similar constellation of personality 

features in each of the eating disorders, 2) the depres

sion scale is highly significant to both anorexic groups, 

and 3) the psychopathic deviate scale is very significant 

to both bulimic groups CNormal and Herzog, 1983). 

Fourteen female schizophrenic and fourteen female 

anorexic patients were compared on the MMPI. No signifi

cant differences were found on any of the validity or 

clinical scales. A product moment correlation between the 

profiles, which was obtained by a measure of distance 

between profiles, revealed remarkable similarities in their 



overall profiles (D2 - .83). The Depression, Psychopathic 

Deviate, Psychasthenia, Paranoia, and Schizophrenia scales 

occupied the first five rankings for both groups (although 

in a different order) and were elevated over a T-score of 

70 for the anorexics. The Psychopathic Deviate scale score 

approached 70. These results are consistent with the few 

studies that have used the psychodiagnostic test with 

anorexics, and they point to extremely poor personality 

integration and to a more serious disorder than a neurotic 

disturbance (Small, Madero, Gross, Teagno, Leib and Ebert, 

1981). 

In 1977, Button, Fransella and Slade did a study 

using body perception assessment. For each of five body 

parts, a visual size estimation apparatus was used in order 

to compare perceived size with actual size. For each sub

ject, a body perception index was calculated according to 

the formula: 

body perception index - average perceived size x 100 

actual size 

The experimental group consisted of twenty patients with a 

clear diagnosis of anorexia nervosa. Actual size measure

ments demonstrated that the normal group were significantly 

wider for all body parts. Additional tables indicate cor

relations (Button, Fransella and Slade, 1977). 
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Garner, Olmstead and Polivy have developed and vali

dated a new measure called the Eating Disorder Inventory 

(EDI). This inventory is a 64 item, self-report, multiscale 

measure. It is designed to assess the psychological and 

behavior traits common in both anorexia nervosa (AN) and 

bulimia. The EDI consists of eight subscales measuring the 

following: 1) drive for thinness, 2) bulimia, 3) body dis

satisfaction, 4) ineffectiveness, 5) perfectionism, 

6) interpersonal distrust, 7) interoceptive awareness, and 

8) maturity fears. Reliability (internal consistency) is 

established for all the subscales and several indices of 

validity. First, AN patients (N = 113) are differentiated 

from female comparison (FC) subjects (N = 577), using a 

cross validation procedure (Garner, Olmstead, and Polivy, 

1983). 

Secondly, the patient self-report subscale scores 

agree with clinical ratings of subscale traits. Thirdly, 

clinically recovered anorexia patients score similarly to 

FC's on all subscales. Finally, convergent and discrimi

nant validity are established for the subscales. The EDI 

was also administered to groups of normal weight bulimic 

women, obese and normal weight but formerly obese women, as 

well as a male comparison group (Garner, Olmstead, and 

Polivy). 
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The Hating Disorder Inventory is a new measure of 

attitudinal and behavioral dimensions relevant to anorexia 

nervosa and bulimia. Results indicate that the EDI is a 

reliable (internally consistent) and a valid test within 

the limits imposed by the samples selected for this initial 

study. The eight subscales were deductively derived and 

then empirically validated with the aim that they differ

entiate, with very little overlap, between patients with 

anorexia nervosa and females from a college comparison 

group. Subscales indicate two levels of disturbance con

sidered relevant to patients with anorexia nervosa and 

females from a college comparison group (Garner, Olmstead, 

and Polivy, 1983). 

The evidence for the validity of the subscales comes 

from several sources other than their ability to differ

entiate between anorexia nervosa and comparison groups. 

First, there was good agreement between patient's self-

report profiles and the clinical judgments of experienced 

clinicians. 

This type of criterion validity is often difficult to 

demonstrate because it is influenced by both patient and 

clinician sources of error. Secondly, a small group of 

clinically recovered anorexia nervosa patients scored simi

larly to college females on all subscales. Thirdly, vary

ing degrees of convergent and discriminant validity were 
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established for the anorexia nervosa sample, depending on 

the number of other tests administered and their relevance 

to the hypothesized constructs underlying each subscale. 

The EDI has been used to compare the psychological 

characteristics of weight-preoccupied college women with 

those of patients with primary anorexia nervosa. While the 

groups were similar in Drive for Thinness and Body Dissat

isfaction and Perfectionism, the important difference was 

that anorexia nervosa subjects were significantly more 

pathological on the ineffectiveness and interoceptive 

awareness dimensions of the EDI. This is consistent with 

Bruch's (1962) theory that these traits are part of the 

core•disturbance in anorexia nervosa (Garner, Olmstead, 

and Polivy, 1983). 

The EDI represents an attempt to isolate and object

ively measure specific psychological features viewed as 

important in the anorexia nervosa syndrome and which have 

been previously described. In addition, both reliability 

and validity data have been presented which support its use 

as an economical instrument for evaluating behavioral and 

psychological traits common to individuals with eating 

disorders (Garner, Olmstead, and Polivy, 1982). 

Summary 

The review of the literature concerned itself with 

several models of treatment: medical, psychodynamic, and 
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systems. The review of literature also explored the 

various classifications of compulsive food disorders and 

detailed the progression of thinking leading to those class

ifications, and finally, the review of literature discusses 

the relationship between body image and eating disorders. 

The finding most significant to the present study can be 

stated quite simply. The literature supports the theory 

of a relationship between the emotional climate and eating 

disorders. The literature is less explicit about the 

prognosis of the disease when emotional issues are 

addressed, but the implications for the need of treatment 

in this area is quite clear. In the literature reviewed, 

there is very little mentioned concerning the type of 

psychological therapy used in the treatment of patients 

with eating disorders. 



CHAPTER III 

METHODS AND PROCEDURES 

This chapter outlines the procedures followed in 

testing the hypothesis of this study. As such, it outlines 

subject selection, personal interviews, therapy and self-

report of women at the end of therapy. 

Subje.ct Selection 

Subject selection was obtained by call ins to Time 

Out Counseling Centers and referrals of women with food 

compulsions. 

The following steps were used in the personal inter

view: 

1. Obtain history - general information concerning 

current circumstances and past life experiences 

of each of six female case studies. 

2. Identify when the compulsion began. 

3. Describe compulsions and state how these compul

sions are making the client's life unmanageable. 

Pre - description of the disorder. What is it 

like now as the presenting problem. 

4. Client must demonstrate a desire to make changes 

49 
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for herself and to get well to be accepted as 

one of the participants. 

5. Obtain lifestyle (see definition of terms). 

6. Therapy will include nutrition education 

regarding a diet for hypoglycemia (low blood 

sugar] and food allergy. 

7. The client will be encouraged to keep a daily 

journal, including feelings and any particular 

physical reactions to foods, and feelings 

about foods. 

8. Post - description of the disorder will be obtained 

including the following questions: 1) Has there 

been significant improvement through therapy? 

2) In what ways? This information will be 

gathered through self-report interviews from 

the counselees. 

9. Comparison of pre- and post-counseling by the 

client's description of self before and after 

therapy. What is the improvement? Describe. 

10. Duration of the study - June, 1983 through 

November, 1983, with one or two exceptions of 

clients worked with prior to June. 

11. Cost to clients is one hour per week, plus their 

counseling fee. 
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12. Through the above procedures, the following 

questions will be answered and the final 

evaluation will be determined on the 

progress made at the time client terminates 

or study ends. 

a. Are food compulsions symtomatic of 

other emotional disturbances? 

b. Will food compulsions lessen or 

disappear when other emotional dis

turbances are addressed? 

c. What therapy facilitates the quickest 

process to recovery and health? 

Introduction to Case Studies 

The following material details case studies of six 

women exhibiting the conditions of anorexia nervosa, bulimia, 

or obesity. 

Case Studies 

Julie 

Julie is a 24-year old woman who is single and works 

as a pharmaceutical purchaser. She has had a food compul

sion for the past two years. Prior to that time, she had 

not been aware of any particular problem with food. After 

graduation from high school, it became more evident to her 



that she felt self conscious and unable to function in 

relationships with men. 

She did marry upon graduation from high school, but 

the marriage lasted only about a year, and then they 

divorced. About this time, she began drinking alcoholic 

beverages heavily and spent the next two to three years 

becoming heavily dependent on alcohol and finding herself 

out of control with it until she realized she was an alco 

holic and sought help through Alcoholics Anonymous (AA). 

TVhen Julie was referred to counseling, she had been 

in AA for \h years and had been sober during that time. 

She was starving herself for periods of time and then 

beingeing with food. She was also using laxatives and 

vomiting. The use of laxatives was more due to a problem 

with constipation than being obsessive with laxatives. 

Information obtained through the lifestyle revealed 

that Julie had been reared by a mother who felt the human 

body was dirty. She had never given any information to 

Julie regarding menstruation, and when Julie had started 

her period, she thought she must be seriously ill. Julie 

sister was the one that explained what was happening to 

her physically. 

Julie also had been kept in her room by her mother 

while she was growing up. She was not locked in her room 

Her mother would simply tell her to go to her room, and, 
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consequently, she spent almost all of her time in her room. 

Her sister was treated much the same, but was older and 

left home sooner than Julie. 

Another experience Julie had is her mother would 

never a-low her to take her own bath until she was out of 

Junior High. Her mother would actually give her baths. 

One other major catastrophe in Julie's life was that 

she had been raped when she in high school by a boy she 

dated one time. Julie found herself with a real fear of 

her sexuality and dealing with men. She also had very poor 

self-esteem and self-confidence. By keeping herself to the 

point of emaciation, she could deny her physical develop

ment and pretend that she still possessed the body of a 

child. 

Her experience with being raped had left her with an 

extreme fear and mistrust of men, and she had a record of 

attracting men of low maturity with abusive tendencies. 

When Julie started counseling, she was beginning to 

recognize some of these patterns through her treatment for 

alcoholism. 

Julie's father had been gone a lot and was a rather 

nondescript figure in her life. She thought he was nice, 

but he really had not paid much attention to her. He had 

given her a feeling of you don't exist. 



After the lifestyle, Julie realized even more that 

she saw the world as an unsafe place, that she felt 

insecure and timid in relationships. She also recognized 

a tendency to isolate herself from the world. 

The therapies used with Julie included the double 

chair work. She would sit in one chair and place the sig

nificant other (person) in the other chair and tell that 

person how she felt about a particular incident. Then she 

would move into the other role and reply as the significant 

other. This process continued until she gained some clo

sure on the issue being handled. Another technique used 

with Julie was talking her into a relaxed state and then 

giving her positive suggestions about food and being in 

charge of her life. In addition, she was given homework 

to become aware of what she was feeling when she binged 

and vomited. She was to give herself permission to do that, 

but when she had exhausted herself with the process, she 

was to regroup and start over by being in charge and not 

bingeing and not vomiting. 

As therapy progressed, Julie had a change to deal 

with issues regarding her mother, ex-husband, rapist, and 

father; the symptoms of starvation, bingeing and exces

sive use of laxatives all began to dissipate. She began to 

have a stronger sense of independence and autonomy. She 

began to have very casual relationships with men. After 
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working with Julie for five consecutive months, she decided 

to discontinue therapy. She was feeling capable of han

dling her life. The compulsions with food continued to 

improve. She was not using laxatives and had begun to use 

psyllium seed powder, which is a natural lubricant and bulk 

to help the bowel function normally. The colon still 

tightened up and would get very hard and distended, but 

this symptom seemed to be definitely related to her nerves 

at the times this happened. 

Julie still had a- tendency to isolate herself but 

was recognizing this and was in a place to decide whether 

she wanted to continue doing that or wanted to risk rela

tionships . 

One area that had remained stable for Julie throughout 

therapy was her career. Julie was planning to continue with 

AA and use the 12 steps for her food problems, also. In 

counseling, Julie had made excellent progress. She had 

addressed the main issues which seemed to be blocking her 

progress and the symptoms of food compulsions disappeared 

totally. 

When Julie stopped counseling, she wanted to continue 

on her own and the agreement was she would contact the 

counselor if she felt a need. Further follow ups seem to 

indicate that she is progressing positively. 



Kate is a 24-year old woman. She is divorced and 

has two young boys. She is also anorexic and bulimic. 

She works as a waitress in a local restaurant. When Kate 

was referred to counseling, she was living alone. She had 

gotten a divorce about a year previously. Her two sons 

lived with her parents for the first few months. Then Kate 

decided to allow her husband to have the children. 

Kate's presenting problem was she would binge and 

be out of control and then be angry at herself and not eat 

for a day or so. She resented her parents for thinking 

they knew just what she should do. Her parents felt that 

she should get her children back and be a good mother. 

Kate resented this because she felt she was young and 

deserved to have some fun. She didn't feel she could stand 

to be cooped up with her children day in and day out. 

Her parents felt she was being immature and irre

sponsible. When Kate completed her lifestyle, it became 

evident that she had been the best child of all while grow

ing up. She had one older sister and one younger brother. 

While growing up, Kate had always done everything that she 

thought would please her parents and cooperated in every 

way. The incident that seemed to precipitate Kate's state 

rebellion was when she got pregnant and wasn't married. He 



57 

parents insisted that they get married and Kate really 

didn't want to marry him. She was afraid, and she had no 

experience in asserting herself so she married him anyway. 

It proved to be a disaster. She was unable to stand 

him, and after having two children and being confined, she 

became miserable and depressed. This is when she began the 

binge eating, followed by vomiting. This became an 

obsession with her and she became more and more out of 

control and miserable. 

When Kate entered counseling, she was feeling more 

free because her children were not living with her. She 

was able to find time to attend to her own needs. She was 

working as a waitress and had a roommate to share expenses. 

She was still bingeing sometimes and then not eating 

at other times. She was extremely emotional and would lose 

control of herself very easily. 

Kate's counseling began with the lifestyle, and the 

main issue was her resentment toward her parents for think

ing they knew what she should do. Her decision was that 

she was going to do what she knew was best for her. The 

only problem was the more she did what she wanted, the 

more angry she was at her parents and the more unhappy she 

was with herself. 

The main therapy used with Kate was the two chair 

work - Kate in one chair with the significant other in 



58 

another empty chair. Significant other was mainly mother. 

Mother was a perfectionist who never seemed to make a 

mistake. Kate felt inadequate, unappreciated and judged 

by her mother. Kate worked a lot of her hostility toward 

her mother and father out through the above process. 

Kate had very low self-esteem and had felt a real 

loss of her autonomy. As therapy progressed, Kate began 

to realize that she did not feel okay about giving her 

children to her husband. She was caught in a double bind 

because she did not feel she could handle the stress of 

having her children with her all the time, and at the same 

time, she felt she was shirking her responsibilities. She 

really didn't disagree with her parents, but she had to 

come to the place that she could withdraw from the power 

struggle. She also used some vitamins to build herself up 

and to help her nervousness. She took Niacinamide, B-6 

and a multiple vitamin and mineral. These vitamins 

actually seemed to help her relax. 

Counseling included one family session with Kate and 

her mother and father. This session went extremely well 

because even though there was considerable resentment on 

both sides in the session, all three realized the love that 

existed also. First, they named the resentments they felt 

toward Kate, and then Kate named the resentments she felt 
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toward them. Then they named the things they appreciated 

about each other. This seemed to bring them all closer 

together and gave Kate a feeling of being accepted for 

herself and not for doing what they \\ranted her to. 

From that point on, Kate worked on being her own 

person and realizing that her mother wasn't going to 

change. Also, Kate realized she did not have to be able 

to do everything as well as her mother in order to be 

okay. The other thing Kate began to work on was getting 

her boys back and becoming strong enough and stable enough 

to handle all that would involve. 

Kate's husband gave the boys back. At first, they 

lived with Kate's parents and Kate took them some of the 

time. After several months, Kate took them to live with 

her, and her parents helped her out with baby sitting 

and other support. 

When counseling ended, Kate was doing much better. 

She was still very intent on being thin, but she was not 

as obsessed and did not lose control through bingeing as 

frequently as she had earlier. 

At this time, she felt she wanted to discontinue 

counseling. 

The two things that Kate went away with were: 1) She 

needs to watch her emotional state and get help when she 
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starts losing control because that leads to bingeing; 

2) that she had high value and if she goes against that 

value system, she will turn the anger on herself and try 

to destroy herself by starving to death. 

Kate's anorexia was a symptom of self-hatred, and 

she used it as a means to annihilate her own existence. 

Kate decided she wanted to discontinue counseling. She 

did contact the counselor after one month. She was doing 

moderately well at that time, but has not contacted her 

counselor since that time. 

Micki 

Micki was referred to counseling after she had gone 

to a treatment center for her anorexia. She had not stayed 

the recommended nineteen days at the treatment center but 

did want to continue counselir.g. She was referred to the 

counselor by Julie. Micki is 25 years old, married, and 

has one seven-year old daughter. She, too, works at a 

local restaurant. 

When Micki began counseling, she was hardly eating, 

and, yet, she did not have an emaciated frame. She is 

unusual in that she has a very low metabolism and can eat 

very little and not lose weight. This makes her quite 

angry. She had been under the care of a doctor, and he had 

warned her that her calcium levels were low and that her 
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bones were or would be deteriorating if she didn't start 

supplying the proper nutrition. 

Micki is also very compulsive about exercising. She 

runs three to five miles in the morning, swims 100 laps in 

her pool, exercises further, and may even run again at 

night. 

Micki is very unhappy in her marriage, but is of a 

religious faith that says the man rules the home and the 

woman obeys. For Micki, this is difficult because she 

sees herself as extremely capable and with administrative 

abilities. For a long time, her husband didn't want her 

to work. Finally, she couldn't stand it any longer and 

went to work for a construction company doing painting. She 

has so much physical energy that she enjoyed the work very 

much. Her husband finally conceded, even though he didn't 

like her working. 

In more recent weeks, Micki has become more and more 

dissatisfied with her marriage and has made a decision to 

leave her husband as soon as she has enough money. 

In the early stages of counseling, Micki was con

stantly talking about suicide. She felt that she didn't 

want to live and that her life was of no use to herself or 

to anyone else. After several weeks of counseling, she 

made a decision that she wouldn't commit suicide; she hasn't 
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mentioned it since that time. When asked what difference 

the counseling had made in her life, she said, "I want to 

survive." 

Micki's anorexia is not resolved. She only drinks 

two protein drinks a day. Since Micki is not extremely 

thin, the anorexia is not such an observable problem. 

At the present time, Micki has much rage and anger 

churning inside her. She turns this anger back on herself 

through the self-destruction of anorexia. 

The prognosis is that when Micki addresses her 

anger and deals with it honestly and openly, her anorexia 

will begin to subside. If not, the prognosis is poor, with 

every likelihood of an early death. 

Micki is not ready to terminate counseling, so this 

case is still in progress. 

Sherry 

Sherry is 42 years old. She has one daughter who 

is a sophomore in college and is living away from home. 

Sherry is enjoying her freedom and her renewed relation

ship with her husband. She is employed at a local 

educational facility. 

Sherry's presenting problem was that she is obese, 

and she decided she really wanted to be thin and attractive. 

Weight has been a problem for her mother, for her, and 

also for her daughter. 
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Unlike the other woman previously mentioned, Sherry 

is not compulsive about food. She really likes to eat, 

and simply eats a lot more than she needs. 

The main thing that has come out in counseling is 

that she feels obligated to take care of others emotionally 

and to nurture them. She also finds it hard to say no to 

eating things people have prepared for her. Through 

counseling, Sherry has begun to realize she does not need 

to eat everything offered to her. She is aware that 

another's happiness does not depend on whether she eats 

their food or not. 

At this tine, Sherry is progressing wonderfully. 

She is losing weight and becoming more mature emotionally 

and more independent emotionally. Her husband is also in 

counseling with another counselor. She has a great desire 

to have better communication with him as he tends to be 

the quiet, silent type. 

At this time, Sherry says, "1 feel more in charge of 

my life and more capable of losing weight than I have 

previously. She wishes to continue her counseling. 

Jane 

Jane is 39, works as a nurse, is divorced, and has 

four teenage children (3 boys and 1 girl). She has a 



64 

history of chronic food compulsions beginning as early as 

eight years old. She said she could remember eating 

peanut butter and not being able to stop as early as eight 

years old. 

Even though the eating problem started then, it was 

sporadic and only occurred occasionally. When Jane reached 

adolescense, that is when she really began to be out of 

control, it was primarily high calorie carbohydrate foods 

that she craved. The craving would be there and then she 

would begin eating the sweet foods and literally could not 

stop. It was actually a situation much like being an 

alcoholic. 

During adolescence, Jane's weight got out of control. 

She was weighing 120 to 125 pounds and she was only five 

feet tall and very small boned. 

Just about the time Jane went into adolescence, her 

father died of leukemia and two older sisters left home to 

go away to school and to get married. Jane felt very 

lonely, as she had depended on her two sisters for com

panionship and attention. 

Jane's mother tried to assist her by helping her diet 

and that only helped to a small degree because compulsion 

to eat was so great that Jane simply could not resist. She 

would eat some ice cream and then not be able to stop until 
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she had eaten the whole container or she would take a piece 

of pie and not be able to stop with that until she had 

consumed the whole pie. 

When Jane went away to college, she decided she was 

going to lose weight. She began eating three meals a day 

with absolutely no snacks. She resisted desserts entirely 

and found that as long as she didn't eat any sweets, she 

could resist them. There was something about taking that 

first bite that would do her in. She substituted chewing 

sugar free gum instead of eating between meals and instead 

of eating desserts. 

She did lose weight, and by Thanksgiving of her 

freshman year in college, she had gone from 120 to 98 

pounds. She stabilized there and from then on, she became 

extremely cautious about what she ate. She would eat no 

desserts, except for jello and again with jello, if she 

took one serving, she would end up eating the whole bowl. 

By i^atching her diet very closely in other areas, she found 

that she could eat a whole bowl of jello and not gain any 

weight. She never ate fried foods or oils and anything 

that she knew was extremely high in calories. She ate two 

boiled eggs and a salad for lunch and protein and vegeta

bles for dinner. Then she would have jello or ice cream 

in the evening for her binge food. 



So this cycle continued for some years. Jane got mar

ried and became very dependent on her husband. She worked 

for awhile but didn't really want a career. Then she got 

involved with someone at work and had an affair. She really 

felt good with this person and enjoyed his company. She 

grew away from her husband and closer and closer to her 

friend. Then her husband found out, and they spent about 

a year separating and then going back together. Finally, 

her husband told her she had to make a choice. She chose 

to stay with her husband and gave the other relationship 

up. It was after this that she began to have spells of 

not eating. The periods of not eating grew worse and worse 

and she began to enjoy the power of not eating. However, 

she would sometimes lose control and binge. Then she would 

be angry at herself and starve herself some more. Later 

her colon totally stopped working, and she became dependent 

on laxatives. It would seem that as her psychological 

problems became worse, her food compulsions worsened and 

became self-destructive. 

Finally, she started having strange symptoms with 

her colon and she i^ent to the doctor, and he suggested 

there was only irritation due to laxative use and that she 

should seek further help through counseling. He suggested 

she had anorexia. This was the first time she had even 

realized the possibility of such a thing. 
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Through counseling, she became aware that she had a 

lot of guilt for having an affair, and she had a lot of 

anger because she was not independent and that she was 

dependent on her husband. As she began to work out some of 

these feelings, the anorexia and bulimia improved. She has 

become much less compulsive about food in all ways, and she 

isn't so hard on herself now. 

She gained a sense of independence and autonomy in 

her life following a divorce. 

Her symptoms have definitely decreased as she 

addresses emotional problems that she had been suppressing 

for many years, and establishes her autonomy. At this 

writing, she contacts the counselor by phone monthly. 

Darlene 

Darlene is 52, a housewife, and does not work outside 

the home. She began developing anorexia after her children 

grew up and left home. When she was left at home without 

her children, she began to feel useless. It was at this 

time that she began loosing weight. She also has had 

extremely difficult problems with gastrointestinal problems. 

The constipation has persisted with her and extreme dis

tention due to excessive gas persists. 

Darlene is very nervous and becomes stressed easily. 

It would not be unusual for Darlene to get very upset and 

cry over things that would not stress the average person. 
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Darlene's fragility and distress had gained a great 

deal of attention from her children. They are very soli

citous of her. 

Darlene smokes and drinks coffee during the day. She 

does not eat until dinner. Then she has one good meal a 

day, consisting of protein, vegetables and yogurt for 

dessert. 

Through counseling, Darlene has become less nervous, 

and her coping skills have improved immensely. She has not 

gained any weight. She weights between 7 5 and 80 pounds 

and is about 4'11". Darlene is not compulsive about being 

thin. She simply cannot eat (won't eat anything more than 

a dinner meal) and just doesn't gain weight. 

Even so, other things have improved. She is much 

happier, copes much better, speaks up for herself more than 

ever before. Her assertive skills have changed and 

improved. Her colon problem is still severe and the doc

tor has diagnosed it as a nervous colon. The gas and dis

tention has decreased immensely and she is much more com

fortable than she was previously. She is not in pain and 

agony with colon problems like she used to be. The remaining 

problem she has is poor elimination, and she does use a 

gentle herbal laxative from time to time. 

Through counseling, Darlene did a lot of work regard

ing her mother and sister. These two areas seemed to be 
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very important in terms of Darlene's own self-acceptance. 

Her sister used to call her fatty when Darlene was a young 

child and girl. This made a big impression on Darlene and 

is part of why she became concerned about her weight. She 

does have an underlying fear of being fat. 

Darlene's whole life is wrapped up in her husband. 

She does volunteer work in the church and devotes the rest 

of her time to taking care of her husband's every need. 

She never goes anywhere without him at night. In some ways, 

Darlene is very dependent on others, but at the same time, 

she does so much for others that there is a tendency for 

them to become dependent on her and possibly need her for 

their well-being. This gives Darlene a powerful position. 

Through counseling, Darlene has begun to recognize 

the need to make others dependent on her and has been open 

to giving up some of that power. 

At the end of counseling, Darlene's health is much 

better; she is more relaxed, more assertive, and her fears 

and compulsiveness have improved. There seems to remain 

some very deeply rooted emotional block to gaining weight. 

Even though she does not verbalize any excessive tendencies, 

the fact that she does not gain weight speaks for itself. 

However, the possibility exists that the excessive use of 

nicotine and caffeine, which can lower the set point, may 

be a contributing factor. 
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Summary 

This chapter outlined the procedures, subject 

selection, and personal interviews of the six women involved 

in the study. 



CHAPTER IV 

RESULTS, CONCLUSIONS, RECOMMENDATIONS 

Introduction 

This chapter will include the following: 

1. Results based on the following questions: 

a. Are food compulsions symptomatic of 

other emotional disturbances? 

b. Will food compulsions lessen or dis

appear when other emotional disturbances 

are addressed? 

c. What therapy facilitates the quickest 

process to health? 

2. Conclusions 

3. Recommendations 

Results 

This study of six women with compulsive food dis

orders demonstrates the positive effects of counseling 

(i.e., all the clients improved to some greater or lesser 

degree). 
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1. Are food compulsions symtomatic of other emotional 

disturbances? According to this study, the answer is yes. 

In every case, the time and energy put into the food com

pulsion appears to be time that is spent avoiding the real 

psychological issues in the person's life. 

For example, rather than asserting herself, a woman 

may put time and energy into being compulsive. Instead of 

pursuing her talents and abilities, she is fearful that she 

will fail. She doesn't make an effort, but again, spends 

her time obsessing and being compulsive with her food pat

terns and rituals. 

In each and every case cited, there was definite 

decrease in the compulsive food patterns. Darlene and 

Micki were the two who showed the least change in their eat

ing patterns, even though other areas of their lives were 

improving. Through continued counseling, Micki's eating 

compulsion may improve. 

2_. Will food compulsions lessen or disappear when other 

emotional disturbances are addressed? Yes. The compul

sions will decrease. In each of the six cases examined, 

there was a decrease of the behavior to some degree. 

However, the compulsion did not disappear in any of the 

individual cases. From observation, the food compulsion 

does decrease and may even appear to disappear, but in times 



of anxiety and stress, the person falls back into those 

compulsive patterns with food. The compulsions usually 

lessen greatly and may not manifest as such a driving 

force, but the tendency remains very much like the tendency 

for the alcoholic to reach for a drink. 

In this study, no compulsion was totally eliminated. 

However, the individuals do improve when the emotional 

disturbances are addressed and attended. 

5. What therapy facilitates the quickest process to 

recovery and health? Each of the six women studied showed 

the most movement through gestalt transactional analysis. 

Each woman had issues with significant others in their 

lives, and through addressing those issues in some form of 

communication, there was progress and release of anger and 

anxiety. 

Lifestyles were the second most effective tool. 

Through the pictures formed by this process, the clients 

could begin to understand some of the patterns in their 

lives. 

Micki was the only one who felt comfortable with the 

anger counseling. This method could be effective, but my 

clients used in this study did not feel comfortable with 

this method, so it was minimized. 
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The visualization process was the third most effec

tive method. The visualization was an excellent way for 

the clients to relax and to be taught relaxation techniques 

which they could incorporate into their lives on a daily 

basis. 

Conclusions 

Although there can be no generalization regarding the 

whole population, in this study each case involved emo

tional disturbances that were being avoided and suppressed 

through food compulsions. As these were addressed, and 

the clients exhibited self-honesty, there was movement and 

improvement in each and every case. 

Recommendations 

There is a need for studies with a larger population 

so that significant statistics can be established. This 

should become a reality when enough people demonstrating 

food compulsions are identified. Eating disorder clinics 

around the country may become involved in this research. 

It seems that there is a need for more research to 

investigate the correlation between food allergies and food 

compulsions. 

One of the clients, Jane, mentioned time and time 

again that she would begin eating a food that was high in 

carbohydrate or sugar and could not stop. It seems to me 
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that there may be a possibility of chemical reactions to 

foods which create a good allergy setting up cravings. 

This theory was presented in one of the articles entitled 

"Food, Addiction, Food Allergy and Overweight" (Levine, 

1982). 

Summary 

The significant findings of the individual case 

studies is the definite correlation of emotional problems 

to food compulsions. It is clear that the lower the self-

esteem, the more destructive the food disorder. As the 

underlying causes of the poor self-esteem are explored and 

managed, the betterment of the self image is reflected in 

a lessening of the destructive food compulsion. 

Hutschnecker (1951) sums it up like this: 

Health is not merely the absence of physical 
illness. Emotional illness is illness in 
its own right. 

Anxiety is a whisper of danger from the 
unconscious; whether the danger is real or 
imagined, the threat to health is real; 
depression is a partial surrender to death. 

Tranquilizers and energizers buys us respite 
in the cause of health. "A tranquil mind 
is a mind well ordered," said Marcus Aurelius. 

There are critical seasons in the year, 
critical ages, and times of crisis in 
everyone's life. 

People who are at odds with themselves have 
a narrower margin of safety and are ready 
victims of illness at critical times. 

Under stress the unconscious gives warning signs 
to be heeded by those who wish to live in health. 
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